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BOWDOIN COLLEGE
FLEXIBLE BENEFITS PLAN

Bowdoin College (the “Employer”) has established the Bowdoin College Flexible Bene-
fits Plan (the “Plan”) to provide its eligible employees with the choice of receiving non-taxable 
qualified employee benefits or cash compensation. The Plan is intended to qualify as a nondis-
criminatory “cafeteria plan” within the meaning of Section 125 of the Internal Revenue Code of 
1986, as amended. As amended and restated herein, the Plan is generally effective January 1, 
2009, except as otherwise indicated, and provided that any provision affecting Unearned Com-
pensation (as defined herein) shall not be effective before the adoption date written below.

ARTICLE I Definitions and Construction

Whenever used in the Plan, the following terms shall have the meanings set forth below 
unless otherwise expressly provided, and when the defined meaning is intended, the term is capi-
talized.

1.1 “Benefit Election” means an election by a Participant of a Qualified Benefit or 
Qualified Benefits for the Plan Year.

1.2 “Benefit Plan” means any separate written document(s) adopted by the Employer 
to provide Qualified Benefits to its Employees that are listed in an appendix to this Plan.  The 
term “Benefit Plan” includes the benefit descriptions, types, amounts, options and coverage lev-
els under such plan, and such other terms and conditions as are set forth in and are applicable to 
such plan, as evidenced by the Benefit Plan documents and contracts, as amended from time to 
time.

1.3 “Child” of an Employee means, effective January 1, 2009, the Employee’s unmar-
ried natural child, legally-adopted child, or stepchild who provides less than half of his or her 
own support, and who is described in (a), (b) or (c).  The term “legally-adopted child” includes a 
child who has not attained age eighteen (18) at the time of placement for adoption and for whom 
an Employee has assumed and currently retains a legal obligation for total or partial support of 
the child in anticipation of adoption of the child.

(a) Under the age of nineteen (19);

(b) Under the age of twenty-five (25) and, during at least 5 months during the year, 
either is (i) a full-time student at an education organization which normally maintains a regular 
faculty and curriculum and normally has a regularly enrolled body of pupils or students in atten-
dance at the place where its educational activities are regularly carried on (within the meaning of 
Code Section 170(b)(1)(A)(ii)), or (ii) pursuing a full-time course of institutional on-farm train-
ing under the supervision of an accredited agent of an institution described in clause (i) or of a 
state or political subdivision of a state.

(c) Age nineteen (19) or older and incapable of self-sustaining employment because 
of a mental or physical incapacity that caused the Child to become incapacitated prior to reach-
ing age nineteen (19) and while covered under the Plan, provided the incapacity can be expected 
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to result in death or has lasted or can be expected to last for a continuous period of not less than 
12 months.

The Employee shall submit to the Plan Administrator written certification by a qualified 
physician with respect to the Child’s incapacity initially within thirty-one (31) days of the date 
on which the Child attained age nineteen (19), and thereafter, at such reasonable intervals as may 
be requested by the Plan Administrator.  In addition, the Plan Administrator may require that the 
Child be examined by a qualified physician selected by the Plan Administrator.  A Child de-
scribed in this subsection (c) shall cease to be treated as a Child as of (i) the date the individual 
ceases to be incapacitated, (ii) the date the Employee fails to submit proof of incapacity, or 
(iii) the date the Employee refuses to permit an examination of the Child by a qualified physician 
selected by the Plan Administrator.

1.4 “COBRA” means the health care continuation coverage provisions of the Con-
solidated Omnibus Budget Reconciliation Act of 1985 and Section 4980B of the Code, and the 
regulations and other official guidance issued thereunder, as amended from time to time.

1.5 “Code” means the Internal Revenue Code of 1986, and the regulations and other 
official guidance issued thereunder, as amended from time to time.

1.6 “Contract Administrator” means the person or persons appointed by the Plan Ad-
ministrator to perform any of the Plan Administrator’s administrative functions, powers, and du-
ties under the Plan.  In the event that no Contract Administrator is appointed, the Plan Adminis-
trator shall be the Contract Administrator.

1.7 “Dependent” of a Participant means (a) the Participant’s Spouse, (b) the Partici-
pant’s Child, and (c) any other individual who is a “dependent” of the Participant within the 
meaning of Code Section 152 (or, as required by the context, within the meaning of the Code 
section describing a particular Qualified Benefit).

1.8 “Domestic Partner” means an individual with whom the Employee has united in a 
serious, committed relationship that meets the following criteria:

(a) the Employee and the Domestic Partner are each other’s sole Domestic Partner 
and intend to remain so for each of their lifetimes;

(b) neither party is married;

(c) each party is at least eighteen (18) years of age and is mentally competent to con-
sent to contract;

(d) the Employee and the Domestic Partner are not related by blood to a degree of 
closeness that would prohibit legal marriage in the State of Maine;

(e) the Employee and the Domestic Partner are jointly responsible for each other’s 
common welfare, share financial obligations, and share their primary residence;
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(f) the Employee and the Domestic Partner have filed a Certification of Domestic 
Partnership with the Employer; and

(g) the Domestic Partnership has been in existence for at least twelve (12) months 
prior to the effective date of the Certification submitted to the Employer.

1.9 “Eligibility Date” means the first day on which an Employee is eligible to partici-
pate in the Plan in accordance with Section 2.1.

1.10 “Eligible Employee” means an Employee who is regularly scheduled to work 
twenty (20) or more hours per week.

1.11 “Employee” means any individual who is employed by the Employer.  The de-
termination of an individual’s employment status for all purposes under the Plan shall be made 
by the Employer in accordance with its standard classification and employment practices, which 
shall be nondiscriminatorily applied and communicated to its Employees, and without regard to 
the classification or reclassification of the individual by any other party.

1.12 “Employer” means Bowdoin College.

1.13 “ERISA” means the Employee Retirement Income Security Act of 1974, and any 
regulations and other official guidance issued thereunder, as amended from time to time, to the 
extent that ERISA affects this Plan. 

1.14 “Family or Medical Leave” means a protected leave of absence under the Family 
and Medical Leave Act of 1993, as amended from time to time.

1.15 “Group Health Plan” means a Benefit Plan that is a group health plan within the 
meaning of Code Section 5000(b)(1) and any regulations issued thereunder, as amended from 
time to time, that is made available under this Plan, and includes any coverage option (including 
any no-coverage option) and/or coverage level under such a Group Health Plan, except as spe-
cifically provided in this Plan.

1.16 “Open Enrollment Period” means the period designated by the Plan Administrator 
preceding each Plan Year during which any Eligible Employee or Participant may make a Bene-
fit Election for the Plan Year.

1.17 “Participant” means an Eligible Employee who participates in the Plan, including 
an Employee who is deemed to make a default coverage election, as provided in Section 4.4(b).  
All Participants in the Plan shall be Employees.

1.18 “Plan” means the Bowdoin College Flexible Benefits Plan, as amended and re-
stated effective January 1, 2009, except as otherwise specifically provided.

1.19 “Plan Administrator” means the person or persons appointed in accordance with 
Section 12.1.
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1.20 “Plan Year” means the twelve (12) consecutive month period beginning January 1 
and ending December 31.

1.21 “Qualified Benefit” means any “qualified benefit” as defined in Section 125(f) of 
the Code that is provided under a Benefit Plan and made available under this Plan.  Where ap-
propriate, the term “Qualified Benefit” also means any coverage option (including any no-
coverage option) and/or coverage level under a Benefit Plan.

1.22 “Reimbursement Account” means a Participant’s account under the Bowdoin Col-
lege Health Care Reimbursement Plan and/or the Bowdoin College Dependent Care Reimburse-
ment Plan.

1.23 “Spouse” means the individual to whom an Employee (or a Qualified Beneficiary 
for purposes of Section 7.3) is legally married under the laws of the State of Maine, provided 
such individual is not legally separated from the Employee (or Qualified Beneficiary).

1.24 “Status Change” means a permitted change to a Benefit Election during a Plan 
Year, as described in Article V.

1.25 “Unearned Compensation” means the base salary or wages, excluding overtime 
pay, bonuses, and other irregular payments, that a Participant expects to earn for the performance 
of services for the Employer during the Plan Year, but which he or she has not yet earned, de-
termined without regard to any election to reduce his or her compensation on a before-tax basis 
under this Plan or to purchase a tax-sheltered annuity or custodial account under Code Section 
403(b).

ARTICLE II Eligibility and Participation

2.1 Eligibility Date. An Eligible Employee may commence participation in the Plan 
as of his or her first date of eligible employment.  If an Employee is not eligible to participate in 
the Plan as of his or her date of hire, then he or she may commence participation as of the later
date that he or she is first regularly scheduled to work twenty (20) or more hours per week.

2.2 Participation Requirement. An Eligible Employee shall participate in the Plan 
by making the election described in Section 4.1.

2.3 Cessation of Participation. A Participant’s participation in the Plan shall cease 
as of the earliest of:

(a) the date he or she ceases to be an Eligible Employee;

(b) the date he or she ceases to make any required contributions to the Plan (as the re-
sult of a Benefit Election change or otherwise); or

(c) the date the Plan terminates.
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Participation with respect to a Reimbursement Account shall cease on the last day of  the 
Plan Year if the Participant fails to make a timely, proper Benefit Election with respect to the 
Reimbursement Account during the Open Enrollment Period for the next succeeding Plan Year.

In the event that a Participant’s participation in the Plan ceases, the Participant may be 
eligible to elect continuation of coverage of certain Qualified Benefits in accordance with the 
provisions of Article VI or the terms of the Benefit Plans providing the Qualified Benefits.

2.4 Reinstatement of Former Participant. A former Participant who once again 
becomes an Eligible Employee may resume participation in the Plan in accordance with this Ar-
ticle, subject to the following:

(a) If the former Participant terminated and subsequently returns to eligible employ-
ment within a 30-day period during the same Plan Year, he or she shall automatically recom-
mence participation for such Plan Year, and the same Benefit Election as was in effect at the 
time he or she previously ceased to be a Participant shall be reinstated; provided, however, the
Benefit Election may be changed as permitted under Article V for any reason other than his or 
her employment status change under Section 5.2(a)(iii).

(b) If the former Participant ceased participation because he or she revoked his or her 
Benefit Election or otherwise failed to contribute the amounts necessary to purchase or receive 
Qualified Benefits pursuant to the Benefit Election (and is not described in subsection (a) above), 
such former Participant may recommence participation during the Plan Year in which he or she 
ceased to be a Participant only if and to the extent permitted under Article V, and then only if he 
or she is otherwise eligible to become a Participant and make a Benefit Election at such time.

(c) Notwithstanding the foregoing provisions of this Section to the contrary, if a for-
mer Participant ceased participation in a Group Health Plan on account of or during a Family or 
Medical Leave, then he or she may resume participation in this Plan for the purpose of such 
Group Health Plan coverage immediately upon his or her return to employment as an Eligible 
Employee.  The same Benefit Election as was in effect at the time he or she commenced such 
Family or Medical Leave shall be reinstated with respect to such Group Health Plan consistent 
with Section 7.2, except to the extent a Benefit Election change is permitted under Article V. 

2.5 Relation to Other Benefit Plans.  

(a) Participation (or termination of participation) in this Plan shall not affect an indi-
vidual’s eligibility to participate in any Benefit Plan maintained by the Employer, unless other-
wise provided by the provisions of such Plan.  An individual’s participation in a Benefit Plan 
shall be governed solely by the terms of the applicable Benefit Plan.

