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INTRODUCTION 

If you've been participating in the AIG Incentive Savings Plan or the AIG Medical Plan, you already 
know about the magic of pre-tax dollars.  We currently sponsor three different reimbursement accounts 
that will enable you to use tax free dollars for reimbursement of certain eligible expenses: The AIG 
Health Reimbursement Account, the AIG Limited Purpose Reimbursement Account, and the AIG 
Dependent Care Reimbursement Account.  Reimbursement accounts can help you stretch your 
dollars. Participation in the reimbursement accounts is completely voluntary ---- so you decide whether 
or not you want to contribute to one or both types of accounts. 

The Company reserves the right to change, amend or terminate the Plan at any time. In addition, the 
Plan does not create an employment contract between you and the Company and does not give you 
any right to continued employment. 

HOW THE REIMBURSEMENT ACCOUNTS WORK 

Here’s a quick look at how the accounts work ---- so you can understand the tax savings they offer. 

ELECT PRE-TAX DOLLARS FOR ONE OR BOTH TYPES OF ACCOUNTS 

You may elect to have a portion of your salary ---- before it is taxed ---- contributed to (1) either the 
Health Care Reimbursement Account or the Limited Purpose Reimbursement Account, and/or (2) the 
Dependent Care Reimbursement Account: 

• The Health Care Reimbursement Account - enables you to set aside up to $2,550* each calendar 
year to pay for eligible health care expenses. For example, you can use the account for certain 
medical expenses that are not paid by the AIG Medical Plan, vision care, or dental expenses not 
paid by another insurance plan for you, your spouse and/or your eligible dependents; or 

• The Limited Purpose Reimbursement Account similar to the Health Care Reimbursement 
Account, it enables you to set aside up to $2,550* each calendar year, but only to pay for eligible 
dental and vision care expenses. For example, you can use the account for certain dental and vision 
care expenses that are not paid by the AIG Dental Plan or the AIG Vision Care Plan, vision care, or 
dental expenses not paid by another insurance plan for you, your spouse and/or your eligible 
dependents; and/or 

• The Dependent Care Reimbursement Account ---- enables you to set aside up to $5,000 each 
calendar year to pay the cost of custodial care for your eligible dependents so that you (and, if 
you’re married, your spouse) can work. 

No actual accounts are established- these are merely bookkeeping accounts.  Benefits under the 
three Accounts are paid as needed from the Company’s general assets. 

* The $2,550 salary reduction limitation on the Health Care Reimbursement Account and the Limited 
Purpose Reimbursement Account is the maximum salary reduction election you may make during 
the 2017 calendar year for such accounts in the aggregate.   For example, if, during 2017, you lose 
eligibility for the Health Care Reimbursement Account, but you become eligible for the Limited 
Purpose Reimbursement Account, then your salary reduction for the remainder of the year for the 
Limited Purpose Reimbursement Account is equal to $2,550 reduced by the salary reductions you 
already made during the year for the Health Care Reimbursement Account.  Please note that the 
maximum salary reduction limitation ($2,550 for 2017) is subject to change each year in accordance 
with IRS regulations.   

1 



 
NOTE: The Healthcare Reimbursement Account and the Limited Purpose Reimbursement 
Account are collectively referred to as the “Health FSA”.    

GET REIMBURSED WITH TAX-FREE DOLLARS WHEN YOU MAKE A CLAIM 

When you submit an eligible expense to one of the accounts for reimbursement, you will be 
reimbursed with tax-free dollars from that account. 

USE ALL THE MONEY ALLOCATED TO YOUR ACCOUNTS 

Each year, you must use all the amounts allocated to your accounts for expenses incurred during the 
Plan Year (which is the calendar year for all three accounts), or, for the Dependent Care 
Reimbursement Account only, during the “grace period”, or you will forfeit the unused dollars. This is 
an IRS requirement called the “use-it-or-lose-it” rule.   

The grace period for the Dependent Care Reimbursement Account for a Plan Year begins on January 
1 of the next Plan Year and ends on March 15 of that next Plan Year.  Therefore, you can be 
reimbursed for eligible Dependent Care Reimbursement Account expenses out of the contributions to 
your Dependent Care Reimbursement Account during a Plan Year for expenses you incur during that 
Plan Year and up to March 15 of the following Plan Year. 

Expenses incurred during a Plan Year and the grace period that follows (for dependent care expenses 
only) must be submitted on or before April 30 following the end of the Plan  
Year and, where applicable, the grace period.  For example, if you set aside $1,000 in your Dependent 
Care Reimbursement Account for 2017 and you only use $900 during 2017, you still can apply eligible 
expenses you incur until March 15, 2018 to the remaining $100 in your 2017 account as long as the 
eligible expenses are submitted on or before April 30, 2018. 

In order to take advantage of the grace period for Dependent Care Reimbursement Account expenses, 
you must be a Participant in the Dependent Care Reimbursement Account on the last day of the Plan 
Year to which the grace period relates. 

Any unused Dependent Care Reimbursement Account salary reductions for a Plan Year to which the 
grace period relates that are not used to reimburse eligible expenses incurred either during the Plan 
Year or during the grace period will be forfeited if not submitted for reimbursement on or before April 
30.   If you carefully estimate your expenses before you enroll, you should be able to use the accounts 
to your full advantage. 

WHEN YOU ARE ELIGIBLE 
 
AIG Employees 

As an AIG Employee you are eligible to participate in this Plan if: 

 You are a salaried employee working at least 28 hours per week; 

 You are a salaried employee (i) whose regularly scheduled work week was at least 20 hours per 
week, but less than 28 hours per week on or before December 31, 2002, and (ii) who was eligible 
to participate in the Plan on or before December 31, 2002. 

You can begin participating in the Plan as of your date of hire. 
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Mt. Mansfield Employees 

As a Mt. Mansfield Employee, you are eligible to participate in this Plan if you are a full-time year round 
salaried or hourly Employee who works 40 hours per week.  Whether you are “year round” is 
determined in accordance with the Employer’s internal policies and procedures. 

AIG Financial Network Employee Managers, Advisors and Agents  

As an AIG Financial Network Employee Manager, Advisor or Agent, you are eligible to participate in 
this Plan as of your date of hire. 

 
Additional Eligibility Requirements for ALL Employees 
 You are not a member of a collective bargaining unit, unless the collective bargaining agreement 

provides for your participation in this plan. 
 
 You are not eligible for the Health Care Reimbursement Account if you are enrolled in the AIG 

CDHP. 
 
  You are not eligible for the Limited Purpose Reimbursement Account if you are enrolled in the AIG 

PPO or EPO. 
 

NOTE: Individuals who are classified by the Company or the Plan Administrator as temporary 
employees, leased employees, contract employees, consultants, independent contractors, employees 
paid through a leasing company, or any category other than salaried employees, regardless of their 
characterization for any other purpose, are not eligible to participate in this Plan. 

 

HOW TO ENROLL 

If you are eligible, you may enroll in a Health FSA or the Dependent Care Reimbursement Account, or 
both during the enrollment period by logging on to the AIG Benefits Service Center at 
www.ibenefitcenter.com/AIG and indicating the amount you want to contribute to each account for the 
following year. Enrollment instructions are also available from the AIG Benefits Service Center Web 
site located at: www.ibenefitcenter.com/AIG. 

