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Summary Plan Description 
This is the most up to date Summary Plan Description (SPD) for the Retiree Pre-65 Point of 

Service (POS) Medical Plan with Diageo North America. It replaces all prior descriptions of your 

medical benefits. 

Where you see “The Company” throughout this SPD, it means Diageo NA. 

This SPD is intended to provide an easy-to-understand explanation of the important provisions of 
your pre-65 retiree medical benefit plan. While the information presented here should answer most 
of your questions, it is not meant to take the place of the official Plan Document that governs the 
Plan. If there is a discrepancy between the SPD and the provisions of the plan or insurance 
documents, the provisions of the plan or insurance documents will prevail. 

Diageo NA, in its sole discretion, reserves the right to review, amend, or terminate the Plan at any 
time. Refer to the Administration section for details. 



3 

 

 

Table of Contents 
• The Retiree Point of Service (POS) Medical Plan 

o Overview 

• Eligibility and Enrolling for Coverage 

o If You are a Current Retiree 

o Eligibility Requirements for New Retirees 

o Enrolling for Coverage as a New Retiree 

o Eligible Dependents 

• When You or Your Spouse Turn Age 65 

o Applying for Medicare 

• ID Card 

• Maintaining Different Residences During the Year 

• Annual Deductible, Coinsurance, Out-of-Pocket Limit 

o Annual Deductible 

o Coinsurance 

o Out-of-Pocket Limit 

• Care Coordination — Medical Plan Management 

o Services Requiring a Notification Call 

o Placing the Notification Call 

o If a Medical Service is Not Covered 

• The POS Plan in Detail 

o Out-of-Network Benefits 

• Benefits Covered by the POS Plan 

• Additional POS Plan Information 

o Mental Health and Substance Use Disorder 

o Multiple Surgical Procedures 

o Reconstructive Surgery 

o Mastectomy 

o Speech Therapy 

o Emergency Room Treatment 



4 

 

 

o Emergency Hospital Admission 

o Maternity and Newborn Benefits 

• The Prescription Drug Program 

o Generic vs. Preferred vs. Non-Preferred Drugs 

o Filling and Paying For Your Prescriptions 

• Benefits Not Covered by the POS Plan 

• Filing Medical Claims 

• Coordination of Benefits (COB) 

o Primary and Secondary Plans 

o Subrogation 

• If Your Situation Changes 

• Questions? 

• Glossary 

• Administration 

o General Plan Information 

o Continuing Coverage through COBRA 

o Health Insurance Portability and Accountability Act of 1996 (HIPAA) 

o Benefit Plans are not a Contract of Employment 

o Interpretation of Plan Provisions are not Binding 

o Assignment of Benefits 

o Modification, Amendment, or Termination of the Plan 

o Claims for Health Care Benefits 

• Your ERISA Rights 



5 

 

 

The Retiree Point of Service (POS) Medical 
Plan 
Diageo NA offers you a Point of Service Retiree Medical Plan (POS Plan) and prescription drug 

coverage administered by UnitedHealthcare. The Plan is designed to meet your and your family’s health 

care needs by providing coverage for a wide range of services while helping you manage your medical 

expenses. 

Overview 
MEDICAL BENEFITS 

The POS Plan allows you to receive care from network providers for discounted fees or to receive care 

from any provider outside of the network by paying a greater portion of the fee. 

NETWORK BENEFITS 

When you go to a network provider, you will pay a copay or it will go towards your in-network deductible. 

Take advantage of in-network providers to receive lower cost of care and avoid the inconvenience of filing 

out-of-network claims. 

OUT-OF-NETWORK BENEFITS 

You may choose to go out-of-network at any time to see a 

doctor or specialist without a referral, or receive care at any 

hospital. When you receive care out-of-network, the Plan will 

generally pay 70% of reasonable and customary (R&C) 

charges after you have met your annual deductible. You will 

need to file a claim form to determine coverage and to 

receive benefits. 

PRESCRIPTION DRUG PROGRAM 

The Prescription Drug Program is 

convenient. You may fill your prescriptions 

through: 

• A network pharmacy 

• A home delivery service 

There are three ways to fill your prescriptions through the Prescription Drug Program. 

1. Network Pharmacy 

There are more than 55,000 retail pharmacies throughout the country that participate in our 

Program. When you purchase your prescriptions at a participating retail pharmacy (network 

pharmacy), you will pay a copayment each time you fill a prescription (31-day supply). 

2. Out-of-Network Pharmacy 

You may also purchase your prescriptions at retail pharmacies that do not participate in the 

Program (out-of-network pharmacy), but the cost is higher. You will be reimbursed 70% of the 

cost of your prescriptions. 

3. Home Delivery Service 

You may fill prescriptions that you use on an ongoing basis, e.g., blood pressure medication, or 

other types of maintenance drugs, through the home delivery service. If you use the home 

delivery service, you may order a 90-day supply for the same amount you would pay for a 31-day 

supply at a network retail pharmacy. 



6 

 

 

Eligibility and Enrolling for Coverage 
If You are a Current Retiree 
If you are currently in the Pre-65 Retiree Medical Plan, your coverage remains intact for you and your 

covered dependents until you or your spouse reach age of 65. Coverage for children ends at the end of 

the month in which they reach age 26. You may not enroll new dependents after retirement. 

Eligibility Requirements for New Retirees 
If you are an active employee on or after January 1, 2016, you will be eligible for Diageo’s Retiree 

Medical Benefits if you meet the following requirements: 

• Are age 55 or older and the sum of your age and service equals 80 or more (e.g., age 55 and 25 

years of service, or age 60 and 20 years of service), or 

• Are age 65 or older and have at least 5 years of service, or 

• Special Eligibility Criteria as stated below. 

Employees accrue the retiree medical subsidy at a rate of 2-2/3% per year of service up to a maximum of 

80% at 30 years of service. Former UD/Guinness or IDV employees who were active on December 31, 

1998 may qualify for a special “grandfather” retiree medical subsidy. 