(b) Participation (or termination of participation) in this Plan shall not affect an indi-
vidual’s entitlement to benefits under any Benefit Plan maintained by the Employer in which 
such individual participates.  An individual’s entitlement to benefits shall be governed solely by 
the terms of the applicable Benefit Plan.

(c) A Participant’s continuation of coverage of any Qualified Benefit shall be pro-
vided and governed solely by the provisions of the Benefit Plan providing the Qualified Benefit.
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ARTICLE III Coverage of Dependents and Domestic Partners

3.1 Coverage under Certain Benefit Plans. Each Participant may elect to purchase 
or to receive Qualified Benefits with respect to his or her Dependent provided the Dependent sat-
isfies the requirements for coverage under the terms of the Benefit Plan providing the Qualified 
Benefit.  Any such election shall be made as part of the Participant’s initial or subsequent Benefit 
Election, and coverage shall begin on the date that coverage begins for the Participant with re-
spect to an initial election or the first day of the Plan Year with respect to a subsequent election, 
except where a new Benefit Election is permitted under Article V.

3.2 Coverage of Domestic Partners and their Children.  A Domestic Partner of a 
Participant shall not be covered under this Plan, and the Participant may not seek reimbursement 
under this Plan for any expenses incurred by the Domestic Partner, unless the Domestic Partner 
is the Participant’s Dependent.  Similarly, the child of a Participant’s Domestic Partner shall not 
be covered under this Plan, and the Participant may not seek reimbursement under this Plan for 
any expenses incurred by such child, unless the child is the Participant’s Dependent.  The cover-
age or lack of coverage of a Domestic Partner or a Domestic Partner’s child under this Plan shall 
not affect such Domestic Partner’s or child’s entitlement to coverage or benefits under any Bene-
fit Plan.  Instead, such Domestic Partner’s or child’s entitlement to coverage and benefits shall be 
governed solely by the terms of the applicable Benefit Plan.

3.3 Dual Coverage of a Participant and Spouse. If the Participant and his or her 
Spouse are both Eligible Employees, then only one of them may elect to purchase or receive 
Qualified Benefits with respect to their joint Dependents.

3.4 Cessation of Coverage. A Participant shall continue to receive Qualified Bene-
fits under a Benefit Plan with respect to a covered Dependent until the earlier of the following 
dates:

(a) the date on which the individual ceases to be a Dependent under the Plan; or

(b) the date on which the Participant ceases to be a Participant under the Plan, as a re-
sult of Plan termination or otherwise.

ARTICLE IV Benefit Elections

4.1 General.  An Eligible Employee may participate in the Plan by directing his or 
her Employer to use part of his or her Unearned Compensation to provide Qualified Benefits
(through the purchase of insurance or otherwise).  In making a Benefit Election, an Eligible Em-
ployee may elect any Qualified Benefits made available under the Plan, subject to the terms and 
conditions of each Qualified Benefit as set forth in the applicable Benefit Plan.  Benefit Elections 
shall be made by such written, telephonic, or electronic means as the Plan Administrator shall 
prescribe.  Benefit Elections shall be made with respect to Unearned Compensation only once for 
any Plan Year and shall be irrevocable during such Plan Year, except where and to the extent a 
Benefit Election change is permitted under Article V.  For purposes of this Plan, a Benefit Elec-
tion shall be filed with the Plan Administrator on the date that it is actually received by the Plan 
Administrator during regular business hours.
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4.2 Initial Benefit Election.

(a) An Eligible Employee’s initial Benefit Election shall be effective as of his or her 
Eligibility Date provided the Benefit Election is filed with the Plan Administrator on or before 
the Eligibility Date.

(b) If an Eligible Employee’s Benefit Election is not filed with the Plan Administrator 
on or before the Eligibility Date, then the Eligible Employee may file a Benefit Election within 
thirty (30) days of his or her Eligibility Date. If the Benefit Election is filed with the Plan Ad-
ministrator on the first day of a month, then the Benefit Election shall become effective on the 
day filed. If the Benefit Election is filed with the Plan Administrator after the first day of the 
month, then the Benefit Election shall become effective on the first day of the next succeeding 
month.  If a Benefit Election is not filed with the Plan Administrator within the 30-day period 
described above, then the Eligible Employee shall be deemed to have elected the default cover-
ages described in Section 4.4(a).  He or she shall not be eligible to make a different Benefit Elec-
tion for the applicable Plan Year, except where and to the extent a Benefit Election change is 
permitted under Article V.

4.3 Subsequent Benefit Elections. For any Plan Year other than his or her initial pe-
riod of coverage, a Participant shall file a Benefit Election with the Plan Administrator during the 
Open Enrollment Period prior to the beginning of each Plan Year.  Such Benefit Election shall be 
effective as of the first day of such Plan Year provided the Benefit Election is filed with the Plan 
Administrator on or before the date prescribed by the Plan Administrator as the last day of the 
Open Enrollment Period, provided, however, that in no event shall the Benefit Election be filed 
later than the December 31 preceding such Plan Year.  A Participant who fails to file his or her 
Benefit Election for a Plan Year shall be deemed to have elected default coverages in accordance 
with Section 4.4(b), and shall not be eligible to file a different Benefit Election for the applicable 
Plan Year, except where and to the extent a Benefit Election change is permitted under Article V.

4.4 Default Coverages. An Eligible Employee or Participant who fails to file an ef-
fective Benefit Election for a Plan Year shall be deemed to have filed an election for the default 
coverage Qualified Benefits described in this Section for such Plan Year.

(a) An Eligible Employee who fails to file an effective Benefit Election for his or her 
initial period of coverage shall be deemed to have elected no coverage under any Benefit Plans 
for such period of coverage.

(b) A Participant who fails to file an effective Benefit Election for any Plan Year sub-
sequent to his or her initial period of coverage shall be deemed to have elected the same or most 
similar coverage levels as he or she elected (or was deemed to elect) for the immediately preced-
ing Plan Year under the Bowdoin College Health Plan, the Bowdoin College Dental Plan, the
Bowdoin College Short-Term Disability Plan, and the Bowdoin College Supplemental Group-
Term Life Insurance Plan, and no coverage under the Reimbursement Accounts or any other 
Benefit Plan.
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ARTICLE V Benefit Election Changes

A Participant may revoke a Benefit Election during a Plan Year and make a new election 
for the remaining portion of the year only in accordance with this Article.

5.1 Special Enrollment. A Participant may change his or her Benefit Election to 
elect coverage under an Employer Group Health Plan during a Plan Year upon the occurrence of 
an event described in this Section 5.1 (“Special Enrollment event”) if the Participant and/or his 
or her Spouse or Child, as the case may be, is otherwise eligible to enroll in the Group Health 
Plan.

(a) The Participant and/or his or her Spouse or Child lose coverage under another 
Group Health Plan during such year (the “Other Coverage”) and −

(i) the Participant elected no coverage under the Employer Group Health Plan 
for himself or herself or for his or her Spouse or Child, in his or her most recent Benefit 
Election on account of the Other Coverage and, if required by the Plan Administrator at 
the time of the Benefit Election, stated in writing that the Other Coverage was the reason 
for the no-coverage election; and

(ii) the Other Coverage is lost for one the following reasons: (1) the Other 
Coverage is health care continuation coverage under COBRA, and the COBRA coverage 
has ceased for any reason other than the Participant’s (or Spouse’s or Child’s) failure to 
pay premiums on a timely basis or termination of coverage for cause; or (2) the Other 
Coverage was not health care continuation coverage under COBRA and either the Par-
ticipant or his or her Spouse or Child, as the case may be, has ceased to be eligible for the 
Other Coverage or contributions by any current or former employer toward the Other 
Coverage have terminated.

The Participant may elect coverage for himself or herself, if the Participant has lost Other 
Coverage, and may elect coverage for a Spouse or Child if such individual has lost Other Cover-
age. The Special Enrollment election shall be effective as of the first day of the calendar month 
coinciding with or next following the date that the completed election form is received by the 
Plan Administrator, provided the form is received within 31 days of the Special Enrollment 
event.

Notwithstanding the foregoing, if the Other Coverage is coverage under a Medicaid plan 
under title XIX of the Social Security Act or under a State child health plan under title XXI of 
such Act (“Medicaid/CHIP Coverage”), then subsection (c) below shall apply in lieu of this sub-
section (a).

(b) An individual becomes the Spouse or Child of the Participant during such year. 
The Participant may elect coverage for (i) himself or herself; (ii) his or her Spouse, if either the 
Participant acquires the Spouse during the year or the Participant and his or her Spouse acquire a 
Child during the year; and/or (iii) his or her Child, if the Participant acquires the Child during the 
year.  If the Special Enrollment event is the marriage of the Participant, then the Special Enroll-
ment election to add the Spouse (and Participant if he or she so elects) shall be effective as the 
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first day of the month coinciding with or next following the date the completed election form is 
received by the Plan Administrator, provided the form is received within 31 days of the Special 
Enrollment event.  If the Special Enrollment event is a birth, adoption, or placement for adop-
tion, then the Special Enrollment election shall be effective as of the date of such birth, adoption, 
or placement for adoption, as the case may be, provided the Plan Administer receives the com-
pleted Special Enrollment election form within 31 days of the Special Enrollment event.

(c) The Participant and/or his or her Spouse or Child loses Medicaid/CHIP Coverage 
during such year, and the Medicaid/SCHIP coverage is terminated as a result of loss of eligibility 
for such coverage. The Participant may elect coverage for himself or herself, if the Participant 
has lost Medicaid/SCHIP Coverage, and may elect coverage for a Spouse or Child if such indi-
vidual has lost Medicaid/SCHIP Coverage.  The Special Enrollment election shall be effective as 
of the first day of the calendar month coinciding with or next following the date that the com-
pleted election form is received by the Plan Administrator, provided the form is received not 
later than 60 days after the Special Enrollment event.

(d) The Participant and/or his or her Spouse or Child becomes eligible for assistance, 
with respect to coverage under the Employer Group Health Plan, under a plan providing Medi-
caid/SCHIP Coverage (including under any waiver or demonstration project conducted under or 
in relation to such a plan). The Participant may elect coverage for himself or herself, if the Par-
ticipant is eligible for assistance, and may elect coverage for a Spouse or Child if such individual 
is eligible for assistance.  The Special Enrollment election shall be effective as of the first day of 
the calendar month coinciding with or next following the date that the completed election form is 
received by the Plan Administrator, provided the form is received not later than 60 days after the 
Special Enrollment event.

For purposes of this Section 5.1, the term “Group Health Plan” shall not include the 
Bowdoin College Health Care Reimbursement Plan or any other plan providing excepted bene-
fits under Code Sections 9831 and 9832(c). Subsections (c) and (d) are effective April 1, 2009.

5.2 Status Change.  A Participant may make a Benefit Election change during a Plan 
Year upon the occurrence of an event described in this Section 5.2 (“Status Change”), if the 
event affects eligibility for coverage under this Plan, a Benefit Plan, or a qualified benefits plan 
(within the meaning of Treasury Regulation Section 1.125-4(i)(8) of the employer of the Partici-
pant’s Spouse or Child (“Family Member Plan”)) and if the Benefit Election change is consistent 
with the Status Change.