You cannot enroll at any time other than the annual enrollment period, unless you are a newly hired 
employee.  Newly hired employees may enroll shortly after their hire date.  The amount you select for 
the Health FSA and/or the Dependent Care Reimbursement Account will then be deducted from each 
of your 26 bi-weekly or 52 weekly paychecks (as applicable) — before taxes are withheld in equal 
installments. 

The annual enrollment period will normally be held in November for the following calendar year. (You 
must re-enroll each year during the enrollment period if you want to continue participating in 
the reimbursement accounts.) Your enrollment will be for a full 12 months ---- January 1 through 
December 31.  If you don’t enroll during the enrollment period you won’t be able to establish 
reimbursement accounts until the next enrollment period. 
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ESTIMATE YOUR EXPENSES CAREFULLY 

It’s important to estimate your expenses carefully before you enroll in either of the reimbursement 
accounts because of the Internal Revenue Service’s “use-it-or-lose-it” rule. 

Here’s how the “use-it-or-lose-it” rule works. Any account balance, which is not used to pay eligible 
expenses incurred during the plan year and, for dependent care expenses only, the grace period (i.e., 
up to March 15th of the following year), will be forfeited.  Under IRS rules you cannot: 

• Receive a refund of any unused balance; 

• Transfer amounts between the Health Care Reimbursement Account  and the  
Limited Purpose Reimbursement Account; 

• Transfer amounts between the Health FSA and the Dependent Care 
Reimbursement Account; 

• Carry over Health FSA eligible expenses incurred after December 31st; 

• For the Dependent Care Reimbursement Account, carry over funds remaining in the account 
at the end of one Plan Year beyond March 15th of the following Plan Year. 

It’s up to you to determine how the reimbursement accounts can help your situation. Careful 
estimating is the key to making sure you’re able to get out of your account all the money that you 
contributed. 

CHANGING YOUR ELECTIONS 

In exchange for the tax advantages provided by the reimbursement accounts, you generally may not 
change your election during the Plan Year unless you experience certain events identified by the IRS 
that are otherwise adopted by the Plan. Under the AIG Plan, you can change your elections during the 
Plan Year as follows: 

Health Care Reimbursement Account and Limited Purpose Reimbursement Account 

• During the annual enrollment period (changes will take effect the first day of the following Plan Year); 

• Within 31 days of any one of the following events: 

• Enroll (if not covered, but otherwise eligible) or increase your election on account 
of and consistent with gaining a new spouse (as defined below) or the birth, 
adoption or placement for adoption of a child. (You may enroll based on gaining a 
domestic partner only if your partner qualifies as your dependent under Section 
105(b) of the Internal Revenue Code (the “Code”).) 

• Decrease your election as a result of the death of your eligible dependent (as 
defined below) or your divorce/legal separation from your spouse. 

Dependent Care Reimbursement Account 

• During the annual enrollment period (changes will take effect the first day of the following Plan 
Year) 

• Within 31 days of any one of the following events: 

• Enroll (if not covered, but otherwise eligible) or increase your election on account of and 
consistent with gaining a new spouse (e.g., your new spouse works and has additional 
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children that increase the need for day care), or the birth, adoption or placement for 
adoption of an eligible dependent.  You may also enroll or increase your election on 
account and consistent with your divorce or legal separation from your spouse or your 
spouse gaining employment (e.g., you now need day care so that you can work). 

• Decrease your election on account of and consistent with gaining a new spouse (e.g., your 
new spouse stays at home), death of a spouse/child, or loss of employment by spouse. 

All election changes identified above will be administered in accordance with IRS rules and 
regulations. Your account balance following your election change will be administered in accordance 
with IRS rules and AIG internal policies and procedures.  

To change your election, notify the AIG Benefits Service Center at www.ibenefitcenter.com/AIG or call 
them at (800) 265-5054 within 31 days of your change in family status.  Any changes will become 
effective as of the date you make your election change or the date of the event, whichever is later. 

Please note that if your pay is at or below the Social Security wage base, you'll pay less Social 
Security tax because of your pre-tax contributions. You can determine the Social Security wage base 
for a particular year by going to the following website: http://www.ssa.gov/OACT/COLA/cbb.html. This 
means that your Social Security benefits may also be reduced depending on your age, your earnings 
before participating in the Plan and future pay levels.  Please note that plan participation will also 
reduce the amount of your taxable compensation.  You should also compare the estimated dependent 
care tax credit you may be eligible for with the estimated tax savings you would get by using the 
Dependent Care Reimbursement Account. The tax credits are designed to become less valuable as 
your income increases. Tax savings with a Dependent Care Reimbursement Account become more 
valuable as your income increases.  Generally, if your income tax bracket is 15% or less, it may be 
more advantageous for you to take the tax credit rather than participating in the Dependent Care 
Reimbursement Account. However, since each person’s tax situation is unique, you should talk with a 
tax advisor before making your final decision. 

HEALTH FSA 

The following sections contain details of the Health FSA and the Dependent Care Reimbursement 
Account. The amount you can contribute and the definition of eligible dependent is different for each 
account. Please read both sections carefully, as they contain important information to help you 
determine how the benefit of pre-tax dollars can work for you. 

HOW MUCH YOU CAN CONTRIBUTE 

For 2017, you can contribute from $130 to $2,550 to your Health FSA. This translates into a minimum 
of $5.00 per paycheck (for each of the first 26 pay periods), and a maximum of $98.08 per paycheck. 

Note: The $2,550 limit is an aggregate limit placed on all salary reductions made in 2017 for both the 
Health Care Reimbursement Account and the Limited Purpose Reimbursement Account.  This 
maximum annual limit is subject to change each year in accordance with IRS regulations. 

ELIGIBLE DEPENDENTS 

For the Health FSA, your “dependents” are your legal spouse or individuals who qualify as 
dependents as defined in Code Section 105(b). This means any individual who satisfies any of the 
following requirements is your eligible dependent: 

• Spouse is defined in accordance with IRS guidelines.  For IRS purposes, an individual is 
your “spouse”, including a same-sex individual, to the extent you and the individual were 
lawfully married in a state or foreign jurisdiction that authorizes the marriage, even if you do 
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not currently reside in that state or foreign jurisdiction.  A domestic partner or civil union 
partner does not qualify as a spouse. 

• Any individual for whom you claim an exemption under Code Section 152 on your personal 
income tax return; 

• Any individual for whom you could claim an exemption as a “Qualifying Relative,” except that 
they have income in excess of the income limit for Qualifying Relatives; 

• Any individual for whom you could claim an exemption, except that they are married and file 
a joint return with their spouse. 

• Any “child” (as defined in Code Section 152(f)(1)) who will not turn age 27 during the year 
(i.e., through the end of the calendar year in which they turn age 26).  A “child” is generally 
defined in Code Section 152(f)(1) as a natural or adopted child, a stepchild, a child placed 
with you for adoption, or a child placed with you by a government agency or court order. 