Note that anyone hired after January 1, 2016 is not eligible for retiree medical coverage. 

FORMER JOSEPH E. SEAGRAM & SONS, INC. EMPLOYEES 

If you were an employee of Joseph E. Seagram & Sons, Inc. on or before December 21, 2001, your prior 

service with Seagram will count toward the eligibility requirements for Diageo NA retiree medical benefits. 

FORMER UD/GUINESS EMPLOYEES 

If you were hired by UD/Guinness before December 31, 1998, you will be eligible for retiree medical 

benefits if you retire from Diageo NA at age 55 or older with at least 10 years of service. 

FORMER PADDINGTON/CARILLON EMPLOYEES 

If you were hired by Paddington/Carillon before December 31, 1998, you will be eligible for retiree 

medical benefits if you retire from Diageo NA at age 55 or older with at least 10 years of service. 

FORMER IDV EMPLOYEES 

If you were hired by IDV before December 31, 1990, you will be eligible for retiree medical benefits if you 

retire from Diageo NA at age 55 or older with at least 15 years of service. 

Enrolling for Coverage as a New Retiree 
You must enroll for coverage within 31 days of becoming eligible, or you will forfeit your opportunity to 

participate in the Retiree Medical Plan. 

If you choose to enroll in the Plan, you may also add eligible dependents. You may only enroll family 

members who are eligible and were covered under the Diageo NA Medical Plan before you retired. It is 

important to make your enrollment decision carefully, because you may not add any dependents, 

regardless of the reason, after the initial enrollment. 

You may enroll in retiree medical coverage via the Diageo Benefits Center by visiting 
www.mydiageobenefits.com or calling 1-800-523-2309 after FirstPoint confirms your active employment 
has ended on the Diageo payroll system. 

http://www.mydiageobenefits.com/
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Eligible Dependents 
Eligible dependents include dependents who were covered by the Diageo NA Medical Plan when you 

were an active employee, as follows: 

• Spouse (unless legally separated); 

• Spouse of the same sex to whom you are legally married; 

• Domestic partner of the same or opposite sex (A person who is an ongoing, intimate, and 

committed relationship with someone of the same or opposite sex that is the equivalent of 

marriage but who is not legally or formally married. The couple must be living together for at least 

12 months, and intend to continue the relationship and live together indefinitely.) A signed 

“Affidavit of Domestic Partnership” is required - available from the Diageo Benefit Center, 

1-800-523-2309; and/or 

• Natural children, pre-adopted/legally adopted children, or stepchildren who are 

o Under age 26; or 

o Disabled (any age, subject to Plan approval). 

Coverage ends for children at the end of the month in which they reach age 26. 

When You or Your Spouse Turns Age 65 
When you or your spouse/domestic partner turns age 65, the member will be covered under a different 

Diageo NA Retiree Medical Plan. It is important that the person turning age 65 apply for Medicare Part A 

and B coverage. Coverage under the POS Plan will no longer be available to those over age 65. You and 

your spouse will be enrolled as single coverage in the plan you are each eligible for if you are not yet both 

age 65. 

The Post-65 Retiree Medical Plan — which will take the place of the POS Plan — is a comprehensive 

plan, sometimes called an indemnity plan. You may see any medical provider or receive care at any 

hospital you choose. After you meet your annual deductible, the Plan generally pays 80% of reasonable 

and customary charges. In some cases, a service may be covered at 100%. 

Our Plan will coordinate benefits with Medicare Parts A and B for participants age 65 and older. Medicare 

will be your primary insurance — paying benefits first — and the Diageo Retiree Medical Plan will be your 

secondary insurance — paying benefits after Medicare. You will also receive an enrollment packet from 

UHC for the Post-65 Rx coverage. You must enroll in the Pharmacy Drug Plan (PDP) by calling UHC 

Medicare RX toll-free at 1-877-558-4749. You will provide UHC with our PDP Group #23782. After 

Medicare enrollment, RX enrollment, the Post-65 medical plan enrollment will be automatic. 

Applying for Medicare 
To ensure that you receive all possible benefits, you will need to apply for Medicare at least three months 

before your 65th birthday. This also applies to your spouse/domestic partner when they reach age 65. If 

you (your spouse/domestic partner) do not sign up for Medicare when first eligible, you may have to pay a 

higher Medicare premium, and enrollment periods may be limited. Our Plan will pay benefits as if you are 

covered by Medicare Parts A and B, regardless of whether you are enrolled. 

To apply for Medicare, you may call 1-800-772-1213 or log on to their website at www.ssa.gov. 

You can also call 1-800-MEDICARE (1-800-633-4227) (TTY: 1-877-486-2048) or visit 

www.medicare.gov. This website answers many questions about enrolling for Medicare Parts A and B 

and what medical services are covered. 

http://www.ssa.gov/
http://you/
http://www.medicare.gov/
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Retirees enrolled in the Post-65 Retiree Medical Plan will receive two ID cards: UHC Medical ID card & 

UHC Medicare RX card. 

ID Card 
You will receive your ID card within a few weeks of enrolling in the Pre-65 Retiree Medical Plan. The ID 

card provides information that you will need when making appointments and the phone number to call if 

you have any questions about coverage. 

If you require medical care before you receive your ID card, tell your doctor that you are a Diageo NA 

retiree and that your coverage is administered by UnitedHealthcare group #144737. Your doctor can 

contact UnitedHealthcare at 1-866-230-8321. 

If you do not receive your ID card within a few weeks of enrolling, call UnitedHealthcare at 

1-866-230-8321. 

Maintaining Different Residences During 
the Year 
This section applies if, during the year, you live at least one or more months outside your current network 

area and receive non-emergency medical care. 