(a) A Status Change is one of the following events:

(i) an event that changes the Participant’s legal marital status, including mar-
riage, legal separation, annulment, divorce, or the death of his or her Spouse;

(ii) an event that changes the number of the Participant’s Children, including 
the birth, legal adoption, or placement in anticipation of adoption (within the meaning of 
Section 9832(d)(5) of the Code), or death of a Child;

(iii) any of the following events that change the employment status of the Par-
ticipant or his or her Spouse or Child:  a termination or commencement of employment, a 
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strike or lockout, a commencement of or return from an unpaid leave of absence, a 
change in worksite, or any other change in employment status that results in the individ-
ual becoming or ceasing to be eligible for coverage under this Plan, a Benefit Plan, or a 
Family Member Plan due to eligibility requirements based on employment status;

(iv) an event that causes the Participant’s Child to satisfy or cease to satisfy the 
requirements for coverage under a Benefit Plan due to the Child’s age, student status, or 
similar circumstance as provided in the separate Benefit Plan providing coverage;

(v) a change in the place of residence of the Participant or his or her Spouse or 
Child; and

(vi) any other event that the Plan Administrator determines will permit a 
change of an election during a Plan Year, consistent with regulations and other guidance 
issued by the Internal Revenue Service pursuant to Code Section 125.

(b) A Benefit Election change is consistent with a Status Change if it is made on ac-
count of and corresponds with the Status Change that affects eligibility for coverage under a 
plan, including:  (A) in the case of accident or health coverage and group-term life insurance, a 
Status Change that results in an increase or decrease in the number of an Employee’s Spouse and 
Children who may benefit from coverage under the plan, and (B) in the case of other qualified 
benefits plans, if any, a Status Change that affects expenses described in Code Section 129.

(c) If the Status Change is or results in the Participant’s Spouse or Child ceasing to be 
eligible for coverage under this Plan or a Benefit Plan, the Participant’s Benefit Election change 
may not cancel coverage for an individual who remains eligible for coverage.

(d) If a marital or employment Status Change results in the Participant, or his or her 
Spouse or Child becoming eligible for coverage under a Family Member Plan, the Participant’s 
Benefit Election change may not cancel or decrease coverage for an individual unless coverage 
for that individual becomes applicable or is increased under the Family Member Plan.

(e) A Benefit Election change to increase coverage or to decrease coverage in re-
sponse to a Status Change is not permitted with respect to the Bowdoin College Short-Term Dis-
ability Plan or the Bowdoin College Supplemental Group-Term Life Insurance Plan.  Benefit 
Election changes with respect to these Plans are permitted only during the Open Enrollment Pe-
riod.

5.3 Orders.  In the case of a judgment, decree, or order (“order”) resulting from a di-
vorce, legal separation, annulment, or change in legal custody (including a Qualified Medical 
Child Support Order within the meaning of Section 609 of ERISA) that requires accident or 
health coverage for a Participant’s Child or for a foster child who is the Participant’s Dependent, 
the Plan Administrator may change the Participant’s Benefit Election during a Plan Year to pro-
vide coverage for the Dependent if the order requires coverage under a Group Health Plan, and 
the Participant may make a Benefit Election change during a Plan Year to cancel coverage for 
the Dependent if the order requires the Participant’s Spouse, former Spouse or another individual 
to provide coverage and that coverage is, in fact, provided.



11

5.4 Entitlement to Medicare or Medicaid.  A Participant may make a prospective 
Benefit Election change during a Plan Year with respect to a Group Health Plan:

(a) if the Participant or his or her Spouse or Child who is covered under the Group 
Health Plan becomes enrolled for coverage under Part A or Part B of Medicare or under Medi-
caid (other than coverage relating solely to pediatric vaccines); provided the Benefit Election 
change shall be limited to canceling coverage under the Group Health Plan for the individual 
who becomes enrolled for Medicare or Medicaid coverage; and

(b) if the Participant, Spouse or Child who has been enrolled for such coverage under 
Medicare or Medicaid loses eligibility for such coverage; provided the Benefit Election change 
shall be limited to commencing or increasing coverage for that individual under the applicable 
Group Health Plan.

5.5 Significant Cost or Coverage Changes.  A Participant may make a Benefit Elec-
tion change during a Plan Year (except with respect to a health care reimbursement plan) as a 
result of changes in cost or coverage as provided below:

(a) Cost Changes.

(i) If the cost of a Benefit Plan increases or decreases during a Plan Year and, 
under the terms of such plan, Participants are required to make a corresponding change in 
their contributions, the Plan Administrator may, on a reasonable and consistent basis, 
automatically make a prospective increase or decrease in the affected Participants’ con-
tributions for such plan.

(ii) If the cost charged to a Participant for a Qualified Benefit or a coverage 
option under a Group Health Plan (collectively, “benefit package option”) significantly 
increases or significantly decreases during a Plan Year, the Participant may make a corre-
sponding Benefit Election change.  Changes that may be made include commencing par-
ticipation in the Plan for the option with a decrease in cost, or, in the case of an increase 
in cost, making a Benefit Election change either to receive on a prospective basis cover-
age under another benefit package option providing similar coverage or dropping cover-
age if no other option providing similar coverage is available.

For purposes of this paragraph (a), a cost increase or decrease refers to an increase or de-
crease in the amount of elective contributions under the Plan, whether that increase or decrease 
results from an action taken by the Participant or by the Employer, or in the case a dependent 
care reimbursement plan, an action taken by the dependent care provider.  This paragraph (a) ap-
plies in the case of a dependent care reimbursement plan only if the cost change is imposed by a 
dependent care provider who is not a relative of the Eligible Employee (as described in Code 
Section 152(a)(1) through (8), incorporating the rules of Code Section 152(b)(1) and (2).

(b) Coverage Changes.

(i) If a Participant (or his or her Spouse or Child) has a significant curtailment 
of coverage under a plan during a Plan Year that is not a loss of coverage as described in 
subparagraph (ii) below, the Participant may make a Benefit Election change to revoke 
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his or her election for that coverage and, in lieu thereof, to receive on a prospective basis 
coverage under another benefit package option providing similar coverage.  For this pur-
pose, coverage under a plan is significantly curtailed only if there is an overall reduction 
in coverage provided under the plan so as to constitute reduced coverage generally.

(ii) If a Participant (or his or her Spouse or Child) has a significant curtailment 
that is a loss of coverage, the Participant may make a Benefit Election change to revoke 
his or her election and, in lieu thereof, either to receive on a prospective basis coverage 
under another benefit package option providing similar coverage or to drop coverage if 
no similar option is available. For this purpose, a loss of coverage means a complete loss 
of coverage under the benefit package option or other coverage option, a substantial de-
crease in the medical care providers available under the option, a reduction in the benefits 
for a specific type of medical condition or treatment with respect to which the Participant 
or his or her Spouse or Child is currently in a course of treatment, or any other similar 
fundamental loss of coverage.

(iii) If a Benefit Plan adds a new benefit package option or other coverage op-
tion, or if coverage under an existing benefit package option or other coverage option is 
significantly improved during a Plan Year, an Eligible Employee (whether or not he or 
she has previously made a benefit election under the Plan or has previously elected the 
benefit package option) may make a Benefit Election change to revoke his or her Benefit 
Election under the Plan and, in lieu thereof, elect on a prospective basis coverage under 
the new or improved option.

(iv) A Participant may make a prospective Benefit Election change that is on 
account of and corresponds with a change made under another employer plan (including 
a plan of the same employer or of another employer) if (A) the other cafeteria plan or 
qualified benefits plan permits participants to make an election change that would be 
permitted under Sections 5.1 through 5.6 of this Article V (disregarding this subsection 
5.5(b)(iv)), or (B) the Plan Year under this Plan is different from the period of coverage 
under the other cafeteria plan or qualified benefits plan.

(v) An Eligible Employee may make a Benefit Election change on a prospec-
tive basis to add coverage under the Plan for himself or herself, his or her Spouse or his 
or her Child, if the Employee, Spouse, or Child loses coverage under any group health 
coverage sponsored by a governmental or educational institution, including the follow-
ing:

(A) A State’s children’s health insurance program (CHIP) under Title 
XXI of the Social Security Act;

(B) A medical care program of an Indian Tribal government (as de-
fined in Section 7701(a)(40) of the Code), the Indian Health Service, or a tribal 
organization;

(C) A State health benefits risk pool; or

(D) A foreign government group health plan.
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5.6 Family or Medical Leave.  A Participant taking a Family or Medical Leave may 
make a Benefit Election change during a Plan Year to revoke his or her existing election of a 
group health Qualified Benefit for the remaining period of coverage, and a Participant who re-
turns to employment as an Eligible Employee following his or her Family or Medical Leave may 
make a Benefit Election change during a Plan Year to reinstate group health Qualified Benefits 
on the same terms as were in effect for the Participant immediately prior to the Family or Medi-
cal Leave, except where a further Benefit Election change is permitted under other provisions of 
this Article V.

(a) If an Eligible Employee elects to reinstate his or her coverage under the Bowdoin
College Health Care Reimbursement Plan, then his or her coverage under such Plan shall be pro-
rated in accordance with applicable law for the period in which no contributions were made.  In 
no event shall a Participant receive reimbursement for claims incurred under a Group Health 
Plan while he or she was not covered under such Group Health Plan.

(b) If a Participant elects to continue one or more group health Qualified Benefits 
during a Family or Medical Leave and the Family or Medical Leave is unpaid leave, the Partici-
pant may make a Benefit Election change -

(i) to pay (on a pre-tax basis), prior to commencement of the Family or Medi-
cal Leave, the amounts due under the Plan for such benefits with respect to the period of 
Family or Medical Leave;

(ii) to pay (on an after-tax basis), during the Family or Medical Leave, the 
amounts due under the Plan for such benefits at the same time as payments would be due 
if the Participant were not on Family or Medical Leave, or at such other times as may be 
voluntarily agreed to by the Participant and the Employer, if the alternative payment 
schedule is consistent with applicable law; or

Notwithstanding the foregoing to the contrary:

(iii) If a Participant fails to make required payments for group health Qualified 
Benefits while on Family or Medical Leave, upon his or her return from leave the Em-
ployer may require the Participant to reimburse the Employer on an after-tax basis the 
amount paid by the Employer on behalf of the Participant to continue benefits for the pe-
riod of Family or Medical Leave.

(iv) The Employer may voluntarily waive, on a uniform and nondiscriminatory 
basis, the requirement that a Participant who elects to continue group health Qualified 
Benefits during a Family or Medical Leave pay the amounts that the Participant would 
otherwise be required to pay for such benefits with respect to the period of Family or 
Medical Leave.

(v) A Participant who revokes his or her benefit election with respect to the 
Bowdoin College Health Care Reimbursement Plan, if any, shall not be required to rein-
state his or her election of such Qualified Benefit upon making a Benefit Election change 
to reinstate other group health Qualified Benefits upon returning from Family or Medical 
Leave.
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5.7 Revocation and New Election.  A revocation of a Benefit Election (and a new 
Benefit Election) shall be made by such written, telephonic, or electronic means as shall be pre-
scribed by the Plan Administrator and must be received by the Plan Administrator within thirty-
one (31) days after the date of the event described in Sections 5.1 through 5.6 to which it relates
(sixty (60) days for an event described in Section 5.1(c) and (d)), and if not so made and received 
shall be void.  In such event, the revocation and new Benefit Election shall be effective as of the 
first day of the month coinciding with or next following the date that the Benefit Election is re-
ceived by the Plan Administrator, except as provided in Section 5.1 and Code Section 
9801(f)(2)(B).