Your spouse or dependents do not have to be enrolled in the AIG Medical Plan to be eligible to 
submit expenses for the Health FSA. Domestic partners and the children of domestic partners 
are eligible dependents only if they qualify as your tax dependents for federal income tax 
purposes. 

THE HEALTH CARE REIMBURSEMENT ACCOUNT 

The Health Care Reimbursement Account adds another dimension to the financial assistance you 
receive. You can use the account to pay for a wide variety of medical, dental and vision care expenses 
that are not paid by the AIG Medical Plan, or by any other health insurance for you, your Spouse 
and/or eligible dependents. You do not have to be enrolled in the AIG Medical Plan to be eligible for 
the Health Care Reimbursement Account; however, you are not eligible for the Health Care 
Reimbursement Account if you are enrolled in the CDHP. 

ELIGIBLE HEALTH CARE EXPENSES FOR THE HEALTH CARE REIMBURSEMENT 
ACCOUNT 

An eligible health care expense is an expense incurred for you or for one of your eligible dependents 
that is for “medical care” as defined in Code Section 213(d), that has not been reimbursed by any 
other source and for which you will not seek reimbursement from any other source. (See the 
“Ineligible Health Care Expenses” section for the exceptions.) 

Eligible health care expenses must be incurred during the Plan Year while you are a participant.  
“Incurred” means that the service or treatment giving rise to the expense has been provided.  There 
are special rules for reimbursement of orthodontic expenses.  For more information, please contact 
PayFlex at (800) 284-4885 (hours: 8 a.m. to 8 p.m. ET). 

Following is a partial list of expenses eligible for reimbursement through your Health Care 
Reimbursement Account. 

Eligible expenses include: 

• your AIG Medical Plan deductible; 
• your AIG Medical Plan and prescription drug co-payments (the portion of your covered 

expenses that you pay); 
• expenses for services not covered under an HMO; 
• well-child care (beyond what’s covered by the Medical Plan); 
• any uninsured surgical services, including reconstructive surgery (reconstructive cosmetic 

surgery is surgery that’s medically necessary to correct a deformity from a hereditary 
abnormality, a personal injury resulting from an accident or trauma, or a disfiguring disease); 
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• any uninsured prescribed drugs and medicines, including maintenance prescriptions if used to 

treat a specific illness or injury; 
• Over-the-counter drugs or medicines (other than insulin) for which you have obtained a 

prescription from a physician (or other person authorized under applicable law to issue a 
prescription). Over-the-counter drugs or medicines include antacids, allergy medicines, pain 
relievers and cold medicine that are used to treat a specific illness or injury, and are not for 
cosmetic purposes; 

• over-the-counter supplies such as band aids, crutches, and contact lens solution; 
• dental/orthodontic expenses not covered by any medical or dental plan; 
• eye examinations, eye glasses, contact lenses and eye surgery not covered by any other plan; 
• hearing exams, hearing aids and batteries; 
• any uninsured psychiatric therapy and counseling (to the extent it qualifies as “medical care”); 
• any uninsured treatment for alcohol and drug abuse; 
• uninsured treatment for infertility and sexual dysfunction; or 
• certain other tax-deductible health care expenses. 

You may, in the discretion of the claims administrator, be required to provide additional documentation 
from a health care provider showing that you have a medical condition and/or the particular item is 
necessary to treat a medical condition.  Expenses for cosmetic purposes are also not reimbursable 
unless they are necessary to correct an abnormality caused by illness or a birth defect.   For more 
Information on eligible expenses, please call PayFlex at (800) 284-4885 (hours: 8 a.m. to 8 p.m. ET). 

You can use the Health Care Reimbursement Account worksheet to help you estimate your 
eligible expenses and reimbursement account contribution. 

INELIGIBLE HEALTH CARE EXPENSES FOR THE HEALTH CARE REIMBURSEMENT 
ACCOUNT 

Ineligible health care expenses for which you may not use your Health Care Reimbursement Account 
to pay for include, but are not limited to: 

• expenses for which you have already received reimbursement from other employer-provided 
health plans or insurance plans, including Medicare and Medicaid; 

• expenses which would not be deductible on your federal income tax return, other than over-
the-counter items that are considered “medical care,” and for which you have obtained a 
prescription; 

• medical expenses not paid by the medical plan because you didn’t comply with precertification 
requirements; 

• non-reconstructive cosmetic surgery (surgery that’s primarily to improve your appearance); 
• any uninsured prescribed drugs and medicines, including maintenance prescriptions that are 

not used to treat a specific illness or injury; 
• Over-the-counter drugs or medicines for which you fail to obtain a prescription, even if 

otherwise for “medical care” (please call PayFlex at (800) 284-4885 if you have additional 
questions); 

• over-the-counter medications for cosmetic purposes, even if you obtain a prescription; 
• over-the-counter medications for general health and wellbeing purposes such as vitamins and 

supplements that are not taken to treat a specific illness or injury; 
• expenses incurred by anyone other than you or your eligible dependents; 
• health insurance premiums; 
• weight-loss programs, unless undertaken at a physician's direction to treat an existing 

disease (such as heart disease); but you cannot include the cost of a weight-loss program if 
the purpose of the weight control is to maintain your general good health; 

• health club fees (if joining the health club isn’t prescribed by a physician); 
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• diaper service; 
• expenses incurred for long-term care services; 
• expenses incurred before you became a plan participant; 
• expenses incurred after the close of the Plan Year; or 
• expenses incurred after your employment terminates or you lose eligibility (except for 

expenses incurred during the time you elected COBRA continuation coverage). 

• THE LIMITED PURPOSE REIMBURSEMENT ACCOUNT 
• The Limited Purpose Reimbursement Account also adds yet another dimension to the financial 

assistance you get through the AIG Medical Plan if you are not enrolled in the EPO option. You 
can use the account to pay for a wide variety of dental and vision care expenses that are not 
paid by the AIG Dental Plan or the AIG Vision Care Plan, or by any other health insurance for 
you, your eligible spouse and/or dependents. You do not have to be enrolled in the AIG Dental 
Plan or the AIG Vision Care Plan to be eligible for the Limited Purpose Reimbursement 
Account. 

ELIGIBLE EXPENSES FOR THE LIMITED PURPOSE REIMBURSEMENT ACCOUNT 

Eligible expenses for which you may use your Limited Purpose Reimbursement Account to pay for 
include, but are not limited to: 

• qualified dental expenses, such as cleaning, x-rays, fillings, crowns and orthodontia not 
covered by any medical or dental plan; and  

• qualified vision expenses, such as contact lenses, eyeglasses, refractions, and vision 
correction procedures, not covered by any other plan. 

INELIGIBLE EXPENSES FOR THE LIMITED PURPOSE REIMBURSEMENT ACCOUNT  

Eligible expenses for which you may not use your Limited Purpose Reimbursement Account to pay for 
include but are not limited to: 

• all medical-related expenses listed under Eligible Health Care Expenses for the Health Care 
Reimbursement Account above, and all expenses listed under Ineligible Health Care Expenses 
for the Health Care Reimbursement Account above 

 
WILL MY HEALTH INFORMATION BE KEPT CONFIDENTIAL 
 
Under the Health Insurance Portability and Accountability Act of 1996 ("HIPAA"), group health plans 
such as the Health Care Reimbursement Account, and third party service providers are required to 
take steps to ensure that certain "protected health information” is kept confidential.  You may receive a 
separate notice that outlines the Company’s health privacy policies. 