If you expect to receive routine care while living outside of the network area, you must call Diageo, First 

Point (HR) at 1-877-446-4461 to change your address for the time that you are away. When you return 

home, you will need to call again to change your address and PCP back to your usual network area. The 

Plan will cover emergency care if you are outside of the network area. 
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Annual Deductible, Coinsurance, 
Out-of-Pocket Limit 
Annual Deductible 
If you use out-of-network providers, you and each of your dependents will need to 

meet your annual deductible. The deductible is the amount you pay each year for 

eligible medical expenses before the Plan begins to pay benefits. 

Coinsurance 
Coinsurance is the percentage of benefits you and the Company pay for eligible 

medical expenses. 

In most cases, if you use a network provider, there is no deductible, and the Plan 

will pay 100% of the expense after your copay. 

If you use an out-of-network provider, the Plan will generally pay 70% of 

reasonable and customary (R&C) charges (see below) after you meet your 

deductible. 

Out-of-Pocket Limit 
If you receive care out of network, the Plan has a maximum out-of-pocket limit per 

person to protect you from unpredictable, large medical bills. If you reach your out- 

of-pocket limit, the Plan will generally pay 100% of covered R&C charges. 

The out-of-pocket limit does not include hospital/surgical and mental health care 

copays, and charges that you pay above R&C amounts. 

 

 
Reasonable and 

Customary (R&C) 

Charges 

Reasonable and 

Customary (R&C) 

charges are established 

based on what providers 

with similar professional 

backgrounds, education, 

and experience charge 

for a specific service 

within a given area. 

Providers not 

participating in the 

network will bill their full 

charge. The Plan covers 

costs up to R&C limits, 

and you are responsible 

for paying any portion of 

the bill over the limits. 

Charges above R&C 

amounts will not apply 

toward your deductible, 

coinsurance, or annual 

out-of-pocket limit. 
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Care Coordination — Medical Plan 
Management 
The POS Plan includes a process called Care Coordination. This process ensures that both the patient 

and the doctor are aware of all of the benefits that are available through the Plan so that both parties can 

make an educated decision regarding treatment options. 

If you go to an out-of-network provider, you will need to place a Notification Call to UnitedHealthcare’s 

Care Coordination unit before receiving certain types of medical care. If you receive care without making 

the Notification Call, benefits will be paid at 50%. 

Service Requiring a Notification Call 
The following services or treatments require a Notification Call: 

• Outpatient surgeries, diagnostic, and therapeutic services including related charges; 

• Inpatient admissions to the Hospital, Skilled Nursing Facility or Inpatient Rehabilitation Facility; 

• Home Health Care; 

• Outpatient Rehabilitation Services; 

• Outpatient Mental Health and Substance Use Disorder services (30% penalty applies); 

• Durable Medical Equipment/Prosthetics when cost exceeds $300; and 

• Hospice services. 

Placing the Notification Call 
Before surgery, hospitalization, or any other medical service noted above, call the Care Coordination unit 

at 1-800-842-0089. The phone number is also on your ID card. A Care Coordinator will verify your Diageo 

NA coverage and ask you for the following information: 

• Patient’s name; 

• Doctor’s name and phone number; 

• Recommended treatment; 

• Reason for the treatment; 

• Name of the hospital (if applicable); and 

• Date of the proposed treatment. 

The Care Coordinator will also: 

• Contact your doctor for any additional information; 

• Advise you, your doctor, and the hospital (if applicable) of the benefits your Plan provides for the 

proposed treatment program, as well as any other coverage the Plan offers that may be useful in 

treating the condition; 

• Let you and your doctor know if a particular service is not covered by the Plan; 

• Written confirmation will be mailed to you, your doctor, and the hospital (if applicable). The final 
choice in treatment options, however, is always made by the doctor and the patient; and 

• Work with your doctor to obtain any necessary medical equipment, rehabilitation services, home 

health care, or medical services to help you or your family member recuperate. 
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If a Medical Service is Not Covered 
The Care Coordinator will advise both you and your doctor if the Plan does not cover a particular type of 

treatment or condition and may recommend alternate forms of care covered by the Plan. At the time, you 

and your doctor may forward any additional information to help the Care Coordinator evaluate the Plan’s 

coverage. 

 

The POS Plan in Detail 
The POS Plan offers you the choice to receive care from network or out-of-network providers. 

UnitedHealthcare has more than 38,000 providers in its network. A list of network providers can be found 

on the UnitedHealthcare website. 

Network providers must: 

• Have graduated from an accredited school of medicine; 

• Be board-certified or have met the criteria for board certification; 

• Have unrestricted malpractice insurance; 

• Have full hospital privileges; 

• Have an unrestricted state license; and 

• Have sufficient support staff and office equipment. 

Once doctors are accepted into the network, they are regularly monitored to ensure that they continue to 

meet UnitedHealthcare’s standards for care. 

Out-of-Network Benefits 
When you go out of network for your medical care, you have the freedom to choose any doctor, hospital, 

or other provider. But you may pay more for this flexibility. 

• Choose any medical provider — no referrals necessary; 

• $350 annual deductible for each family member; 

• The Plan pays 70% of R&C charges — you pay 30% of R&C charges + expenses over R&C 

charges; 

• Maximum annual out-of-pocket amount (per person) = $3,500; 

• You must call UnitedHealthcare’s Care Coordination for preauthorization of benefits for certain 

medical services, or coverage will be paid at 50% (refer to Benefits covered by the POS Plan, 

page 12); and 

• You must file a claim form each time you or a family member receives care. 
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Benefits Covered by the POS Plan 
The following chart describes many of the services covered by the Medical Plan. Following the chart is a 

more detailed description of some of the benefits. 
 