5.8 Adjustments and Restrictions. The Plan Administrator may adjust or restrict a 
Benefit Election if the Plan Administrator determines that such adjustment or restriction is nec-
essary to satisfy: (a) the nondiscrimination requirements of Section 125 of the Code; (b) any 
other nondiscrimination requirement of the Code applicable to this Plan or any Benefit Plan; or 
(c) any other requirement of the Code, any ruling or regulation thereunder, or any other law af-
fecting the nontaxable status of benefits provided as a result of participation in the Plan.  Such 
adjustments or restrictions shall be made on a uniform and nondiscriminatory basis.

ARTICLE VI Qualified Benefits

6.1 Qualified Benefits. The Qualified Benefits that Eligible Employees may elect 
under the Plan are listed in the Appendix to the Plan and described in the separate Benefit Plans, 
as amended from time to time.  The Plan Administrator shall give written notice to each such 
Employee of the Qualified Benefits that he or she may elect and the amount of Employer contri-
butions (withheld Unearned Compensation) required to purchase each such Qualified Benefit.  
The period during which all Qualified Benefits shall be available (period of coverage) is the Plan 
Year.

6.2 Employer Contributions. The maximum amount of Employer contributions on 
behalf of a Participant for any Plan Year shall not exceed Twenty Thousand Dollars 
($20,000.00).  Employer contributions shall mean Unearned Compensation withheld in accor-
dance with Section 6.3 that has not been actually or constructively received by a Participant.

6.3 Withholding Unearned Compensation. By returning a Benefit Election form to 
the Plan Administrator, an Eligible Employee shall be deemed to have authorized the Employer 
to withhold each pay period from his or her Unearned Compensation the amounts necessary to 
provide the benefits or pay the insurance premiums which he or she has elected.  The Employer 
shall promptly apply all amounts withheld to provide the Qualified Benefits. 

6.4 Unused Contributions or Benefits.  Except as otherwise provided herein, if at 
the end of any Plan Year it is determined that the amount of Employer contributions (withheld 
Unearned Compensation) on behalf of a Participant exceeds the amount of his or her approved 
benefit claims with respect to a Qualified Benefit elected by such Participant for such Plan Year, 
then the excess shall be forfeited by the Participant and applied by the Employer to defray ad-
ministrative expenses.  A Participant’s unused Employer contributions or benefits may not be 
carried over to provide benefits to such Participant in a subsequent Plan Year.
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6.5 Receipt of Benefits. All claims for benefits shall be subject to and governed by 
the terms and conditions of the particular Benefit Plan through which the benefit is provided.  To 
the extent that a benefit is provided through the purchase of insurance, the Employer shall have 
no independent obligation to provide benefits in excess of those provided by the insurer. 

ARTICLE VII Continuation of Participation or Coverage

7.1 Approved Leave of Absence. If a Participant is absent from work for an ap-
proved leave of absence, then his or her Qualified Benefits may be continued in accordance with 
the terms of the Benefit Plans providing such Qualified Benefits and the Employer’s leave of ab-
sence policies and procedures, all of which shall be administered in accordance with applicable 
law. If the Participant’s approved leave of absence constitutes a Family or Medical Leave, then 
his or her or Qualified Benefits under the Group Health Plan(s) shall be continued in accordance 
with Section 7.2.

7.2 Continuation of Coverage During Family or Medical Leave. 

(a) Eligibility. A Participant whose coverage under his or her elected Group Health 
Plan(s) would otherwise cease at the time he or she commences a Family or Medical Leave shall 
be permitted to maintain participation in the Plan and coverage under such Group Health Plan(s) 
in accordance with the policies and procedures established by the Participant’s Employer, which 
shall be consistent with the Family and Medical Leave Act of 1993, and regulations issued there-
under, and other applicable law as the same may be amended from time to time.

(b) Payment. If a Participant’s Family or Medical Leave constitutes paid leave, then 
his or her contributions to the Group Health Plan(s) shall be deducted from his or her wages in 
the same manner as they were before the Family or Medical Leave commenced.  If the Partici-
pant’s Family or Medical Leave constitutes unpaid leave, then he or she may elect (i) to have his 
or her contributions to the Group Health Plan(s) deducted from his or her wages prior to com-
mencing Family or Medical Leave or (ii) to contribute to the Group Health Plan(s) on an after-
tax basis in the same manner as he or she contributed to such Group Health Plan(s) before his or 
her Family or Medical Leave commenced.

(c) Revocation of Coverage and Reinstatement Following Leave.  A Participant who 
commences a Family or Medical Leave may revoke his or her election for coverage under the 
Group Health Plan(s) for the remainder of the coverage period.  If the Participant returns to em-
ployment as an Eligible Employee following his or her Family or Medical Leave, then he or she 
may elect to reinstate his or her coverage under the Group Health Plan(s).

Notwithstanding any other provision of this Plan or the Bowdoin College Health Care 
Reimbursement Plan to the contrary, effective January 1, 2002, if a Participant revokes his or her 
benefit election under this Plan upon commencement of a Family or Medical Leave, returns to 
employment as an Eligible Employee following his or her Family or Medical Leave, and elects 
to reinstate his or her coverage for the remainder of the Plan Year under the Health Care Reim-
bursement Plan, then his or her coverage under such Plan shall be equal to either:
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(i) his or her benefit election for such year (reduced by prior reimburse-
ments), provided he or she contributes the amounts due for the period during the Family 
or Medical Leave for which no contributions were made; or 

(ii) his or her benefit election for such year, prorated for the period during the 
Family or Medical Leave for which no contributions were made, and reduced by prior re-
imbursements.

In no event shall a Participant receive reimbursement for claims incurred under a Group 
Health Plan while he or she was not covered under such Group Health Plan.

7.3 COBRA Continuation Coverage.

(a) Eligibility.  A Participant and his or her Spouse or Child shall have the right to 
purchase COBRA Continuation Coverage provided such individual was a covered person under 
a Group Health Plan on the date immediately preceding the date of a Qualifying Event.

(b) Definitions.  For purposes of this Section, the following terms have the following 
meanings:

(i) “COBRA Continuation Coverage” or “Continuation Coverage” means ex-
tended health care coverage offered under a Group Health Plan in accordance with this 
Section 7.3.  COBRA Continuation Coverage is the same coverage that the Plan gives to 
other Participants and Beneficiaries under the Plan who are not receiving COBRA Con-
tinuation Coverage.

(ii) “Qualified Beneficiary” means an individual who is a Participant or the 
Participant’s Spouse or Child who is covered under the Plan on the day before the occur-
rence of a Qualifying Event with respect to such individual.  The term “Qualified Benefi-
ciary” shall also mean a Child who is born to or placed for adoption with an Eligible Em-
ployee or former Eligible Employee during the period of COBRA Continuation Coverage 
under this Section 7.3.

(iii) “Qualifying Event” means any of the following, the occurrence of which 
would result in loss of coverage under a Group Health Plan were it not for the right to 
purchase COBRA Continuation Coverage:

(A) for Participants, termination of employment for any reason other 
than gross misconduct, or loss of eligibility due to reduction in hours worked by 
the Participant;

(B) for a Spouse or Child: (1) death of the Participant; (2) divorce of 
the Participant and his or her Spouse; (3) legal separation of the Participant  and 
his or her Spouse as evidenced by a written decree of legal separation or  similar 
order from a court of competent jurisdiction; (4) reduction in hours worked by the 
Participant or termination of employment by the Participant for any reason other 
than gross misconduct; (5) entitlement of the Participant to benefits under Medi-
care Part A or B or both; or (6) ceasing to qualify as a Child under the Plan.
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(C) for a Participant and his or her Spouse or Child, who retired on or 
before the date of substantial elimination of the Group Health Plan, a bankruptcy 
proceeding under Title 11, United States Code, commencing on or after July 1, 
1986, with respect to the Employer from whose employment the Participant re-
tired at any time, if the individual is covered under this Plan on the day before 
such event.  A loss of coverage includes a substantial elimination of coverage 
within one year before or after the date of commencement of the proceeding with 
respect to a Qualified Beneficiary described in Code Section 4980B(g)(1)(D).

A Participant, Spouse or Child may also be considered to have lost coverage under the 
Plan (and therefore have the right to elect Continuation Coverage) if he or she experiences an 
increase in the cost of premiums or required contributions as a result of one of the above Quali-
fying Events.

The Qualifying Event shall be deemed to occur on the date of the Qualifying Event, not 
on any other later date on which coverage ends under the terms of any Group Health Plan fol-
lowing the Qualifying Event.

(c) Election Rules.

(i) A Qualified Beneficiary shall not be eligible for COBRA Continuation 
Coverage under any Group Health Plan unless the Employer or the Plan Administrator is 
notified of the election of COBRA Continuation Coverage, on a form provided for that 
purpose, within sixty (60) days of the later of (1) the date the Qualified Beneficiary’s 
coverage under the Plan would otherwise terminate by reason of a Qualifying Event or 
(2) the date notice of eligibility is sent to the individual in accordance with paragraph (e) 
below; and the Qualified Beneficiary pays the initial required contributions, as set forth 
below, no later than the date forty-five (45) days after the date on which COBRA Con-
tinuation Coverage was elected.  Until expiration of the 60-day election period, a Quali-
fied Beneficiary may change or revoke any election.  Failure to elect COBRA Continua-
tion Coverage within the prescribed 60-day election period shall result in a waiver of the 
right to COBRA Continuation Coverage.

(ii) Each affected Qualified Beneficiary generally shall have an independent 
right to elect or reject COBRA Continuation Coverage; provided, however, that in the 
event a Participant or his or her Spouse makes an election to provide any other Qualified 
Beneficiary with coverage, such election shall be binding on such other Qualified Benefi-
ciary; and provided further, that in the event the Qualified Beneficiary is a minor or an 
incapacitated person, the minor’s parent or legal guardian, or the incapacitated person’s 
legal representative or estate (as determined under applicable law) or spouse, as the case 
may be, shall have the right to elect or reject Continuation Coverage on behalf of such 
minor or incapacitated person, and any such election or rejection of coverage shall be 
binding on such minor or incapacitated person.

(iii) A Qualified Beneficiary eligible for COBRA Continuation Coverage may 
elect to cover a Spouse or Child acquired after the date of eligibility for COBRA cover-
age to the same extent as Participants.  Such newly acquired Spouse or Child shall have 
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no independent right to COBRA Continuation Coverage, except to the extent that such 
Child is a Qualified Beneficiary.

(d) Duration of COBRA Continuation Coverage.  COBRA Continuation Coverage 
shall continue for the periods described below.

(i) If Continuation Coverage is due to termination of employment or a reduc-
tion in hours, then the maximum Continuation Coverage period is 18 months. 

(ii) If Continuation of Coverage is due to the Participant’s termination of em-
ployment or a reduction in hours, and a second Qualifying Event occurs during the 18-
month period, then the Spouse and Child(ren) may be entitled to elect up to 18 months of 
additional coverage for a maximum Continuation Coverage period of 36 months.  This 
extended coverage for a second Qualifying Event is available only if the Plan Adminis-
trator is notified of the second event in accordance with Section 7.3(g)(i).

