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Home Office: Bloomfield, Connecticut

Mailing Address: Hartford, Connecticut 06152

CIGNA HEALTH AND LIFE INSURANCE COMPANY
a CIGNA COMPANY (hereinafter called Cigna)

CERTIFICATE RIDER
No. CR7MIASO1-1
       CR7MIASO2-1
       CR7MIASO3-1
       CR7MIASO4-1
       

Policyholder:          Baxter Credit Union

Rider Eligibility:    Each Employee as reported to the insurance company by your Employer 

Policy Number(s).  3345720-DENT1, DENT2, DPPOB, DPPOE

Effective Date: January 1, 2024

You will become insured on the date you become eligible if You are in Active Service on that date or if You are 
not in Active Service on that date due to Your health status. If You are not insured for the benefits described in 
Your Certificate on that date, the Effective Date of this Certificate rider will be the date You become insured.

This Certificate rider forms a part of the Certificate issued to you by Cigna describing the benefits provided under 
the Policy(ies) specified above.

HC-RDR190 06-21



 
 

myCigna.com2

The page in Your Certificate coded HC-FED86 is replaced by the page coded HC-FED84 attached to this Certificate rider.
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Dental - When You Have a Complaint or an 
Appeal
For the purposes of this section, any reference to “you,” 
“your,” or “Member” also refers to a representative or 
provider designated by you to act on your behalf, unless 
otherwise noted.
We want you to be completely satisfied with the care you 
receive. That is why we have established a process for 
addressing your concerns and solving your problems.
Start With Member Services
We are here to listen and help. If you have a concern regarding 
a person, a service, the quality of care, or contractual benefits, 
you may call the toll-free number on your Benefit 
Identification card, explanation of benefits, or claim form and 
explain your concern to one of our Member Services 
representatives. You may also express that concern in writing.
We will do our best to resolve the matter on your initial 
contact. If we need more time to review or investigate your 
concern, we will get back to you as soon as possible, but in 
any case within 30 days. If you are not satisfied with the 
results of a coverage decision, you may start the appeals 
procedure.
Appeals Procedure
Cigna has a two-step appeals procedure for coverage 
decisions. To initiate an appeal, you must submit a request for 
an appeal in writing to Cigna within 180 days of receipt of a 
denial notice. You should state the reason why you feel your 
appeal should be approved and include any information 
supporting your appeal. If you are unable or choose not to 
write, you may ask Cigna to register your appeal by telephone. 
Call or write us at the toll-free number on your Benefit 
Identification card, explanation of benefits, or claim form.
Level-One Appeal
Your appeal will be reviewed and the decision made by 
someone not involved in the initial decision. Appeals 
involving Medical Necessity or clinical appropriateness will 
be considered by a health care professional.
For level-one appeals, we will respond in writing with a 
decision within 30 calendar days after we receive an appeal 
for a postservice coverage determination. If more time or 
information is needed to make the determination, we will 
notify you in writing to request an extension of up to 15 
calendar days and to specify any additional information 
needed to complete the review.

Level-Two Appeal
If you are dissatisfied with our level-one appeal decision, you 
may request a second review. To initiate a level-two appeal, 
follow the same process required for a level-one appeal.
Most requests for a second review will be conducted by the 
Committee, which consists of a minimum of three people. 
Anyone involved in the prior decision may not vote on the 
Committee. For appeals involving Medical Necessity or 
clinical appropriateness the Committee will consult with at 
least one health care provider in the same or similar specialty 
as the care under consideration, as determined by Cigna’s 
reviewer. You may present your situation to the Committee in 
person or by conference call.
For level-two appeals we will acknowledge in writing that we 
have received your request and schedule a Committee review. 
For post service claims, the Committee review will be 
completed within 30 calendar days. If more time or 
information is needed to make the determination, we will 
notify you in writing to request an extension of up to 15 
calendar days and to specify any additional information 
needed by the Committee to complete the review. You will be 
notified in writing of the Committee’s decision within 5 
business days after the Committee meeting, and within the 
Committee review time frames above if the Committee does 
not approve the requested coverage.
Notice of Benefit Determination on Appeal
Every notice of a determination on appeal will be provided in 
writing or electronically and, if an adverse determination, will 
include: the specific reason or reasons for the adverse 
determination; reference to the specific plan provisions on 
which the determination is based; 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 Relevant Information as defined; a statement describing 
any voluntary appeal procedures offered by the plan and the 
claimant’s right to bring an action under ERISA section 
502(a); upon request and free of charge, a copy of any internal 
rule, guideline, protocol or other similar criterion that was 
relied upon in making the adverse determination regarding 
your appeal, and an explanation of the scientific or clinical 
judgment for a determination that is based on a Medical 
Necessity, experimental treatment or other similar exclusion 
or limit.
You also have the right to bring a civil action under section 
502(a) of ERISA if you are not satisfied with the decision on 
review. You or your plan may have other voluntary alternative 
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 
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regulatory agency. You may also contact the Plan 
Administrator.
Relevant Information
Relevant information is any document, record or other 
information which: was relied upon in making the benefit 
determination; was submitted, considered or generated in the 
course of making the benefit determination, without regard to 
whether such document, record, or other information was 
relied upon in making the benefit determination; demonstrates 
compliance with the administrative processes and safeguards 
required by federal law in making the benefit determination; 
or constitutes a statement of policy or guidance with respect to 
the plan concerning the denied treatment option or benefit for 
the claimant’s diagnosis, without regard to whether such 
advice or statement was relied upon in making the benefit 
determination.
Legal Action
If your plan is governed by ERISA, you have the right to bring 
a civil action under section 502(a) of ERISA if you are not 
satisfied with the outcome of the Appeals Procedure. In most 
instances, you may not initiate a legal action against Cigna 
until you have completed the Level-One and Level-Two 
appeal processes. If your appeal is expedited, there is no need 
to complete the Level-Two process prior to bringing legal 
action. However, no action will be brought at all unless 
brought within 3 years after a claim is submitted for In-
Network Services or within three years after proof of claim is 
required under the Plan for Out-of-Network services. 
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