 
BENEFITS AND SERVICES 

 
Network Benefits 

 
Out-of-Network Benefits 

 
Annual deductible 

 
None 

Call UnitedHealthcare at 

1-866-230-8321 for 

information 

Plan coinsurance 
100% after $10 copay (in most 

cases) 
70% after deductible 

 
Annual out-of-pocket maximum 

 
Does not apply 

Call UnitedHealthcare at 

1-866-230-8321 for 

information 

Lifetime maximum benefit Unlimited Unlimited 

HOSPITAL SERVICES 
 

Network Benefits 
 

Out-of-Network Benefits 

Hospital visit 100% 70% after deductible 

Hospital room & board 

(semi-private) 

Hospital ancillary services 

 
$200 copay per stay, then 100% 

 

70% after deductible 

Inpatient and outpatient 

surgery 

(includes facility, surgeon’s fees, 

and anesthesia) 

 
 

100% 

 
 

70% after deductible 

Hospital emergency room 

(true emergency only) 

100% after $50 copay (copay 

waived if admitted) 

100% after $50 copay (copay 

waived if admitted) 

Ambulance 

(to closest facility) 
100% 100% 
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DOCTOR’S SERVICES Network Benefits Out-of-Network Benefits 

Doctor office visit 

(includes allergy care) 

 

100% after $10 copay 
 

70% after deductible 

Routine annual physical 

exam (age 6 and older) 
100% (no copay) 70% after deductible 

Routine unlimited physical 

exam (child to age 5) 
100% (no copay) 70% after deductible 

 
Chiropractic care 

100% after $30 copay 70% after deductible 

(combined annual 20-visit limit for network and 

out-of-network care) 

Acupuncture 

(MD or DO only) 
100% after $10 copay 70% after deductible 

 
TESTING AND TREATMENT 

 
Network Benefits 

 
Out-of-Network Benefits 

Hearing exams, tests, and aids 

(one device and fitting per ear, 

per lifetime) 

100% after $10 copay for hearing 

exams 

 
70% after deductible 

Lab tests & X-rays 100% 70% after deductible 

Radiation & chemotherapy 

treatment 
100% 70% after deductible 

Mammograms 

Age 35–39 — onebaseline 

exam 

Age 40+— 1x per year 

(No age restriction if family 

history of breast cancer) 

 
 

 
100% 

 
 

 
70% after deductible 

Papsmears(2x per year) 100% 70% after deductible 

 

Temporo-Mandibular Joint 

Syndrome (TMJ) 

(surgical correction and non- 

surgical correction) 

100% after deductible 70% after deductible 

($10,000 combined lifetime benefit for network and 

out-of-network care) 
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MENTAL HEALTH/ 

SUBSTANCE USE DISORDER 

 
Network Benefits 

 
Out-of-Network Benefits 

Inpatient mental/ 

nervous disorder treatment and 

alcohol/substance use disorder 

treatment (semi-private rate) 

 
Benefits coordinated through 

United Behavioral Health (UBH) 

 
$200 copay per stay, then 100% 

70% after deductible if prior 

authorization is obtained; 50% 

after deductible if no prior 

authorization 

 
Annual 60-day combined benefit for network and out-of-network care 

Outpatient mental/ nervous 

disorder treatment and 

alcohol/substance use disorder 

treatment (semi-private rate) 

 
Benefits coordinated through 

United Behavioral Health (UBH) 

 

$10 copay for individual visit; 

$5 copay for group therapy 

70% after deductible if prior 

authorization is obtained; 50% 

after deductible if no prior 

authorization 

 
Annual 60-day combined benefit for network and out-of-network care 

 

THERAPIES 
 

Network Benefits 
 

Out-of-Network Benefits 

Outpatient physical and 

occupational therapy 

 

100% after $10 copay 
 

70% after deductible 

Speech therapy 100% after $10 copay 70% after deductible 

Cardiac Rehabilitation 100% after $10 copay 70% after deductible 

REPRODUCTIVE/ 

MATERNITY SERVICES 
Network Benefits Out-of-Network Benefits 

Assisted Reproduction Therapy 

(ART) (artificial insemination, invitro 

fertilization, GIFT, ZIFT) 

 

$35,000 lifetime maximum medical 

benefit 

 
70% after deductible 

Infertility treatment of 

underlying condition 
$35,000 lifetime maximum medical 

benefit 
70% after deductible 

Maternity care $10 copay for first visit, then 100% 70% after deductible 

Nurse midwife 100% 70% after deductible 

Birthing centers 100% 70% after deductible 

Newborn hospital services/ 

circumcision 
100% 70% after deductible (paid on 

baby’s claim) 

Sterilization 

(male and female) 
100% 70% after deductible 

Elective Abortion 100% 70% after deductible 
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OTHER SERVICES 

 
Network Benefits 

 
Out-of-Network Benefits 

 
Prescription Drug Program 

Retail 

(31-day supply) 

Network Pharmacy: 
 

No deductible: 
$5 copay — generic Not Covered 

$15 copay — preferred  

$25 copay — non-preferred  

 
Home Delivery Service 

(90-daysupply) 

No deductible: 

$5 copay — generic 

$15 copay — preferred 

 
 

70% after annual deductible 

 $25 copay — non-preferred  

Urgent care center $25 copay 70% after deductible 

Prosthetic appliances 

(includes foot orthotics) 

 
100% 

 
70% after deductible 

Durable medical equipment 

(DME) 

(Notification Call required for 

expenses over $1,000) 

 

 
100% 

 

 
70% after deductible 

 
Organ transplants 

Coordinated by United 

Resource Network (URN) 

 
Call UnitedHealthcare for 

coverage information 

 
Call UnitedHealthcare for 

coverage information 

Hospice care 100% 70% after deductible 

Home health care (prior 

hospital stay not required) 

 
100% 

 
70% after deductible 

Extended care/skilled Nursing 

facility 

(120 days per year — no prior 

hospital stay required) 

 
$200 copay per stay, then 100% 

(copay waived if admitted from 

hospital) 

 

 
70% after deductible 
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Additional POS Plan Information 
Mental Health and Substance Use Disorder 
Mental health and substance use disorder benefits are coordinated with a division of UnitedHealthcare 

called United Behavioral Health (UBH). 