(iii) If Continuation Coverage is due to death, divorce, legal separation, Medi-
care enrollment, or ceasing to be a Dependent Child, then the maximum Continuation 
Coverage period is 36 months.

(iv) If a Participant becomes enrolled in Medicare Part A or B and then experi-
ences a termination of employment or reduction in hours, then the maximum Continua-
tion Coverage period is the later of 36 months from the date of Medicare enrollment or 18 
months (29 months if there is a disability extension) after the Covered Employee’s termi-
nation of employment or reduction in hours.

(e) Special Provisions for Disability.  If a Participant loses coverage as a result of his 
or her termination of employment or reduction in hours, and the Participant or another Qualified 
Beneficiary is determined to be disabled in accordance with Title II or Title VI of the Social Se-
curity Act at any time during the first 60 days of Continuation Coverage, then the 18-month cov-
erage period may be extended by an additional 11 months for all Qualified Beneficiaries up to 29 
months.  The first 60 days of Continuation Coverage are measured from the Participant’s date of 
termination of employment or reduction in hours or, if later, the date on which the Participant 
would lose regular coverage as a result of his or her termination of employment or reduction in 
hours.  This extended coverage for disability is available only if the Plan Administrator is noti-
fied of the disability determination in accordance with paragraph (g) below.

(f) Special Provisions for Region-Specific Plans.  Qualified Beneficiaries who lose 
coverage on account of moving outside of the service area of a region-specific plan (e.g., an 
HMO plan), will be offered alternative coverage (if such alternative coverage is available to ac-
tive Employees).  Such alternative coverage, if any, must be offered by the date the Qualified 
Beneficiary relocates, or if later, the first day of the month following the month in which the 
Qualified Beneficiary requests the alternative coverage.  However, the Company need only pro-
vide benefits at standard plan rates and is not required to incur extraordinary costs to provide 
coverage to areas with no active Employees.



19

(g) Notice Requirements. 

(i) The Participant or covered Spouse or Child must notify the Employer of a 
divorce, legal separation, or a Child’s loss of dependent status under a Plan within 60 
days of the later of (A) the date of the event or (B) the date on which coverage would be 
lost because of the event.  In addition, if the Participant or another Qualified Beneficiary 
is determined by the Social Security Administration to be disabled, then the disabled per-
son must notify the Plan Administrator in writing within 60 days of the date that is the 
later of (i) the date he or she is determined to be disabled, and (ii) the date on which the 
Qualified Beneficiary is informed of both the responsibility to provide the notice to the 
Plan Administrator and the procedures for providing the notice.  Notwithstanding the 
foregoing, the notice must be provided before the end of the initial 18-month Continua-
tion Coverage Period.  A Qualified Beneficiary also must notify the Plan Administrator 
of the occurrence of a second Qualifying Event after he or she has become entitled to 
COBRA Continuation Coverage with a maximum duration of 18 (or 29) months. 

(ii) The Employer shall notify the Plan Administrator of the Qualifying Event 
within 30 days of the Employee’s or Dependent’s death, termination of employment, or 
reduction in hours, Medicare entitlement, or if the Employer commences a bankruptcy 
proceeding.

(iii) A Qualified Beneficiary who is determined by the Social Security Ad-
ministration to no longer be disabled is responsible for notifying the Plan Administrator 
of such determination within 30 days of the determination.  A Qualified Beneficiary also 
is responsible for notifying the Plan Administrator if he or she becomes covered under 
another Group Health Plan.  

When the Plan Administrator is notified that one of the events described in (i) or (ii) has 
occurred, the Plan Administrator shall in turn notify the Qualified Beneficiaries of their right to 
elect Continuation Coverage within 14 days of the date on which the Plan Administrator is noti-
fied of a Qualifying Event.  Notice to Participant’s Spouse shall be treated as notice to any Chil-
dren who reside with the Spouse.

Effective for Plan Years beginning on or after January 1, 2004, or such later date as is 
permitted by law, when the Plan Administrator is notified of one of the events described in para-
graphs (i) or (iii) and determines that an individual is not entitled to COBRA Continuation Cov-
erage, the Plan Administrator shall provide such individual with an explanation as to why the 
individual is not entitled to elect COBRA Continuation Coverage.  The notice shall be provided 
within 14 days of the date on which the Plan Administrator is notified of the Qualifying Event.  

A Qualified Beneficiary shall be responsible for notifying the Employer in the event of 
the birth or adoption of a child during the Continuation Coverage period, within 30 days of the 
birth or adoption.  An election for Continuation Coverage of a newborn child or newly adopted 
child may result in an increase in COBRA premium payments. 

(h) Group Health Plans.  Any continuation of coverage shall be provided for under 
this Plan where required by applicable law, or where not so required, under the separate Benefit 
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Plan constituting the applicable Group Health Plan.  Where continuation of coverage is required 
to be provided under this Plan, and an individual elects such coverage in accordance with para-
graph (g) of this Section, the individual shall be a Participant under the Plan and his or her appli-
cable Benefit Election for the Plan Year in which the Qualifying Event occurs shall continue in 
effect, with respect to the applicable Group Health Plan(s) only, until the earlier to occur of (1) 
the date determined under paragraph (d) of this Section, or (2) the date on which he or she makes 
a permitted election to discontinue his or her coverage under the applicable Group Health Plan(s) 
pursuant to his or her Benefit Election (whether at the time he or she files or fails to file a new 
Benefit Election with respect to a subsequent Plan Year or at such other time as may be permit-
ted under the Plan).   Notwithstanding the foregoing to the contrary, if coverage provided under 
any Group Health Plan to similarly situated Participants is changed or eliminated, COBRA Con-
tinuation Coverage also shall be changed or eliminated.

(i) Benefit Costs; After-Tax Contributions.  In any case where an individual elects 
continuation of coverage with respect to a Group Health Plan, such Participant shall be required, 
in accordance with procedures prescribed by the Plan Administrator, to make contributions in the 
same amounts as are necessary to pay: (i) 100% of the costs for the coverage he or she has in ef-
fect under such continued Group Health Plan or as may be provided for under any subsequent 
Benefit Election or a permitted change in an existing Benefit Election, and (ii) any additional 
amounts that may be charged to an individual electing health care Continuation Coverage under 
COBRA, up to 2% of the cost (up to 50% of the cost if coverage is continued due to disability). 
The contributions by a Participant under this Section shall be made on an after-tax basis.

(j) Continuation Elections in General.  A Qualified Beneficiary’s continuation of 
coverage under this Section, and his or her continuation of his or her Benefit Election in accor-
dance with the provisions of this Section (including any subsequent Benefit Election he or she 
files while he or she is eligible for such continuation), shall be subject to all relevant provisions 
of the Plan, including, without limitation, those provisions relating to the filing of a Benefit Elec-
tion and making permitted changes with respect to a Benefit Election.  If the Qualified Benefici-
ary returns to employment status as an Eligible Employee, he or she shall be eligible to resume 
regular participation in the same manner as described for a former Participant in Section 2.4.

(k) Coordination with Family or Medical or Leave.  Notwithstanding anything in this 
Article to the contrary, in the event a Participant terminates his or her employment during or 
upon the conclusion of an unpaid Family or Medical Leave, the eighteen (18) month period de-
scribed in Section 7.3(d)(i) shall commence as of the later of:  (i) the last day of FMLA Leave 
and (ii) the date that coverage is lost. 

(l) Domestic Partner Continuation Coverage.  The Domestic Partner of a Participant 
shall not be entitled to COBRA Continuation Coverage under this Plan unless he or she is the 
Participant’s Spouse.  Similarly, the child of a Domestic Partner shall not be entitled to COBRA 
Continuation Coverage under this Plan unless he or she constitutes the Participant’s Child and 
Dependent.  The Domestic Partner and/or child of a Domestic Partner may be entitled, however, 
to COBRA or similar Continuation Coverage under the terms of the applicable Benefit Plan(s).

(m) Termination of COBRA Continuation Coverage.  COBRA Continuation Cover-
age shall terminate on the earliest of:
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(i) eighteen (18) months from the date on which a Qualifying Event that is 
the Participant’s termination of employment or reduction in hours occurs;

(ii) thirty-six (36) months from the date on which any Qualifying Event other 
than the Participant’s termination of employment or reduction in hours occurs;

(iii) the first day of the month that is more than 30 days after the date of a final 
determination that a Participant or Qualified Beneficiary is no longer disabled (where 
coverage has been extended for 29 months due to disability);

(iv) the last day of the month preceding the date the Qualified Beneficiary fails 
to pay a subsequent required contribution within thirty-one (31) days of the date it is due;

(v) except in the case of certain retirees and their Spouses and Children pursu-
ant to Code Section 4980B(g)(1)(D), the date (after the date on which COBRA Continua-
tion Coverage was elected) that the Qualified Beneficiary becomes enrolled in Medicare 
Part A or B;

(vi) the date (after the date on which COBRA Continuation Coverage was 
elected) on which the Qualified Beneficiary becomes covered under another Group 
Health Plan not containing a limitation or exclusion as to any preexisting condition of 
such individual (other than a limitation or exclusion that does not apply to (or is satisfied 
by) such individual by reason of chapter 100 of the Internal Revenue Code of 1986, Sec-
tions 701 through 707 of ERISA, or title XVII of the Public Health Service Act);

(vii) the date on which the Continuation Coverage is terminated for cause (e.g., 
submission of fraudulent claim), provided that regular coverage would be terminated for 
a similarly situated non-COBRA beneficiary; or

(viii) the date the Company (and all Affiliates or other affiliated employers) 
terminates all Group Health Plans.

(n) Notice of Termination.  Effective January 1, 2004, or such later date as may be 
permitted by law, the Plan Administrator shall provide notice to each Qualified Beneficiary to 
whom COBRA Continuation Coverage is being provided of any termination of COBRA Con-
tinuation Coverage that takes effect earlier than the end of the maximum period of Continuation 
Coverage applicable to the Qualifying Event. 

The notice required by this paragraph shall be furnished by the Plan Administrator as 
soon as practicable following the Administrator’s determination that Continuation Coverage 
shall terminate and shall be written in a manner calculated to be understood by the average plan 
participant and shall contain the following information:

(i) the reason that Continuation Coverage has terminated earlier than the end 
of the maximum period of Continuation Coverage applicable to the Qualifying Event;

(ii) the date of termination of Continuation Coverage; and
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(iii) any rights the Qualified Beneficiary may have to elect an alternative group 
or individual coverage.

(o) Temporary COBRA Premium Assistance.  Anything in this Plan or a Group 
Health Plan to the contrary notwithstanding, effective February 17, 2009, COBRA continuation 
coverage shall be offered and administered in accordance with Section 3001 of the American 
Recovery and Reinvestment Act of 2009.

7.4 Other Continuation Coverage.  Except as specifically provided in this Plan, 
Coverage under a Group Health Plan shall be continued only as required by law, or in accor-
dance with the Employer’s personnel policies and guidelines.