NEWBORNS' AND MOTHERS' HEALTH PROTECTION ACT OF 1996 

Group health plans and health insurance issuers generally may not, under federal law, restrict benefits 
for any hospital length of stay in connection with childbirth for the mother or newborn child to less than 
48 hours following a vaginal delivery, or less than 96 hours following a cesarean section.  However, 
federal law generally does not prohibit the mother's or newborn's attending provider, after consulting 
with the mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours, as 
applicable).  In any case, plans and issuers may not, under federal law, require that a provider obtain 
authorization from the plan or the issuer for prescribing a length of stay not in excess of 48 hours (or 96 
hours). 
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THE DEPENDENT CARE REIMBURSEMENT ACCOUNT 

You can use the Dependent Care Reimbursement Account to pay for the care of your “eligible 
dependents” (according to IRS regulations) if that care allows you and your spouse, if you’re married, 
to work.  If you are married, dependent care expenses are reimbursable if your spouse also works, 
goes to school full-time at least five months a year, or is disabled. 

For purposes of the Dependent Care Reimbursement Account, spouse is defined in accordance with 
IRS guidelines.  For IRS purposes, an individual is your “spouse”, including a same-sex individual, to 
the extent you and the individual were lawfully married in a state or foreign jurisdiction that authorizes 
the marriage, even if you do not currently reside in that state or foreign jurisdiction.   A domestic 
partner or civil union partner does not qualify as a spouse.   

HOW MUCH YOU CAN CONTRIBUTE 

Each year, you may be able to contribute from $130 up to the statutory maximum described below to 
your Dependent Care Reimbursement Account. 

The statutory maximum is currently $5,000 per Plan Year if: 

• You are married and file a joint return; 

• You are married, but your Spouse maintains a separate residence for the last 6 months of the 
calendar year, you file a separate tax return, and you furnish more than one-half the cost of 
maintaining those Dependents for whom you are eligible to receive tax-free reimbursements 
under the Dependent Care Reimbursement Account; or 

• You are single. 

If you are married and reside together with your spouse, but file a separate federal income tax return, 
the statutory maximum that you currently may elect is $2,500.  In addition, the amount of 
reimbursement that you receive on a tax-free basis during the Plan Year cannot exceed the lesser of 
your earned income (as defined in Code Section 32), or your spouse’s earned income. 

If your spouse does not work, but is either disabled or a full-time student, the IRS considers your 
spouse’s earned income to be: 

• $250 (or such higher amount permitted by law)  per month if you have one eligible dependent, 
or 

• $500 (or such higher amount permitted by law) per month if you have more than one eligible 
dependent. 

When using this formula to calculate your spouse’s earnings, you can only count the months during 
which your spouse is actually attending school or is disabled. For example, if your spouse is a full-time 
student for five months, and you have one eligible dependent, the IRS will consider your spouse’s 
earnings for the year to be $1,000 ($200 times five months). So, in this example, the maximum you 
can contribute to your Dependent Care Reimbursement Account for the year is $1,000. Regardless of 
the rules noted above, highly-compensated employees may not be able to contribute the full $5,000 as 
a result of certain IRS regulatory limitations on contributions to dependent care accounts by highly-
compensated employees. 

ELIGIBLE DEPENDENTS 

Under IRS regulations, “eligible dependents” for the Dependent Care Reimbursement Account are: 

• Your  “qualifying child” (as defined in Code Section 152)  under 13; or 
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• Your spouse or a tax “dependent” (as defined generally in Code Section 21) who is physically 

or mentally incapable of caring for himself or herself and who has the same principal place of 
abode as you for more than half of the year. 

In addition, a child to whom Code Section 152(e) applies (a child of divorced or separated parents 
who resides with one or both parents for more than half the year and receives over half of his or 
her support from one or both parents) may only be an eligible dependent of the “custodial parent” 
(as defined in Code Section 152(e)(3)) without regard to which parent claims the child on his or 
her tax return. 

ELIGIBLE DEPENDENT CARE EXPENSES 

Dependent care expenses must be “incurred” for services rendered after the date of your election to 
receive Dependent Care Reimbursement benefits and during the Plan Year or grace period.  
Expenses are “incurred” only after the service has been provided. 

Expenses incurred for the custodial care of your eligible dependent (as described above), or for related 
household services, are only eligible if you (and your spouse, if applicable) are working or looking for 
work.  Whether the expense enables you (and your spouse if applicable) to work or look for work is 
determined on a daily basis.  Normally, an allocation must be made for all days for which you (and your 
Spouse, if applicable) are not working or looking for work; however, an allocation is not required for 
temporary absences beginning and ending within the period of time for which the day care center 
requires you to pay for day care. 

If the expense is incurred for services outside your household and such expenses are incurred for the 
care of an individual who is age 13 or older, such dependent must regularly spend at least 8 hours per 
day in your home. 

If the expense is incurred for services provided by a dependent care center (i.e., a facility that provides 
care for more than 6 individuals not residing at the facility), the center must comply with all applicable 
state and local laws and regulations. 

Dependent care services may be provided inside or outside your home by anyone except: 

• your spouse or a parent of the dependent; 

• your child who is under age 19 by the end of the year in which the expense is incurred; or 

• an individual for whom you or your spouse is entitled to a personal tax exemption as a 
dependent for federal income tax purposes. 

Examples of eligible expenses include your payment for: 

• a nursery school; 

• a day care center for children or dependent adults (as long as it complies with all state and 
local laws); 

• the services of an individual, such as a neighbor or home health aide, or a housekeeper, 
whose duties include household services related to the care of an eligible dependent; and  

• Social Security or other taxes you pay on behalf of a care provider. 

When you make a claim for reimbursement from your account, you must give the name, address and 
taxpayer identification number of the individual or organization you use for dependent care services. If 
your dependent care provider cannot or will not provide a name, address and taxpayer identification 
number, you will not be able to file a claim for reimbursement. You must supply the taxpayer 
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identification number for each dependent care service provider to the IRS with your annual tax return 
by completing IRS Form 2441. 

For help in estimating your eligible expenses and reimbursement account contribution, refer to the 
Dependent Care Reimbursement Account worksheet.  You are encouraged to consult your personal 
tax advisor or IRS Publication 503, "Your Federal Income Tax," for further guidance as to what is or is 
not an eligible employment-related expense. 

INELIGIBLE DEPENDENT CARE EXPENSES 

Expenses for which you cannot use amounts allocated to your Dependent Care Reimbursement 
Account to pay for include, but are not limited to: 

• expenses that are primarily for food, clothing and education, i.e., tuition expenses for 
kindergarten; 

• transportation between your home and the place where care is provided; 

• overnight stays or camp (although summer day camps are eligible dependent care expenses 
even if they provide primarily educational activities to the extent that they are necessary to 
enable you to work or look for work); 

• medical and dental expenses; 

• expenses for which you claim a dependent care tax credit (please see the explanation 
below);and 

• expenses incurred after your employment terminates. 