If you feel that you or a family member needs help with a mental health or substance use disorder issue, 

call UBH at 1-800-888-2998. UBH care managers are available 24 hours a day. If it is an emergency (a 

person is a threat to him/herself or to others), go to the closest medical facility and notify UBH within 48 

hours. 

Your call to UBH satisfied the notification requirement for mental health or substance use disorder 

treatment. UBH will coordinate your care to ensure maximum coverage 

If you do not receive approval from UBH, the Plan will pay only 50%. 

Multiple Surgical Procedures 
If more than one surgical procedure is performed at the same time, benefits may be limited to: 

• 100% of R&C expenses for the main procedure; 

• 50% of R&C expenses for the second procedure; and 

• 25% of R&C expenses for additional procedures. 

Reconstructive Surgery 
Reconstructive surgery is covered to improve functional impairment as a result of: 

• Birth defect; 

• Sickness; 

• Surgery to treat a sickness or accidental injury; 

• Accidental injury that occurs while the patient is covered by the Diageo NA Plan; and 

• Mastectomy — Treatment will be covered for the breast on which the mastectomy has been 

performed and the other breast to produce a symmetrical appearance. Coverage is also provided 

for prostheses. 

Masectomy 
In addition to reconstructive surgery (see above), the Plan also covers treatment for phases of post 

mastectomy surgery, including swelling associated with the removal of lymph nodes. 
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Speech Therapy 
Speech therapy must be provided by a licensed speech therapist and intended to restore speech that was 

lost as a result of: 

• Surgery, radiation therapy, or other treatment that affects the vocal cords; 

• Cerebral thrombosis (cerebral vascular accident); 

• Brain damage due to an accidental injury or organic brain lesion (aphasia); 

• Accidental injury that occurs while the patient is covered by the Diageo NA Plan; and 

• Congenital anomalies, such as clef lip/palate. 

Speech therapy is covered for children under age 3 whose speech is impaired due to: 

• Infantile autism; 

• Developmental delay or cerebral palsy; 

• Hearing impairment; and 

• Congenital anomalies, such as cleft lip/palate. 

Emergency Room Treatment 
The emergency room should only be used for acute medical conditions 

caused by an accident or the sudden onset of a severe or suspected 

severe illness. 

Some examples of acute conditions are: suspected heart attack, sudden 

The Plan will not pay benefits 

if you use the emergency 

room for a non-emergency. 

asthma attack, convulsions, loss of blood, blood or food poisoning, and broken bones. Examples of non- 

acute conditions are colds, sore throats, stomach aches, and the flu. 

If you use an emergency room for a non-emergency, the Plan will not pay any benefits. You will need to 

pay the full cost of the visit. 

Emergency Hospital Admission 
If you or a family member is admitted to the hospital as a result of an emergency, you must notify Care 

Coordination within 48 hours. If the emergency occurs on a weekend, you must place the Notification Call 

within 72 hours of the hospital admission. 

Maternity and Newborn Benefits 
If you or a dependent has medical expenses related to the birth of a child, the Plan will pay 

hospital/birthing center and doctor/nurse midwife expenses the same as for any other medical condition. 

The Plan pays benefits for 48 hours in the hospital/birthing center for a vaginal delivery and 96 hours in 

the hospital for a cesarean delivery. Additional time in the hospital requires a Notification Call. 
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The Prescription Drug Program 
Generic vs. Preferred vs. Non-preferred Drugs 
The Prescription Drug Program is administered by UHC, OptumRx and it is 

designed to provide flexibility regarding the types of drugs that are covered to treat 

an illness or condition. Your cost depends on the category of drug used to fill your 

prescription. 

GENERIC DRUGS 

Most of today’s brand-name prescription drugs have generic alternatives. The 

generic name of the drug is its chemical name. By law, generic drugs must be the 

same chemically and have the same therapeutic effect as their brand-name 

equivalents. 

Your prescriptions will be filled with generic equivalents unless your doctor 

 
 
 
 

 
Each type of covered 

drug is FDA approved. 

You pay: 

• The least for generic 

drugs 

• A higher copayment 

for preferred drugs 

• The highest 

copayment for non- 

preferred drugs 

specifically indicates “Dispense as Written (DAW)”, or the drug is not available in a generic formula. 

PREFERRED DRUGS 

Preferred drugs, sometimes called formulary drugs, are brand-name drugs that are evaluated by a 

national committee of doctors and pharmacists and approved by the FDA for the treatment of specific 

illnesses or conditions. The drugs that are on the preferred list are reviewed and updated regularly to 

remain current with the needs of doctors and their patients. The Preferred Drug list can be found on the 

UnitedHealthcare website. 

NON-PREFERRED DRUGS 

Non-preferred drugs, or non-formulary drugs, are brand-name drugs that have a generic alternative or 

preferred brand option. They may be prescribed if your doctor decides that this is the most beneficial 

medication for you. 

Filling and Paying for Your Prescriptions 
NETWORK RETAIL PHARMACY 

If you use a network retail pharmacy, you will need to present your ID card each time you fill a 

prescription and pay the applicable copayment. 

To locate a network pharmacy near you, contact UnitedHealthcare. 

HOME DELIVERY SERVICE 

The home delivery service is also administered by UHC, OptumRx. 

If you use the home delivery service: 

• Ask your doctor to write a prescription for a 90-day supply and 
indicate the number of refills available. 

• Contact OptumRx for an order form. 

• Submit your form and the original prescription. 

Save money by using the 

home delivery service for 

maintenance drugs. 

• Your prescription should be delivered within two weeks. There are no shipping costs. 