ARTICLE VIII Preexisting Condition Limitations and Certificates of Creditable
Coverage Under Group Health Plans

8.1 Preexisting Condition Limitations.  The maximum preexisting condition limita-
tion or exclusion that may be imposed by a Group Health Plan shall be twelve (12) months 
(eighteen (18) months in the case of a late enrollee).  For this purpose, a “preexisting condition” 
is one for which medical advice, diagnosis, care, or treatment was recommended for or received 
by a Participant or covered Dependent within the six (6)-month period ending on the Partici-
pant’s or Dependent’s enrollment date.  The “enrollment date” shall be the earlier of: (a) the Par-
ticipant’s or Dependent’s enrollment date in the Plan; or (b) the first day of any waiting period 
for enrollment.  Any preexisting conditions that apply to a Group Health Plan shall be described 
in such Plan document.

8.2 Creditable Coverage. Any preexisting condition limitation or exclusion imposed 
by a Group Health Plan shall be offset by the Participant’s or Dependent’s periods of other cred-
itable coverage.  For this purpose, “creditable coverage” shall have the meaning set forth in Code 
Section 9801(c)(1). The Employer shall count all days during which the Participant or Dependent 
has creditable coverage.  If creditable coverage is derived from more than one source on a par-
ticular day, then all creditable coverage shall be counted as one day of creditable coverage.  The 
Employer may disregard periods of creditable coverage earned before a significant break in cov-
erage. A “significant break in coverage” shall mean a period of at least sixty-three (63) days in 
which the Participant or Dependent, as the case may be, has no creditable coverage.

8.3 Exclusions. In no event shall a preexisting condition or limitation apply to:

(a) expenses incurred as a result of pregnancy;

(b) to a newborn child, a newly adopted child under age eighteen (18), or any child 
newly placed for adoption under age eighteen (18), provided he or she is enrolled in the Plan 
within thirty-one (31) days of such birth, adoption, or placement for adoption; or

(c) genetic information.
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8.4 Certificate of Coverage.

(a) The Employer shall provide each Participant or Dependent who experiences a loss 
of coverage under a Group Health Plan with a certificate of creditable coverage.  For this pur-
pose, a “loss of coverage” shall occur when: (I) the Participant of Dependent ceases to be cov-
ered under the Group Health Plan or becomes covered under COBRA or another similar con-
tinuation requirement; or (II) the Participant or Dependent ceases to be covered under COBRA
or another continuation requirement. Such certificate of creditable coverage shall contain the in-
formation set forth in Code Section 9801(e) and the regulations.

If a loss of coverage is a COBRA event, then the certificate shall be provided to the Par-
ticipant or Dependent within fourteen (14) days, or, if not, then such certificate shall be provided 
within a reasonable period of time following the loss of coverage.  The certificate of coverage 
shall be mailed first class to the Participant’s or Dependent’s last known address.

8.5 Definition of Group Health Plan. For purposes of this Article VIII, the term 
“Group Health Plan” shall not include the Bowdoin College Health Care Reimbursement Plan or 
any other plan providing excepted benefits under Code Sections 9831 and 9832(c).

8.6 Assistance Eligible Individuals.  Anything in this Plan or a Group Health Plan to 
the contrary notwithstanding, effective February 17, 2009, the requirements of this Article and 
Code Section 9801 shall be administered in accordance with Section 3001 of the American Re-
covery and Reinvestment Act of 2009.

ARTICLE IX Nonalienation

9.1 General Prohibition.  Except as may be required by applicable law or as may be 
permitted under the terms of any separate Benefit Plan included as a Qualified Benefit under the 
Plan with respect to the benefits provided under such Qualified Benefit, and subject to the further 
provisions of this Plan, no benefit payable under the provisions of the Plan shall be subject in any 
manner to anticipation, alienation, sale, assignment, transfer, pledge or encumbrance, and any 
attempt to anticipate, alienate, sell, assign, transfer, pledge or encumber shall be void; nor shall 
such benefits be in any manner liable for or subject to the debts, contracts, liabilities, engage-
ments, or torts of, or claims against, any Participant, Dependent or beneficiary.

9.2 Exception. Notwithstanding the foregoing to the contrary, and effective for 
judgments, orders, and decrees issued, and settlement agreements entered into on or after August 
5, 1997, this Article shall not apply to any offset of a Participant’s benefit payments against an 
amount that the Participant is ordered or required to pay to the Plan and the Plan shall not be 
treated as failing to meet the requirements of Sections 401(a)(13) of the Code solely by reason of 
such an offset, provided the order or requirement to pay arises:

(a) under a judgment of conviction for a crime involving the Plan;

(b) under a civil judgment (including a consent order or decree) entered by a court in 
an action brought in connection with a violation (or alleged violation) of Part 4 of subtitle B of 
Title I of ERISA; or



24

(c) pursuant to a settlement agreement between the Secretary of Labor and the Par-
ticipant, or a settlement agreement between the Pension Benefit Guaranty Corporation and the 
Participant, in connection with a violation (or alleged violation) of Part 4 of subtitle B of Title I 
of ERISA by a fiduciary or any other person.

ARTICLE X Qualified Medical Child Support Orders

10.1 Definitions. For purposes of this Section, the following terms have the following 
meanings:

(a) “Alternate recipient” means any child of a Participant who is recognized by a 
medical child support order as having a right to enrollment under the Plan with respect to the 
Participant.

(b) “Medical child support order” means any judgment, decree or order (including 
approval of a settlement agreement) that (i) provides for child support with respect to a child of a 
Participant under the Plan or provides for health benefit coverage for such child, is made pursu-
ant to a State domestic relations law (including a community property law), and relates to bene-
fits under the Plan; or (ii) enforces a law relating to medical child support described in Section 
1908 of the Social Security Act with respect to the Plan, if such judgment, decree or order is is-
sued by a court of competent jurisdiction or through an administrative process established under 
State law that has the force and effect of law under the applicable State law.

(c) “Qualified Medical Child Support Order” means a medical child support order 
that:

(i) creates or recognizes the existence of an alternate recipient’s right to, or 
assigns to an alternate recipient the right to, receive group health benefits to which a Par-
ticipant or beneficiary is eligible under the Plan;

(ii) clearly specifies (A) the name and the last known mailing address (if any) 
of the Participant and the name and mailing address of each alternate recipient covered by 
the order; (B) a reasonable description of the type of coverage to be provided under the 
Plan to each such alternate recipient, or the manner in which such type of coverage is to 
be determined; (C) the period to which such order applies; and (D) each plan to which 
such order applies; and

(iii) does not require the Plan to provide any type or form of benefit, or any op-
tion, not otherwise provided under the Plan, except to the extent necessary to meet the re-
quirements of a law relating to medical child support described in Section 1908 of the 
Social Security Act.

10.2 Notice. Upon the receipt of any medical child support order by the Plan, the Plan 
Administrator shall promptly notify, in writing, the Participant and each alternate recipient 
named in the medical child support order (at the address included in the medical child support 
order) of the receipt of such order and the Plan’s procedures for determining the qualified status 
of such medical child support order.
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10.3 Representative. Any alternate recipient named in a medical child support order 
received by the Plan shall have the right to designate, by notice in writing to the Plan Adminis-
trator, a representative for the receipt of copies of notices that are sent to the alternate recipient 
with respect to such medical child support order.

10.4 Determination by Plan Administrator. Within a reasonable period after receipt 
of a medical child support order, the Plan Administrator shall determine whether such order is a 
Qualified Medical Child Support Order and shall notify, in writing, the Participant and each al-
ternate recipient named in such order of such determination.

10.5 Direct Payment of Benefits. If the Plan Administrator shall determine that the 
medical child support order is a Qualified Medical Child Support Order, the Plan Administrator 
shall ensure that any payment of benefits pursuant to such order in reimbursement for expenses 
paid by an alternate recipient or an alternate recipient’s custodial parent or legal guardian shall 
be made directly to the alternate recipient or the alternate recipient’s custodial parent or legal 
guardian, as the case may be.

10.6 National Medical Support Notice.  If the Plan Administrator receives a National 
Medical Support Notice under Section 609(a)(5)(C) of ERISA, the notice shall be deemed to be a 
Qualified Medical Child Support Order to the extent provided by, and shall be administered in 
accordance with, such section and guidance issued thereunder.  If the Plan Administrator re-
ceives a medical child support order in which the name and mailing address of an official of a 
State or political subdivision is substituted for the mailing address of any alternate recipient, such 
official’s name and mailing address shall be deemed to be the name and mailing address of the 
alternate recipient as provided in the order, in accordance with Section 609(a)(3) of ERISA, and 
if the order is determined to be a Qualified Medical Child Support Order, the Plan Administrator 
may pay benefits directly to such official in accordance with the order.

ARTICLE XI Compliance With Privacy Rules

The Employer and the Plan Administrator shall at all times, to the extent applicable and 
required by law, operate, administer, and interpret the Group Health Plans offered under this 
Plan in accordance with the provisions of the Health Insurance Portability and Accountability 
Act of 1996, as amended, and any regulations issued thereunder, including, but not limited to the 
Privacy Rules issued in 45 C.F.R. Parts 160 and 164. 

ARTICLE XII Administration

12.1 Appointment. The Employer may appoint a person or persons to administer the 
Plan.  If more than one (1) person is appointed, they shall be known as the Administrative Com-
mittee.  Any Administrative Committee shall act by a majority of its members either at a meeting 
or in writing without a meeting.  Any member may participate in a meeting by means of a con-
ference telephone or similar communications equipment, provided that all persons participating 
in the meeting can hear each other.  If an Administrative Committee is appointed, all references 
in the Plan to the Plan Administrator shall be deemed to refer to the Administrative Committee.  
In the event that a Plan Administrator is not appointed pursuant to this Section 12.1, then the Di-
rector of Human Resources shall be the Plan Administrator.
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12.2 Resignation and Removal. The Plan Administrator, or any member of the Ad-
ministrative Committee, may resign at any time by delivering to the Employer a written notice of 
resignation to take effect not less than thirty (30) days after the delivery thereof, unless such no-
tice shall, in writing, be waived by the Employer.  The Plan Administrator or any member of the 
Administrative Committee shall serve at the pleasure of the Employer and may be removed by 
delivery of written notice of removal, to take effect at a date specified therein.  Upon receipt of a 
written notice of resignation or delivery of a written notice of removal, the Employer shall ap-
point a successor.  In the event the Employer fails to appoint a successor Plan Administrator, the 
Employer shall serve as the Plan Administrator until a successor Plan Administrator has been 
appointed.  In the event the Employer fails to appoint a successor to serve as a member of the 
Administrative Committee, the remaining members of the Administrative Committee shall con-
stitute the Administrative Committee.  If there is only one remaining member such individual 
shall serve as the Plan Administrator.  

12.3 Powers and Duties. The Plan Administrator shall be a named fiduciary for pur-
poses of Section 402(a)(1) of ERISA to the extent applicable, shall administer the Plan in accor-
dance with its terms, and shall have complete discretionary authority and all powers necessary to 
carry out its terms, including, but not limited to, the following: 

(a) to determine all questions concerning the eligibility of Employees to participate in 
the Plan and to notify Eligible Employees of the availability and terms of the Plan;

(b) to furnish Eligible Employees with the information necessary to make benefit 
elections;

(c) to determine the manner in which Benefit Elections shall be made in accordance 
with Article IV;

(d) to make adjustments and restrictions in accordance with Article V;

(e) to determine the amount of Employer contributions;

(f) to determine the maximum amount of Unearned Compensation that each Eligible 
Employee may direct the Employer to use to provide benefits offered under the Plan; 

(g) to furnish the plan administrators of the Benefit Plans with such information, 
statements and reports concerning the operation of the Plan as will enable them to perform all 
tasks necessary to accomplish the purpose of the Plan;

(h) to interpret the provisions of the Plan and to make rules and regulations for the 
administration of the Plan;

(i) to employ or retain counsel, accountants, actuaries or such other persons as may 
be required to assist in administering the Plan;

(j) to act as agent for service of legal process; and
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(k) to amend the Plan, as necessary, to ensure that the appendices accurately describe 
the Qualified Benefits that Eligible Employees may elect.