 

THE DEPENDENT CARE TAX CREDIT 

The Code permits you to claim a nonrefundable income tax credit for some portion of certain 
dependent care expenses. However, if expenses are reimbursed through your Dependent Care 
Reimbursement Account, you cannot claim a tax credit for them on your federal income tax return. 
Instead, the maximum amount you can take as a dependent care tax credit is reduced ---- dollar-for-
dollar ---- by any amount you receive from the Dependent Care Reimbursement Account.  See IRS 
Publication 503 for more information on the dependent care tax credit. 

You should use conservative estimates when deciding how much to contribute to your Dependent 
Care Reimbursement Account. The IRS “use-it-or-lose-it” rule applies here too. So, if you put more 
money in your account than you have eligible expenses, you will forfeit the unused funds. In contrast, 
there is no risk of forfeiture with the tax credit. You will have to decide whether the reimbursement 
account or the tax credit makes the most sense for you. For help in comparing the potential tax 
savings of each, you should contact your tax advisor. 

PLAN PAYMENTS 

To receive reimbursement from either account, you must follow the procedures outlined below. 

HEALTH CARE REIMBURSEMENT ACCOUNT OR LIMITED PURPOSE REIMBURSEMENT 
ACCOUNT 

The unpaid balance of any amounts otherwise covered by the AIG Medical Plan (excluding insured 
health plans such as Kaiser Hawaii and HMSA), the AIG Dental Plan and the AIG Vision Plan that are 
not paid due to a plan limitation (e.g., deductible, co-pay) will be automatically submitted by the 
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applicable claims administrator to the Health Care Reimbursement Account or Limited Purpose 
Reimbursement Account claims administrator for reimbursement.  (This is called the “automatic 
rollover option.”)  By enrolling in the respective plans and this Plan, you hereby warrant and represent 
that you will notify the Plan Administrator if any expenses that are automatically submitted to the 
Health Care Reimbursement Account or Limited Purpose Reimbursement Account for reimbursement 
have been reimbursed by another plan or arrangement. 

You will be able to shut off the automatic rollover option through the AIG Benefits Service Center 
website at www.ibenefitcenter.com/AIG once your eligibility is loaded. 

The unpaid balance that will be reimbursed includes: 

• Deductible and coinsurance amounts; 

• Amounts over reasonable and customary charges; and 

• Amounts over the applicable plan’s annual maximum. 

However, if you have an expense that isn’t otherwise covered by the AIG Medical Plan, the AIG 
Dental Plan or the AIG Vision Plan, or if you elected to shut off the automatic rollover option, you must 
log on to the AIG Benefits Service Center website at www.ibenefitcenter.com/AIG and complete a 
Flexible Spending Account (FSA) Claim Form. 

DEPENDENT CARE REIMBURSEMENT ACCOUNT 

You must complete a Flexible Spending Account (FSA) Claim Form (please see above regarding how 
to obtain this Form) when you file a claim for dependent care expenses. Be sure to include the name, 
address and tax identification or Social Security number of the person or organization providing the 
services — without this information these claims can’t be processed. 

WHERE TO SEND YOUR CLAIMS 

Attach copies of your bills for your eligible expenses and send your completed claim form to: 

PayFlex 
P.O. Box 981158 El Paso, TX 79998-1158 

WHEN PAYMENTS ARE MADE 

Health FSA and the Dependent Care Reimbursement Account operate on a calendar year basis. This 
means, for example, that your election is generally effective through the end of the calendar year and 
is irrevocable except as described in this summary plan description (“SPD”).  In addition, salary 
reductions for a year may only be used to reimburse expenses incurred during the same year (except 
that you have a grace period for the Dependent Care Reimbursement Account).  However, you have 
until April 30 of the next year to submit your claim for reimbursement of expenses incurred the year 
before. 

From the Health Care Reimbursement Account and Limited Purpose Reimbursement Account 

You’ll receive a Health Care Reimbursement Account or Limited Purpose Reimbursement Account 
check approximately two to four weeks after receipt of your completed claim form. You can be 
reimbursed for the full amount of your eligible Health Care Reimbursement Account or Limited 
Purpose Reimbursement Account expenses at any point during the year (up to the amount 
you elected to contribute for the full year) ---- regardless of the amount you have actually 
contributed at the time you file your claim.  However, once you’ve been reimbursed for the full 
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amount you elected, you cannot submit any additional expenses for reimbursement from your 
account. 

From the Dependent Care Reimbursement Account 

You’ll also receive a Dependent Care Reimbursement Account check approximately two to four weeks 
after receipt of your completed claim form. However, unlike the Health Care Reimbursement Account 
or the Limited Purpose Reimbursement Account, you cannot be reimbursed for more than the 
amount you have contributed to date in your Dependent Care Reimbursement Account. 

Minimum Claim Amount 

In any case, if the amount of your claim is less than $50, you should hold your claims until they total at 
least $50 before filing a claim except during the last month of the Plan Year or during the run-out 
period through April 30 of the following the Plan Year. 

HOW THIS PLAN CAN WORK FOR YOU 

Now that you know what expenses are eligible for reimbursement, it’s time to decide whether you want 
to participate in the Health Care Reimbursement Account or the Limited Purpose Reimbursement 
Account and the Dependent Care Reimbursement Account, and to figure out how much to deposit. 

To help you make those decisions, here are some questions to ask yourself: 

FOR THE HEALTH CARE REIMBURSEMENT ACCOUNT 

• What expenses do I expect to have that won’t be paid under the medical plan? 
Deductibles? Co-payments? Coinsurance? Routine physicals, preventive care, well-
child care for a child over age three? 

• What expenses do I expect to incur for the coming year? 

• Am I going to undergo any procedures that I’ve been putting off? How much of the 
expense will not be reimbursed under the medical plan? 

• How many visits to the dentist will I make? Do I expect to have any major dental work done? 

• When was the last time I had my eyes examined? Will I need new glasses or contact lenses? 

• What health care expenses do I anticipate having for my spouse and dependents? 

FOR THE LIMITED PURPOSE REIMBURSEMENT ACCOUNT 

• How many visits to the dentist will I make? Do I expect to have any major dental work done? 

• When was the last time I had my eyes examined? Will I need new glasses or contact lenses? 

 

FOR THE DEPENDENT CARE REIMBURSEMENT ACCOUNT 

• How much do I expect to pay in day care expenses for my eligible dependents? 

• Am I expecting new dependent care expenses either for a new child or another eligible dependent? 

• Will any of my dependent children turn 13 this year, making them ineligible for dependent 
status under IRS regulations? 
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• How much vacation will I be taking this year? Will I need more or less help with dependent 

care during this time? 

The answers to these questions, in conjunction with the worksheets, will help you determine how the 
reimbursement accounts can work for you, with little downside risk. 

FORFEITURES: THE IRS “USE-IT-OR-LOSE-IT” RULE 

Federal regulations concerning reimbursement accounts are strict. As mentioned earlier, this is where 
the IRS “use-it-or lose-it” rule comes into play. If your eligible expenses for the year are less than the 
amount you contribute to either your Health FSA or your Dependent Care Reimbursement Account, 
you will lose the excess money in your account at the end of the applicable run-out period. And, the 
IRS does not allow you to transfer funds from one account to the other. 