• If you need a refill, you may submit another order form, call 1-866-230-8321, or log on to the 
OptumRx website at www.myuhc.com. 

http://www.myuhc.com/
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Benefits Not Covered by the POS Plan 
The following are examples of expenses not covered under the POS Plan or Prescription Drug Program. 

You may check with UnitedHealthcare if you are uncertain about a particular service, treatment, or 

medicine. 

• Appetite suppressants and other weight loss products; 

• Breast reduction surgery; 

• Charges above R&C amounts; 

• Charges for the completion of claim forms or failure to keep an appointment; 

• Charges from a provider who would waive deductible or coinsurance payments; 

• Cosmetic or reconstructive surgery unless the direct result of an accident that occurred while 

covered by this Plan, or the result of a congenital malformation or surgery causing functional 

impairment; 

• Prescriptions: 

o Covered by another carrier or prescription plan 

o Dispensed for a purpose other than the treatments recommended by the FDA 

o Dispensed for more than a 31-day supply at a retail pharmacy or a 90-day supply through 
the home delivery service 

o For tobacco dependency or smoking cessation 

o Given while confined in a hospital, nursing home, or similar place that has its own drug 
dispensary 

o Labeled “Caution — limited by federal law to investigational use”, or experimental drugs 

o Prescribed as a result of an injury or illness covered by Workers’ Compensation 

o Purchased after coverage ends for you and/or your dependents; 

• Educational services; 

• Expenses for ineligible providers, including but not limited to: Christian Science practitioners, 
pastoral counselors, exercise, sports and massage therapists, and lactation consultants; 

• Eye exams, lenses, frames, contact lenses, or refractive eye surgery; 

• Fees paid by Medicare; 

• General and injectable vitamins (does not apply to prenatal vitamins, vitamins with fluoride and B- 
12 injections); 

• Health club memberships, weight loss clinics, and similar programs; 

• Herbal medicine, holistic or homeopathic care, including drugs; 

• Infertility or Assisted Reproductive Therapy (ART) if infertility is the result of voluntary sterilization 

or if the person is clinically high risk with no reasonable expectation of becoming pregnant; 

• Injectable drugs (does not apply to insulin or other covered self-injectable drugs that are self- 
administered and can be injected subcutaneously); 

• Inpatient private-duty nursing; 

• Liposuction; 
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• Medical charges covered by any other plan or Workers’ Compensation; 

• Medical expenses incurred outside the U.S. for treatments that are not approved procedures in 

the U.S. (e.g., Laetrile cancer treatments in Mexico); 

• Mental health and substance use disorder expenses not approved by UBH; 

• Nursing home charges and expenses for custodial care; 

• Nutritional counseling; 

• Over-the-counter medications; 

• Personal convenience items such as first aid kits, air conditioners, dehumidifiers, air purifiers, 

exercise equipment, orthopedic mattresses, home or automobile modifications, or other similar 

items, even if recommended by a doctor; 

• Professional care by a close relative; 

• Radial keratotomy or other surgery designed to correct your vision; 

• Replacement drugs resulting from a lost, stolen, broken, or destroyed prescription order or refill; 

• Routine dental treatment; 

• Services not ordered by a doctor or recognized as safe and effective for the stated diagnosis; 

• Treatment and supplies considered experimental or investigative in nature; 

• Treatment received before you were a member of the Plan; and 

• Vocational rehabilitation, and recreational or educational therapy. 

 

Filing Medical Claims 
You or your medical provider will need to submit a claim form each time you or a family member receives 

medical care. Claim forms are available from UnitedHealthcare. 

Claims must be submitted within 15 months of the date of service. For example, if you are hospitalized in 

June 2021, you must submit your claim by September 2022. 

Send your completed claim forms (including your name, Social Security number, and policy number) and 

appropriate receipts or attachments to: 

UnitedHealthcare 

Attn: Coordination of Benefits 
PO Box 740800 

Atlanta, GA 30374-0800 
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Coordination of Benefits (COB) 
Primary and Secondary Plans 
If in addition to our Plan, you or your dependents are eligible to receive benefits from another medical 

plan, or “no-fault” automobile insurance, we will coordinate benefits with the other plans to prevent 

overpayment. 

The plan that pays benefits first is the primary plan; the other plan is the secondary plan. The following 

criteria determine which plan is primary: 

• A plan that does not coordinate with other plans is always the primary plan. 

• The plan covering the person as an employee/retiree is the primary plan; the plan covering the 
person as a dependent is the secondary plan. 

• When our Plan and another plan cover a dependent child, the primary plan is the plan of the 

parent whose birthday (month and day) falls earlier in the year. The secondary plan is the plan of 

the parent whose birthday falls later in the year, but if both parents have the same birthday, the 

plan that has covered the parent for the longest time is the primary plan. If the other plan does not 

have the birthday rule, the other plan’s rule will determine which plan is primary. 

• Dependent children of divorced or legally separated parents will be covered first by the parent 

who has primary financial responsibility. If, however, the specific terms of a court decree state 

that one parent is responsible for the health care expenses of the dependent children, then that 

parent’s plan is the primary plan. 

When our Plan is secondary, it will pay either 100% of the covered expenses remaining after the primary 

plan has paid, or our Plan’s normal benefits, whichever is less. 

The Plan’s liability for expenses arising out of an automobile accident is based on the type of automobile 

insurance law enacted by the covered person’s state. Currently there are three types of state automobile 

insurance laws: 

• No-fault automobile insurance laws; 

• Financial responsibility laws; and 

• Other automobile insurance laws. 

It is the Plan’s general intent not to pay expenses resulting from automobile accidents. 

Subrogation 
As a condition to participating in and receiving benefits under this Plan, covered persons and their 

dependents agree: 

• To reimburse the Plan for any such benefits paid, to or on their behalf, when said benefits are 

recovered, in any form from any person or his insurer, corporation, entity, no-fault coverage, 

uninsured coverage, underinsured coverage, or other insurance policies or funds. 