12.4 Restrictions. Except as provided in Section 12.3, the Plan Administrator shall 
have no power to amend or terminate the Plan.  In addition, the Plan Administrator shall not be 
responsible for the failure to provide benefits under any Benefit Plan, unless caused by the Plan 
Administrator’s act or omission.

12.5 Delegation of Duties. The Plan Administrator may delegate to any Contract 
Administrator, other third-party administrative services provider, or Employee or Employees, 
severally or jointly, the authority to perform any act in connection with the administration of the 
Plan, to the extent permitted by law.

12.6 Records. The Plan Administrator shall maintain all records necessary for admin-
istering the Plan and complying with the reporting and disclosure requirements of the Code and 
ERISA. 

12.7 Reporting. The Plan Administrator shall file with the Secretary of Treasury and 
the Secretary of Labor all returns, reports and other documents as required under the Code and 
ERISA. 

12.8 Disclosure. The Plan Administrator shall furnish to each Participant and to each 
beneficiary who is receiving benefits under the Plan copies of all documents required under the 
Code and ERISA to be furnished to such persons. 

12.9 Uniformity of Rules, Regulations and Interpretations. In the administration of 
the Plan and the interpretation and application of its provisions, the Plan Administrator shall ex-
ercise his or her powers and authority in a nondiscriminatory manner and shall apply uniform 
administrative rules and regulations in order to assure substantially the same treatment to Partici-
pants in similar circumstances.  The Plan Administrator’s interpretations of the terms of the Plan 
shall be binding on all persons except as otherwise expressly provided herein.  

12.10 Reliance on Reports. The Plan Administrator shall be entitled to rely upon all 
certificates, memoranda and reports made by any counsel, accountant, actuary or other person 
employed or retained to assist in administering the Plan, and upon all such documents properly 
executed by the plan administrators of the Benefit Plans or by Employees.   

12.11 Signatures. In the event the Employer appoints more than one person to adminis-
ter the Plan, a majority of the members of such Administrative Committee or any one member 
authorized by such Administrative Committee shall have authority to execute all documents, re-
ports or other memoranda necessary or appropriate to carry out the actions and decisions of the 
Administrative Committee.  All such instruments may be executed by facsimile signatures.  The 
plan administrators of the Benefit Plans or any other interested party may rely upon any docu-
ment, report or other memorandum so executed as evidence of the Administrative Committee 
action or decision indicated thereby. 

12.12 Compensation and Expenses. The Employer shall pay all reasonable expenses 
properly and actually incurred by the Plan Administrator in administering the Plan, and such rea-
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sonable compensation to the Plan Administrator as may be agreed upon from time to time; pro-
vided, however, that no person performing administrative services for the Plan who receives full-
time pay from the Employer shall receive compensation for such services. 

12.13 Compliance with the Code and ERISA.  The Plan shall be administered to 
comply with all applicable provisions of the Code relating to cafeteria plans and of ERISA relat-
ing to employee welfare benefit plans to the extent applicable and all other applicable laws. 

12.14 Fiduciary Duties. The Plan Administrator may designate in writing a person or 
persons to carry out fiduciary responsibilities, and a fiduciary may serve in more than one fiduci-
ary capacity. Each fiduciary shall discharge its duties under the Plan solely in the interest of the 
Participants and their beneficiaries and: 

(a) for the exclusive purpose of (i) providing benefits to Participants and their benefi-
ciaries, and (ii) defraying reasonable expenses of administering the Plan; and 

(b) with the care, skill, prudence and diligence under the circumstances then prevail-
ing that a prudent person acting in like capacity and familiar with such matters would use in the 
conduct of an enterprise of a like character and with like aims. 

12.15 Indemnification. The Employer shall indemnify and defend, to the fullest extent 
permitted by law, the Plan Administrator (including any person who formerly served as a Plan 
Administrator) against all liabilities, damages, costs and expenses (including attorney’s fees and 
amounts paid in settlement of any claims approved by the Employer) occasioned by any act or 
omission to act in connection with the Plan, if such act or omission was in good faith.

ARTICLE XIII Claims Procedure

13.1 Filing Claims. All claims for benefits under the Plan shall be filed with the Con-
tract Administrator (or other appropriate party designated in the Benefit Plan to which the claim 
relates) in accordance with the procedures set forth in the applicable Benefit Plan.

13.2 Definitions. As used in this Section, the following terms and/or phrases shall 
have the following meanings:

(a) “Adverse Benefit Determination” means or refers to any of the following:  a de-
nial, reduction, or termination of, or a failure to provide or make payment (in whole or in part) 
for, a benefit, including any such denial, reduction, termination, or failure to provide or to make 
payment that is based on a determination of an Employee’s eligibility to participate in the Plan or 
that results from the application of any utilization review, and also including any failure to cover 
an item or service for which benefits are otherwise provided due to a determination that such 
item or service is experimental or investigational or not medically necessary or appropriate. 

(b) “Authorized Representative” means or refers to an individual or entity that has 
been duly authorized to act on behalf of a claimant in pursuing a benefit claim or appeal of an 
Adverse Benefit Determination.  The Plan Administrator or the Contract Administrator shall be 
entitled to rely on the written certification or other representation of authorization provided by 
any individual or entity purporting to be an Authorized Representative of the claimant. In the 
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case of an Urgent Care Claim, a Health Care Professional with knowledge of a claimant’s medi-
cal condition shall be permitted to act as such claimant’s Authorized Representative. 

(c) “Concurrent Care Decision” means any decision to continue or discontinue previ-
ously granted benefits or treatments being provided to a claimant over a period of time. 

(d) “Health Care Professional” means a physician or other health care professional li-
censed, accredited, or certified to perform specified health services consistent with State law.

(e) “Plan Rule” means an internal rule, guideline, protocol, or other similar instru-
ment under which the Plan is established or operated.

(f) “Post-Service Claim” means any claim for a benefit under the Plan that is not a 
Pre-Service Claim or an Urgent Care Claim.

(g) “Pre-Service Claim” means any claim for a benefit under the Plan with respect to 
which the terms of the Plan condition receipt of the benefit, in whole or in part, on approval of 
the benefit in advance of obtaining medical care. 

(h) “Relevant” means, with respect to a claim for benefits, that a document, record or 
other information –

(i) was relied upon in making the benefit determination;

(ii) was submitted, considered, or generated in the course of making the bene-
fit determination, without regard to whether such document, record or other information 
was relied upon in making the benefit determination;

(iii) demonstrates compliance with the administrative processes and safeguards 
required under ERISA and the applicable regulations in making the benefit determina-
tion; or

(iv) constitutes a statement of policy or guidance with respect to the Plan con-
cerning the denied treatment option or benefit for the claimant’s diagnosis, without re-
gard to whether such advice or statement was relied upon in making the benefit determi-
nation.

(i) “Urgent Care Claim” means any claim for medical care or treatment with respect 
to which the application of the time periods for making non-urgent care determinations –

(i) could seriously jeopardize the life or health of the claimant or the ability 
of the claimant to regain maximum function; or

(ii) in the opinion of a physician with knowledge of the claimant’s medical 
condition, would subject the claimant to severe pain that cannot be adequately managed 
without the care or treatment that is the subject of the claim.
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The decision as to whether a claim is an Urgent Care Claim shall be determined by the 
Contract Administrator, applying the judgment of a prudent layperson who possesses an average 
knowledge of health and medicine.  Furthermore, any claim that a physician with knowledge of 
the claimant’s medical condition determines is an Urgent Care Claim will be treated as such for 
purposes of this Section.

13.3 Timing of Initial Benefit Determination.  

(a) Group Health Plans.

(i) Urgent care claims. In the case of an Urgent Care Claim, the Contract 
Administrator shall notify the claimant of the Plan’s initial benefit determination 
(whether adverse or not) as soon as possible, taking into account the medical exigencies, 
but not later than 72 hours after receipt of the claim by the Plan.  Notwithstanding the 
foregoing, in the event that the claimant fails to provide sufficient information to deter-
mine whether, or to what extent, benefits are covered or payable under the Plan, the Con-
tract Administrator shall notify the claimant as soon as possible, but not later than 24 
hours after receipt of the claim by the Plan of the specific information necessary to com-
plete the claim.  The claimant shall be given a reasonable amount of time, taking into ac-
count the circumstances, but not less than 48 hours, to provide the specified information.  
The Contract Administrator shall notify the claimant of the Plan’s benefit determination 
as soon as possible, but in no case later than 48 hours after the earlier of –

(A) the Plan’s receipt of the specified information; or

(B) the end of the period afforded the claimant to provide the specified 
additional information.

(ii) Concurrent Care Decisions. If the Plan has approved an ongoing course 
of treatment to be provided over a period of time or a number of treatments–

(A) reduction or termination by the Plan of such course of treatment 
(other than by Plan amendment or termination) before the end of such period of 
time or number of treatments shall constitute an Adverse Benefit Determination.  
The Contract Administrator shall notify the claimant, of the Adverse Benefit De-
termination at a time sufficiently in advance of the reduction or termination to al-
low the claimant to appeal and obtain a determination on review of such Adverse 
Benefit Determination before the benefit is reduced or terminated. 

(B) any request by a claimant or his or her Authorized Representative 
to extend the course of treatment beyond the period of time or number of treat-
ments that is an Urgent Care Claim shall be decided as soon as possible, taking 
into account the medical exigencies, and the Contract Administrator will notify 
the claimant of the benefit determination, whether adverse or not, within 24 hours 
after receipt of the claim by the Plan, provided that any such claim is made to the 
Plan at least 24 hours prior to the expiration of the prescribed period of time or 
number of treatments.  
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(iii) Pre-Service Claims. In the case of a Pre-Service Claim, the Contract 
Administrator will notify the claimant of the Plan’s determination (whether adverse or 
not) within a reasonable period of time appropriate to the medical circumstances, but not 
later than 15 days after receipt of the claim by the Plan.  However, if a claimant or his or 
her Authorized Representative fails to follow the Plan’s procedures for filing a Pre-
Service Claim, the claimant or representative shall be notified of the failure and the 
proper procedures to be followed in filing a claim for benefits.  Such notification must be 
made only if the failure –

(A) is a communication by a claimant or his or her Authorized Repre-
sentative that is received by the individual or organizational unit customarily re-
sponsible for handling the Plan’s benefit matters; and

(B) is a communication that names a specific claimant; a specific 
medical condition or symptom; and a specific treatment, service, or product for 
which approval is requested. 

The notification will be provided to the claimant or Authorized Representative, as 
appropriate, as soon as possible, but not later than 5 days (24 hours in the case of an Ur-
gent Care Claim) following the failure.  Such notification may be oral, unless written no-
tification is requested by the claimant or Authorized Representative. 