For example, suppose you elect to contribute $1,000 to your Health Care Reimbursement Account 
during the year, and another $1,000 to your Dependent Care Reimbursement Account. If you have 
eligible medical expenses of $600 and eligible dependent care expenses of $1,500 during the year ---- 
and submit your claim for these expenses by the following  April 30---- you will receive $600 from your 
Health Care Reimbursement Account and $1,000 from your Dependent Care Reimbursement 
Account. 

In this case, you would lose the remaining $400 in your Health Care Reimbursement Account. And 
the maximum you could receive from the Dependent Care Reimbursement Account would be $1,000 
(the amount you elected to contribute for the year). You would not be allowed to use the extra $400 in 
your Health Care Reimbursement Account or Limited Purpose Reimbursement Account to be 
reimbursed for the “left over” $500 in dependent care expenses. 

This example shows why it is very important that you estimate your eligible expenses for the 
coming year carefully during the enrollment period. You can use the worksheets to help you make a 
realistic estimate. 

Your forfeited amounts will be combined with other participants’ forfeited amounts and used to offset 
the expenses of the Plan's administration. 

WHEN COVERAGE ENDS 

Your coverage under the Plan ends on the earlier of the following to occur: 

• The date that you elect not to participate as a result of an applicable change in status; 

• The last day of the Plan Year unless you make an election during the annual election 
period; 

• The date that you no longer satisfy the applicable eligibility requirements; 

• The date that you terminate employment; or 

• The date that the Plan is terminated, or you or the class of eligible employees of which you 
are a member are specifically excluded from participating in the Plan. 

Your contributions will stop when you retire, become disabled, or leave the company for any other 
reason. However, you may arrange to continue your coverage under the Health Care Reimbursement 
Account or Limited Purpose Reimbursement Account through COBRA, as explained in the section 
entitled, “Continuation of Coverage under COBRA”. 

If you are on paid leave, your participation in the Health FSA will continue as though you were not on 
leave (i.e., your contributions will continue to be deducted from your pay).  Your participation in the 
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Dependent Care Reimbursement Account ends on the date your leave begins.  You may make a new 
election if you return during the same Plan Year as an eligible employee. 

If you take an unpaid leave of absence (other than an FMLA leave), you may also continue your 
coverage in the Health FSA through the end of the calendar year by making monthly contributions. 
You will be billed by our direct billing third party administrator—Conexis.  If you lose coverage 
because you fail to make a monthly contribution, and you return from the leave during the same Plan 
Year as an eligible employee, your election in effect at the time you lost coverage will be prospectively 
reinstated (reduced by any reimbursements made before your return), but it will be modified to reflect 
the contributions you did not make during the leave.  For example, assume that you elected $1,000 
for the 2017 Plan Year for which you contribute $19.23 per weekly paycheck.  Assume further that 
you take an unpaid leave of absence that begins on March 1, 2017 and ends 16 weeks later on June 
30, 2017.  Your reimbursement balance on March 1, 2017 was $1,000.  You do not make the monthly 
contributions during the leave.  When you return from your leave on July 1, 2017, your $1,000 
coverage level is reinstated, but it is reduced by $307.68 (the contributions that you failed to make 
during your 16 week leave).  Therefore, the remaining reimbursement amount following your return 
from leave is $692.32. 

If you take an unpaid leave of absence (including an FMLA leave), you cease to be eligible for the 
Dependent Care Reimbursement Account.  You may make a new election if you return during the 
same Plan Year as an eligible employee.  The new election must be made within 31 days of returning 
from the leave of absence. 

HEALTH FSA AND FMLA 

If you take a leave of absence qualifying under the FMLA, you may continue your Health FSA 
coverage by making contributions on a monthly basis.  You will be billed by our direct billing third party 
administrator—Conexis.  If you choose not to continue your Health FSA coverage or your coverage 
ceases while on FMLA leave (e.g., for non-payment of require contributions), you will be permitted to 
re-enter the same Health FSA option (i.e., the Health Care Reimbursement Account or Limited 
Purpose Reimbursement Account) upon return from such leave on the same basis as you were 
participating prior to the leave, or as otherwise required by the FMLA. 

You will have two reinstatement options upon return from FMLA leave: 

 Reinstate the maximum reimbursement amount available prior to the leave (reduced by 
any reimbursements for expenses incurred prior to the leave) reduced by the contributions 
you fail to make while out on leave.  Your pre-leave contribution amount will remain the 
same.  For example: Assume Bob takes a leave of absence on April 1 and his Health Care 
Reimbursement Account balance is $1,200 ($100 per month).  His coverage ceased 
during the leave, which lasts 3 months (through June 30).  If Bob elects this option upon 
return, his maximum annual reimbursement amount will be $900 [$1,200 pre-leave 
reimbursement maximum reduced by $300 ($100 for each month he was out on leave)] 
and his monthly contribution will be $100. 

 Reinstate the maximum reimbursement amount available prior to the leave.   The 
contributions that you fail to make during your leave will be pro-rated over the remaining 
months in the Plan Year and added to the original monthly contribution amount.  For 
example, assume Bob elects this option upon return from leave.  Bob will have a $1,200 
maximum reimbursement amount available but his monthly contribution amount will be 
$150 (his original $100 monthly contribution amount plus $50, which is $300 divided by the 
remaining 6 months). 
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 TERMINATION/REHIRES 

If you terminate employment and are rehired within 30 days, your elections will be reinstated to the 
same benefits you had when you terminated.  If you terminate employment and are rehired after 30 
days, you may make new benefit elections, provided you notify the AIG Benefits Service Center within 
30 days of your rehire date of your new elections. You may submit claims for reimbursement of 
eligible health care and dependent care expenses you incurred before your last payroll deduction. 

 CLAIMS SUBMISSION 

Health and Dependent Care Expenses incurred after the participant terminates employment would not 
be reimbursed.  Health Care expenses incurred after that date can be reimbursed if the participant 
had elect continuation of coverage under COBRA.  COBRA continuation is not available for the 
Dependent Care FSA.  

If you are terminated and do not elect COBRA coverage, you may continue to submit your outstanding 
Health and Dependent Care claims incurred prior to your termination date.  These claims must be 
submitted no later than through the end of the third month following the month in which you stop 
participating in the Plan as an active employee. For example, if you leave AIG or terminate from the 
Plan on July 15, 2017, you would have until October 31, 2017 to submit your outstanding claims. 

IF YOU DIE 

If you die while you’re actively employed, your spouse or estate may submit claims for 
reimbursement of eligible health care and dependent care expenses incurred before your date of 
death up to the end of the third month following the month in which your death occurred. Any 
eligible health care expenses incurred by your spouse or eligible dependents after the date of your 
death will not be reimbursed, unless your spouse or dependents elect COBRA coverage. 