• Without limiting the preceding, to subrogate the plans to any and all claims, causes of actions or 

rights that they have or that may arise against any person, corporation, and/or entity who has or 

may have cause, contributed to/or aggravated the injury or condition for which the covered 

person(s) and/or their dependent claims an entitlement to benefits under the Plan, and to any 

claims, causes of action, or rights they may have against any other no-fault coverage, uninsured 

motorist coverage, underinsured motorist coverage, other insurance policies, or funds 

(“coverage”). In the event a covered person or a dependent settles, recovers or is reimbursed by 

any third party or coverage, the covered person or dependent agrees to hold any such funds 
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received in trust for the benefit of the Plan, and to reimburse the Plan for all benefits paid or that 

will be paid as a result of an injury or condition. 

• The covered person and dependent(s) agree that they will make a decision on pursuing any and 

all third parties and coverage within 30 days of the date of the accident or occurrence that led to 

the injury or condition for which Plan benefits are being sought, and within the 30 days will so 

notify the Plan in writing. In the event the covered person decides not to pursue any and all third 

parties or coverage, or fails to notify the Plan within 30 days of the accident or occurrence of its 

intent to do so, the covered person and any dependents authorize the Plan to pursue, 

compromise, or settle any such claims in their name, to execute any and all documents 

necessary to pursue said claims, and agree fully to cooperate with the Plan in the prosecution of 

any such claims. 

• The Plan will not pay or be responsible, without written consent, for any fees or costs associated 

with a covered person or a dependent pursuing a claim against any third party or coverage. 

If Your Situation Changes 
Your medical benefits may be affected under the following circumstances: 

 

 
 

If a dependent is 

no longer eligible 

for coverage 

If a dependent is no longer eligible for coverage due to 

age, divorce, etc., coverage will end on the last day of the 

month in which he/she is no longer eligible. 

He/she may continue medical coverage at the full 

premium through COBRA. A 2% administrative fee will 

be charged. (See the Continuing Coverage through 

COBRA section.) 

 
 

 
If you die 

The Company will continue to provide medical coverage 

for your spouse for the rest of his/her life or until he/she 

chooses not to be covered by our Plan as long as monthly 

premiums are paid. 

The Company will continue coverage for your dependent 

children until they are no longer eligible for benefits 

under this Plan as long as monthly premiums are paid. 

 

Questions? 
• If you have questions about your medical benefits or the Prescription Drug Program, or if you 

need claim forms, call UnitedHealthcare at 1-866-230-8321, or log on to their website at 

www.myuhc.com. When you log on for the first time, you will register, and receive an ID number 

and a password in order to access information. 

• Prescription home delivery service: UHC OptumRx at 1-866-230-8321, or log on to their website 
at www.myuhc.com. 

• UnitedHealthcare’s Care Coordination (Notification Call): 1-800-842-0089 

• United Behavior Health (UBH): 1-800-888-2998 

http://www.myuhc.com/
http://www.myuhc.com/
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Glossary 
The glossary provides definitions of terms used throughout this document. 

Care Coordination: A process required by UnitedHealthcare to ensure that both the patient and the 

doctor are aware of all of the benefits that are available through the Medical Plan, so that both parties can 

make an educated decision regarding treatment options. 

Coinsurance: The percentage of benefits paid by you and the Company. 

Copay: The dollar amount you pay for a specific health care expense. 

Custodial care: General assistance in performing daily activities, such as bathing and dressing. Also 

includes room and board, and other services that are generally provided over a long period of time. 

Deductible: The amount of covered expenses you pay each year before the Plan pays a benefit. 

Durable medical equipment: Equipment that is related to the care of a medical condition, such as a 

wheelchair or hospital bed. 

Emergency: The sudden onset of a medical condition so severe that it requires immediate medical 

attention. 

Health care provider: A person or institution that provides medical services — for example, a physician, 

hospital, or laboratory. 

Hospice: Home care or inpatient care for a patient with a terminal illness. 

Hospital: A facility that a) provides regular overnight care and has full diagnostic, surgical, and 

therapeutic facilities; b) has a staff of one or more licensed physicians or surgeons available at all times; 

c) has 24-hour nursing services by registered graduate nurses (RNs); and d) maintains inpatient facilities. 

Medically necessary: A health care service or supply that is: 

• Required to diagnose or treat a specific medical condition; 

• Consistent with the symptoms or diagnosis; 

• Recognized in the medical field as effective for treating the diagnosed condition; and 

• The most cost-effective and appropriate alternative that can be safely used. 

Network: A group of pharmacies that agree to charge a set fee to Plan participants. 

Nurse Midwife: A person trained to assist a woman during childbirth; the person may sometimes also 

provide prenatal care for pregnant women, birth education for women and their partners, and care for 

mothers and newborn babies after birth. 

Nurse Practitioner: A registered nurse who has completed a nurse practitioner program and is trained in 

providing primary care services. 

Out-of-network: Physicians, institutions, and pharmacies that have not contracted with UnitedHealthcare 

to provide services. 

Out-of-pocket limit/maximum: The most you will pay in covered reasonable and customary (R&C) 

medical expenses during the year, including any applicable deductibles. Any covered R&C medical 

expenses above this amount will be paid 100% by the Plan. 

Reasonable and customary charges (R&C): Charges based on what providers with similar professional 

backgrounds, education, and experience charge for a specific service within a given area. Generally, you 

are required to pay amounts above R&C limits. 
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Rehabilitation facility: A facility used to help a patient recover from an accident or illness to help restore 

skills so that he/she can function in a more normal manner. For example, after a stroke, rehabilitation may 

be required to help improve speech and mobility. 

Room and board: Your lodging and food in a hospital or other medical facility. 

Skilled home health care agency: An organization that provides skilled nursing and other therapeutic 

services to patients in their homes. 