(iv) Post-Service Claims. In the case of a Post-Service Claim, the Contract 
Administrator shall notify the claimant of an Adverse Benefit Determination within a rea-
sonable period of time, but not later than 30 days after receipt of the claim by the Plan.

(b) Disability Plans.  In the case of a claim involving a Benefit Plan providing dis-
ability benefits, the Contract Administrator shall notify the claimant of the Plan’s initial benefit 
determination (whether adverse or not) with a reasonable period of time, but not later than 45 
days after receipt of the claim by the Plan, unless the Contract Administrator determines that 
special circumstances require an extension of time for processing the claim.

(c) Benefit Plans Other than Group Health Plans or Disability Plans.  In the case of a 
claim involving a Benefit Plan other than a Group Health Plan or Benefit Plan providing disabil-
ity benefits, the Contract Administrator shall notify the claimant of the Plan’s initial benefit de-
termination (whether adverse or not) with a reasonable period of time, but not later than 90 days 
after receipt of the claim by the Plan, unless the Contract Administrator determines that special 
circumstances require an extension of time for processing the claim.

13.4 Extension of Initial Benefit Determination Period.

(a) Group Health Plans.  In the case of both Pre- and Post-Service Claims but exclud-
ing Urgent Care Claims and Concurrent Care Decisions, the initial benefit determination period 
may be extended one time by the Contract Administrator for up to 15 days, provided that the 
Contract Administrator both determines that such extension is necessary due to circumstances 
beyond the control of the Plan and notifies the claimant, prior to the expiration of the applicable 
initial benefit determination period, of the circumstances requiring the extension of time and the 
date by which the Plan expects to render a decision on the claim.  Notwithstanding the foregoing, 
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if an extension of the initial benefit determination period is necessary due to a failure of the 
claimant to submit the information necessary to decide the claim, (i) the notice of extension will 
specifically describe the required information and will afford the claimant not less than 45 days 
from receipt of the notice to provide the specified information, and (ii) the period for making a 
benefit determination shall be tolled (days will not be counted) from the date on which the notice 
of extension is sent to the claimant until the date on which the claimant responds to the request 
for additional information or the date established under (i) for the furnishing of the requested in-
formation, whichever is earlier. 

(b) Disability Plans.  

(i) In the case of a claim for benefits under a Benefit Plan providing disability 
benefits, the initial 45-day benefit determination period may be extended for up to an ad-
ditional 30 days if the Contract Administrator determines that  circumstances beyond the 
control of the Plan require an extension of time for processing the claim.  If an extension 
is necessary, the Contract Administrator shall, prior to the termination of the initial 45-
day determination period, furnish the claimant with written notice indicating the special 
circumstances requiring an extension and the date by which the Contract Administrator 
expects to render a determination.  

(ii) If, prior to the end of the first 30-day extension period described above, 
the Plan Administrator determines that, due to matters beyond the control of the Plan, a 
decision cannot be rendered within the first extension period, the determination period 
may be extended for up to an additional thirty days, provided the Plan Administrator noti-
fies the claimant, prior to the expiration of the first 30-day extension period, of the cir-
cumstances requiring the extension and the date by which the Plan expects to render a 
decision on the claim.

(iii) Notwithstanding the foregoing, if an extension of the initial benefit deter-
mination period is necessary due to a failure of the claimant to submit the information 
necessary to decide the claim, (A) the notice of extension will specifically describe the 
required information and will afford the claimant not less than 45 days from receipt of the 
notice to provide the specified information, and (B) the period for making a benefit de-
termination shall be tolled (days will not be counted) from the date on which the notice of 
extension is sent to the claimant until the date on which the claimant responds to the re-
quest for additional information or the date established under (A) above for the furnishing 
of the requested information, whichever is earlier. 

(c) Benefit Plans Other Than Group Health Plans or Disability Plans.  In the case of a 
claim for benefits under a Benefit Plan other than a Group Health Plan or a Benefit Plan provid-
ing disability benefits, the initial 90-day benefit determination period may be extended if the 
Contract Administrator determines that special circumstances require an extension of time for 
processing the claim.  If an extension is necessary, the Contract Administrator shall, prior to the 
termination of the initial 90-day determination period, furnish the claimant with written notice 
indicating the special circumstances requiring an extension and the date by which the Contract 
Administrator expects to render a determination.  In no event shall an extension exceed a period 
of 90 days from the end of the initial 90-day determination period.
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13.5 Manner and Content of Notification of Initial Benefit Determination.  The 
Contract Administrator shall provide a claimant with written or electronic notification of any 
Adverse Benefit Determination.  Any electronic notification shall comply with the standards im-
posed by ERISA Reg. §§2520.104b-1(c)(1)(i), (iii), and (iv).  The notification will set forth the 
following, in a manner calculated to be understood by the claimant:

(a) the specific reason or reasons for such Adverse Benefit Determination;

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

(c) if a Plan Rule was relied upon in making the Adverse Benefit Determination, ei-
ther the specific Plan Rule or a statement that such a Plan Rule was relied upon in making the 
Adverse Benefit Determination and that a copy of such Plan Rule will be provided free to the 
claimant upon request;

(d) a description of any additional material or information necessary for the claimant 
to perfect the claim and an explanation of why such material or information is necessary; 

(e) a description of the Plan’s procedures for review of an Adverse Benefit Determi-
nation and the time limits applicable to such procedures, including a statement of the claimant’s 
right to bring a civil action under Section 502(a) of ERISA following an Adverse Benefit Deter-
mination on appeal; 

(f) if the Adverse Benefit Determination was based on a medical necessity or ex-
perimental treatment or some other similar exclusion or limit, either an explanation of the scien-
tific 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 to the claimant 
upon request; and  

(g) if the Adverse Benefit Determination concerned an Urgent Care Claim, a descrip-
tion of the expedited review process applicable to such claims under the Plan.

Notwithstanding the foregoing to the contrary, in the case of an Adverse Benefit Deter-
mination concerning an Urgent Care Claim, the information listed above may be provided to the 
claimant orally within the time frames prescribed in paragraph (b), provided that a written or 
electronic notification is furnished to the claimant not later than 3 days after the oral notification. 

13.6 Appeal of Adverse Benefit Determination. A claimant or his or her Authorized 
Representative may appeal an Adverse Benefit Determination from a Benefit Plan other than a 
Group Health Plan or a Benefit Plan providing disability benefits by filing a written request for 
review with the Contract Administrator within 60 days after receipt of the notification of such 
adverse determination.  A claimant or his or her Authorized Representative may appeal an Ad-
verse Benefit Determination from a Group Health Plan or Benefit Plan providing disability bene-
fits by filing written request for review with the Contract Administrator within 180 days after 
receipt of the notification of such adverse determination.  The claimant is entitled to a full and 
fair review on appeal.  In connection with the appeal, the claimant or Authorized Representative–
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(a) may submit to the Contract Administrator written comments, documents, records, 
and other information relating to the claim for benefits;

(b) shall be provided, upon request and free of charge, reasonable access to and cop-
ies of, all documents, records, and other information Relevant to the claimant’s claim for bene-
fits;

(c) shall be provided with the identification of medical or vocational experts whose 
advice was obtained on behalf of the Plan in connection with the Adverse Benefit Determination, 
whether or not such advice was relied upon to make such determination; and

(d) in the case of an Urgent Care Claim, shall be permitted to orally submit a request 
for expedited review as well as to submit and receive all necessary information, including the 
Plan’s benefit determination on appeal, by telephone, facsimile, or by any other available and 
similarly expeditious means.

The Contract Administrator’s review of any Adverse Benefit Determination –

(aa) will take 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;  

(bb) will afford no deference to the initial Adverse Benefit Determination;

(cc) will be conducted by an appropriate named fiduciary of the Plan who is neither 
the individual who made the Adverse Benefit Determination that is the subject of the appeal, nor 
the subordinate of such individual; and  

(dd) if the Adverse Benefit Determination was based, in whole or in part, on a medical 
judgment, then the Contract Administrator shall consult with a Health Care Professional who has 
appropriate training and experience in the field of medicine involved in the medical judgment 
and who is neither an individual who was consulted in connection with such determination nor 
the subordinate of any such individual.

13.7 Timing of Benefit Determination on Appeal.  The Contract Administrator will 
provide the claimant with written or electronic notice of the benefit determination on appeal.  
Such notice shall be provided within a reasonable period of time, but not later than –

(a) 72 hours after receipt of the claimant’s request for review of  an Adverse Benefit 
Determination concerning an Urgent Care Claim;

(b) 30 days after receipt of the claimant’s request for review of an Adverse Benefit  
Determination concerning a Pre-Service Claim;

(c) 60 days after receipt of the claimant’s request for review of a Post-Service Claim;

(d) 45 days after receipt of the claimant’s request for review of an Adverse Benefit 
Determination from a claim under a Benefit Plan providing disability benefits;
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(e) 60 days after receipt of the claimant’s request for review of an Adverse Benefit 
Determination from a claim under a Benefit Plan other than a Group Health Plan or Benefit Plan 
providing disability benefits.

13.8 Manner and Content of Notification of Benefit Determination on Appeal.  
The written or electronic notification of any Adverse Benefit Determination on appeal shall set 
forth, in a manner calculated to be understood by the claimant –

(a) the specific reason or reasons for such adverse determination;

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

(c) if a Plan Rule was relied upon in making the Adverse Benefit Determination, ei-
ther the specific Plan Rule or a statement that such a Plan Rule was relied upon in making the 
Adverse Benefit Determination and that a copy of such Plan Rule will be provided free to the 
claimant upon request;

(d) 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 Rele-
vant to the claim for benefits;

(e) if the Adverse Benefit Determination was based on a medical necessity or ex-
perimental treatment or some other similar exclusion or limit, either an explanation of the scien-
tific 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 to the claimant 
upon request;

(f) the following statement:  “You and your Plan may have other voluntary alterna-
tive dispute resolution options, such as mediation.  One way to find out what may be available is 
to contact your local U.S. Department of Labor Office and your State insurance regulatory 
agency;” and

(g) a statement of the claimant’s right to bring an action under Section 502(a) of 
ERISA.

All decisions relating to the merits of any claim on appeal, including all decisions as to the 
amount, manner and time of payment of any benefit under the Plan, shall be made solely by the 
Contract Administrator, and the interpretation and construction by the Contract Administrator of 
any provisions of the Plan and the Contract Administrator's exercise of any discretion granted under 
the Plan shall be final and binding, provided, however, that if the Contract Administrator is either 
the individual who made an Adverse Benefit Determination that is the subject of an appeal, or is 
the subordinate of such individual, then, for purposes of such appeal, the Employer shall appoint 
an appropriate person or entity to decide the appeal in lieu of the Contract Administrator, and all 
references to the Contract Administrator in connection with the appeal procedures set forth in 
this Article II, shall be deemed references to the person or entity so appointed.

13.9 Calculating Time Periods.  For purposes of Section 13.3, the period of time 
within which a benefit determination must be made shall begin at the time a claim is filed in ac-
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APPENDIX Qualified Benefits

The Qualified Benefits under the Plan are made available through the following Bowdoin 
College Benefit Plans:

Health Plan
Dental Plan
Short-Term Disability Plan
Health Care Reimbursement Plan
Dependent Care Reimbursement Plan
Supplemental Group-Term Life Insurance Plan