IF YOU RECEIVE EXCESS REIMBURSEMENTS 

If, as of the end of any Plan Year, it is determined that you have received payments under either 
account that exceed the amount of Health FSA Expenses or Dependent Care Expenses that have 
been properly substantiated during the Plan Year as set forth in this SPD or reimbursements have 
been made in error (e.g., reimbursements were made for expenses incurred for the care of an 
individual who was not a tax dependent), the Company, acting as Plan Administrator,  may recoup the 
excess reimbursements in one or more of the following ways: 

(I) The Company will notify you of any such excess amount, and you will be required to 
repay the excess amount to the Company immediately after  receipt of such 
notification; 

(II) The Company may offset the excess reimbursement against any other Health FSA or 
Dependent Care Reimbursement Account Expenses (as applicable) submitted for 
reimbursement (regardless of the Plan Year in which submitted); or 

(III) Withhold such amounts from your pay (to the extent permitted under applicable law). 

If the Company is unable to recoup the excess reimbursement by the means set forth in (I) – (III), the 
Company will treat the excess reimbursement as it would any other bad business debt.  This could 
result in adverse income tax consequences to you. 
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CONTINUATION OF COVERAGE UNDER COBRA 

Under federal law, a “qualified beneficiary” may elect continuation coverage under the Health FSA if 
he or she loses coverage as a result of a “qualifying event”.  A qualified beneficiary is you (the 
participant), your covered spouse and/or your covered dependent child at the time of one of the 
following qualifying events: 

• termination of your employment for any reason other than gross misconduct; 
• divorce or legal separation from your spouse; 
• a child no longer qualifying as a dependent under the Plan; 
• reduction in your scheduled work hours; 
• your retirement; or 
• your death. 

The federal law that provides for this extended coverage is the Consolidated Omnibus Budget 
Reconciliation Act of 1985, as amended (“COBRA”). The terms and conditions that apply to COBRA 
coverage are described below. 

You or your dependents must provide written notice to the COBRA Administrator identified in the Plan 
Information Section within 60 days of a divorce, separation or loss of a child’s dependent status.  Your 
written notice must identify the qualifying event, the date of the qualifying event and the qualified 
beneficiaries impacted by the qualifying event. 

For all other qualifying events, the Company will contact you (or, in the case of your death, your 
eligible dependents) about any right to COBRA coverage at your expense.  Detailed information, 
including the premium that must be paid, will be sent to you and your eligible dependents by the 
Company. Notice to your spouse is treated as notice to any covered dependent children who reside 
with your spouse.   You may be required to provide additional information/documentation to support 
that a particular qualifying event has occurred (e.g. divorce decree). 

If you want COBRA coverage, you or your dependents must submit your election form to the COBRA 
Administrator within 60 days from either the date of the notice from the COBRA administrator to you, 
or the date on which coverage terminates, whichever is later. Failure to return the election form within 
the 60-day period will be considered a waiver of your continuation coverage rights. You must make 
separate elections for COBRA continuation for medical coverage and the Health FSA. So, you may 
elect COBRA to continue participation in the Health FSA without electing COBRA for medical 
coverage.  Each qualified beneficiary is entitled to make a separate election for continuation coverage 
under the Plan if he or she is not otherwise covered as a result of another qualified beneficiary’s 
election. 

If you or your eligible dependents do not choose to continue to pay the premium for COBRA coverage, 
your participation in the Health FSA will end. 

The maximum period for which coverage may be continued is the end of the Plan Year in which the 
qualifying event occurs.  COBRA coverage will stop earlier if: 

• You or your eligible dependent becomes entitled to Medicare benefits; 

• If the contribution for your continuation coverage is not paid on time or it is significantly 
insufficient (Note: if your payment is insufficient by the lesser of 10% of the required premium, 
or $50, you will be given 30 days to cure the shortfall); 
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• You or your dependents are covered by another group health plan, except a plan that 

excludes a pre-existing condition for which you or your family member needs treatment; or 

• The Company terminates the Plan. 

Additional information about COBRA coverage is available at the AIG Benefit Service Center website. 

APPEALING A DENIED CLAIM  

If you feel an error has occurred in processing your claim, you should be aware that an appeal 
procedure is available to every employee. 

If your claim for benefits is denied in whole or in part, the Plan Administrator will notify you within 30 
days of receiving your claim. If special circumstances require an extension of time for processing 
your claim, you will receive written notice of the extension and the reasons for it before the end of the 
initial 30 days. The extension will not be more than 15 days from the end of the initial 30-day period. 

If you are denied a claim for benefits, you will receive, in writing: 

• an explanation of the specific reasons for the denial; 

• specific references to the Plan provisions on which the denial is based; 

• a description of any additional material or information necessary for you to properly establish 
the claim, and an explanation of why such material or information is necessary; and 

• an explanation of the steps you can take to submit the claim for review. 

First Level Appeal 

If you receive a denial of any part of your request for reimbursement (“Adverse Benefit 
Determination”), you or your authorized representative may appeal the Adverse Benefit 
Determination within 180 days after your receipt of the notice of Adverse Benefit Determination. You 
or your authorized representative must make any appeal in writing. The appeal must be addressed 
to: 

PayFlex Appeals 

P.O. Box 981158 
El Paso, TX 79998-1158 

A decision regarding your appeal will be made within 30 days after receiving your appeal. 

Second Level Appeal 

If you receive a denial of any part of your first level appeal, you or your authorized representative may 
file a second level appeal within 60 days after your receipt of the notice of first level appeal 
determination.  You or your authorized representative must make any appeal in writing to the AIG 
Appeals Committee. The appeal must be addressed to: 

AIG Appeals Committee 
Attn. Employee Benefits 
175 Water Street, 20th Floor 
New York, NY 10038 

The final decision will be furnished in writing and will include the reasons for the decision, again with 
reference to those Plan provisions upon which the final decision was based. 
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Other important information regarding your appeals (Health Care Reimbursement Only): 

• Each level of appeal will be independent from the previous level (i.e., the same person(s) 
or subordinates of the same person(s) involved in a prior level of review will not be involved 
in the appeal); 

• On each level of review, the claims reviewer will review relevant information that you 
submit even if it is new information; and 

• You cannot file suit in federal court until you have exhausted these appeals procedures. 

MODIFICATION OR TERMINATION OF THE PLAN 

The Company (or its duly authorized representative), in its sole discretion, reserves the unlimited right 
to change, interpret, modify, withdraw or add or delete benefits under the Plan in any way. 

OTHER PLAN LIMITATIONS 

Being a participant in the Plan does not give an employee the right to remain employed with the 
Company. Also, you cannot sell, transfer or assign, either voluntarily or involuntarily, the value of a 
Plan benefit. 

REQUIRED LEGAL INFORMATION 

Under the Employee Retirement Income Security Act of 1974, as amended (“ERISA”), each employee 
is to be provided with certain details about welfare plans. The Health FSA-- but not the Dependent 
Care Reimbursement Account -- are welfare plans governed by ERISA. This information is listed 
below. If you need additional information, please contact the AIG Benefits Service Center or your local 
U.S. Department of Labor Office. 

STATEMENT OF ERISA RIGHTS 

If you are a participant in the Health Care Reimbursement Account or the Limited Purpose 
Reimbursement Account, you are entitled to certain rights and protections under ERISA.  ERISA 
provides that all plan participants shall be entitled to: 

Receive Information About Your Plan and Benefits 

Examine, without charge, at the Plan Administrator's office and at other specified locations, such as 
work-sites and union halls, all documents governing the Plan, including insurance contracts, collective 
bargaining agreements and a copy of the latest annual report (Form 5500 series) filed by the Plan with 
the U.S. Department of Labor and available at the Public Disclosure Room of the Employee Benefits 
Security Administration. 

Obtain, upon written request to the Plan Administrator, copies of all documents governing the 
operation of the Plan, including insurance contracts and collective bargaining agreements, and copies 
of the latest annual report (Form 5500 series) and updated SPD.  The Plan Administrator may make a 
reasonable charge for the copies. 

Receive a summary of the Plan's annual financial report.  The Plan Administrator is required by law to 
furnish each participant with a copy of this summary annual report. 
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Continue Group Health Plan Coverage 

You may continue health care coverage for yourself, spouse or dependent children if there is a loss of 
coverage under the Health Care Reimbursement Account as a result of a qualifying event. You or your 
eligible dependents will have to pay for such coverage. You should review the “Continuation of 
Coverage under COBRA” section for more information concerning your COBRA continuation coverage 
rights. 

Prudent Actions by Plan Fiduciaries 

In addition to creating rights for plan participants, ERISA imposes duties upon the people who are 
responsible for the operation of the employee benefit plan.  The people who operate your Plan, called 
"fiduciaries" of the Plan, have a duty to do so prudently and in the interest of the Plan participants and 
beneficiaries.  No one, including your employer, your union, or any other person, may fire you or 
otherwise discriminate against you in any way to prevent you from obtaining a welfare benefit from the 
Plan, or from exercising your rights under ERISA. 

Enforce Your Rights 

If your claim for a welfare benefit under an ERISA-covered plan is denied in whole or in part, you must 
receive a written explanation of the reason for the denial.  You have the right to have the Plan review 
and reconsider your claim.  Under ERISA, there are steps you can take to enforce the above rights.  
For instance, if you request materials from the Plan and do not receive them within 30 days, you may 
file suit in a federal court.  In such a case, the court may require the Plan Administrator to provide the 
materials and pay you up to $110 a day until you receive the materials, unless the materials were not 
sent because of reasons beyond the control of the Plan Administrator.  If you have a claim for benefits 
that is denied or ignored in whole or in part, you may file suit in a state or federal court.  In addition, if 
you disagree with the plan’s decision or lack thereof concerning the qualified status of a domestic 
relations order or a medical child support order, you may file suit in Federal court.  If it should happen 
that Plan fiduciaries misuse the Plan's money, or if you are discriminated against for asserting your 
rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in a federal 
court.  The court will decide who should pay court costs and legal fees.  If you are successful, the court 
may order the person you have sued to pay these costs and fees.  If you lose, the court may order you 
to pay these costs and fees, for example, if it finds your claim is frivolous. 

Assistance with Your Questions 

If you have any questions about the Plan, you should contact the Plan Administrator.  If you have any 
questions about this statement or about your rights under ERISA, or if you need assistance obtaining 
documents from the Plan Administrator, you should contact the nearest office of the U.S. Department 
of Labor, Employee Benefits Security Administration, listed in your telephone directory, or the Division 
of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of 
Labor, 200 Constitution Ave., N.W., Washington, D.C. 20210.  You may also obtain certain 
publications about your rights and responsibilities under ERISA by calling the publications hotline of 
the Employee Benefits Security Administration. 

  

20 



 
PLAN INFORMATION 

PLAN NAME 
American International Group, Inc. Welfare Benefits Plan (No Trust) 

Programs: 
American International Group, Inc. Health Care Reimbursement Account, Limited Purpose 
Reimbursement Account and Dependent Care Reimbursement Account 

PLAN SPONSOR 
American International Group Inc. (“AIG”)  
175 Water Street, 20th Floor 
New York, NY 10038 
(212) 770-7000 

PLAN SPONSOR’S EMPLOYER IDENTIFICATION NUMBER 
13-2592361 

The HEALTH CARE REIMBURSEMENT AND 
LIMITED PURPOSE 
REIMBURSEMENTACCOUNT ARE PART OF 
THE AMERICAN INTERNATIONAL GROUP, INC. 
WELFARE BENEFITS PLAN (NO TRUST)  
ERISA PLAN NUMBER 
525 

PLAN YEAR 
January 1 – December 31 
(Initial Year: April 1 - December 31, 1991) 

TYPE OF PLAN 
Health Care Reimbursement Account: Welfare Plan 
Limited Purpose Reimbursement Account: Welfare Plan 

Dependent Care Reimbursement Account: Non-ERISA 
Plan 

TYPE OF ADMINISTRATION AND FUNDING 
Employees fund the reimbursement accounts through 
pre-tax salary reductions. 

CLAIMS ADMINISTRATOR 
Claims are processed by 
the Claims Administrator: 

PayFlex 
P.O. Box 981158 
El Paso, TX 79998-1158 
(800) 284-4885 
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PLAN ADMINISTRATOR 
The administration of the Plan is the responsibility of the Plan Administrator. The Plan Administrator 
has the authority to interpret the Plan provisions, and to exercise discretion where necessary or 
appropriate in the interpretation and administration of the Plan. The Plan Administrator may also 
delegate some or all of this authority to a third party as set forth herein (e.g., the AIG Medical Appeals 
Committee).  You can contact the Plan Administrator as follows: 

Senior Director of Employee Benefits 
American International Group, Inc.  
175 Water Street, 20th Floor 
New York, NY 10038 
(212) 770-3305 

COBRA ADMINISTRATOR: 
 Conexis 
 P.O. Box 226101 
 Dallas, TX 75222-6101 
 (866) 924-1988 
 
AIG BENEFITS SERVICE CENTER 
www.ibenefitcenter.com/AIG 
(800) 265-5054 

AGENTS FOR SERVICE OF LEGAL PROCESS 
The agents for service of legal process are the Plan Administrator (please see above), and the 
General Counsel of AIG. The General Counsel can be contacted at the following address: 

General Counsel 
American International Group, Inc.  
80 Pine Street 
New York, NY 10005 
(212) 770-7000 

FOR MORE INFORMATION 

If you have any questions about the information in this booklet, or if you need more information 
about AIG Inc.'s Health Care Reimbursement Account or Limited Purpose Reimbursement Account 
and Dependent Care Reimbursement Account, please contact the AIG Benefits Service Center 
(please see the Plan Information section above for more information). 

This booklet is a summary plan description, meaning it will answer most of your questions about the 
Health Care, Limited Purpose and Dependent Care Reimbursement Accounts available under the 
Plan.  However, it does not provide all the details of the Plan or the accounts. The details can be found 
in the official Plan documents. In case of any conflict between the descriptions contained in this 
summary and the Plan documents, the Plan documents will govern. You can obtain copies of the Plan 
documents from the AIG Benefits Service Center. 

 

22 

http://www.ibenefitcenter.com/AIG

	Enforce Your Rights
	Assistance with Your Questions