Skilled nursing facility: An institution that provides skilled nursing care or convalescent care after or 

instead of a hospital stay. 

Specialist: A physician who practices in a certain area of medicine, such as surgery, obstetrics, or 

orthopedics, rather than dealing with all aspects of your health. 

Surgical procedures: Includes any cutting, suturing, correcting of fractures, reducing dislocations, 

taping, or removing of stones or foreign bodies by endoscopic means. 

Temporo-Mandibular Joint Syndrome (TMJ): A broad range of head, face, and neck pain that can 

result from, but is not limited to, injury or trauma, malformed mouth structure, teeth clenching, teeth 

grinding, or tension. 
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Administration 
General Plan Information 
THE COMPANY 

Where “Company” or “Diageo NA” is used throughout Your Retiree Medical Benefits book, it means 

Diageo North America, Inc. and its affiliates that are covered by the benefits described in this Summary 

Plan Description (SPD). 

Diageo NA Employer ID Number: 06-1067908 

 
The Plan Sponsor 
Diageo North America, Inc. 
3 World Trade Center 
175 Greenwich Street 
New York, NY 10007 

 
 
 

The Plan Administrator 
Employee Benefits Administration Committee (EBAC) 
Diageo North America, Inc. 
3 World Trade Center 
175 Greenwich Street 
New York, NY 10007 

 
The EBAC is authorized and has been given complete discretion to interpret and administer the Plan. It 

makes rules, determines eligibility for benefits, determines coverage and benefit amounts, and resolves 

all claims and disputes regarding the Plan. The EBAC’s decisions are final and binding. The EBAC may 

delegate any and all authority under the Plan as it deems appropriate. 

PLAN YEAR 

The Plan is administered on a calendar year basis, January 1 – December 31. 

AGENT FOR LEGAL PROCESS 

In the event that any legal action is necessary, Diageo NA has designated the following to serve as agent 

for service of legal process: 

Senior Vice President and General Counsel 

Diageo North America, Inc. 

3 World Trade Center 
175 Greenwich Street 
New York, NY 10007 

 
Service may also be made on the Plan Administrator or Plan Trustees. The Company is required to file 

official Plan Documents and annual reports (Form 5500) with the Employee Benefits Security 

Administration (EBSA) under the Department of Labor. 
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SOURCES OF PLAN INFORMATION 

If you would like to see a copy of a Plan Document or reports that the Company submits to the government, 

you may do so during normal working hours or by contacting Diageo, First Point (Human Resources) at 

1-877-446-4461. You may request a copy of a Plan Document by writing to the Plan Administrator. A copy 

will be sent to you within 30 days of receipt of your written request. The Company may charge you for the 

cost of making the copies. You may also request information from the Employee Benefits Security 

Administration at the address listed below: 

Employee Benefits Security Administration 
U.S. Department of Labor 

200 Constitution Avenue N.W. 
Washington, DC 20210 

 

No Vested Rights to Benefits 
While the Company currently provides medical and prescription drug benefits to retirees who meet 
eligibility requirements, retirees have no vested right to such benefits. The Company may withdraw or 
modify such benefits at any time in its sole discretion. 

 

Benefit Plans are not a Contract of Employment 
The Retiree Medical Plan is not a contract of employment between you and the Company and grants no 
rights of continued employment to you or any other participants. 

 

Interpretation of Plan Provisions are not Binding 
Interpretation of the provisions of Your Retiree Medical Benefits or the Plan Documents made by persons 
other than the EBAC or those to whom it has delegated authority is without force or effect. 

 

Assignment of Benefits 
The benefits summarized in this SPD are used exclusively to provide benefits to you and your eligible 
dependents. Neither you nor Diageo NA can assign, transfer, or attach your benefits, or use them as 
collateral for a loan. 

 

Modification, Amendment, or Termination of the Plan 
Currently, the Company expects to continue the Retiree Medical Plan indefinitely. The Company, 
however, fully reserves the right through action by its Board of Directors or the EBAC to modify, amend, 
or terminate the Plan at any time and for any reason. If the Plan is modified, amended, or terminated, 
retired employees may not receive benefits as described in this SPD or as described in other materials 
that may have been provided to you from time to time. You may instead be entitled to receive different 
benefits, benefits under different conditions, or benefits may cease. 
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Official Plan Name/Common Plan Name 
Diageo NA Group Insurance Plans/Medical Plan and Prescription Drug Program 

Plan Number: 501 

Type of Plan: ERISA; self-insured welfare 

Administered by 

Medical: UnitedHealthcare Insurance Company 

185 Asylum Street 

Hartford, CT 06103 

Prescription UHC OptumRx 

Drug: 2300 Main Street 

Irvine, CA 92614 

LEGAL PLAN DOCUMENTS 

Your Retiree Medical Benefits is a Summary Plan Description (SPD) of the Diageo NA Retiree Medical 

Plan. It describes the essential features of the legal Plan Document that governs the plan’s operations. If 

the material in this SPD is inconsistent in any way with the provisions of the applicable Plan Document, 

the provisions of the Plan Document are the controlling and final authority. 

ADMINISTRATIVE SERVICES 

Administrative services for the Retiree Medical Plan are provided by: 

UnitedHealthcare Insurance Company 
Box 740800 
Atlanta, GA 30374-0800 

 
UnitedHealthcare does not insure your benefits. The Retiree Medical Plan is self-insured by the 

Company. This means that the Company funds benefits for this Plan from its general assets. 

No contracts of insurers exist with respect to benefits under this Plan, and no insurance company insures 

your benefits. 

 

 

Claims for Health Care Benefits 
Diageo’s health care plan is self-insured. That means that the Company funds benefits for the plans from 
its general assets. No contracts of insurance exist with respect to benefits under these plans, and no 
insurance company insures your benefits. 

 

Claim Administrators: 
Medical Plan: UnitedHealthcare Insurance Company 

P.O. Box 740800 
Atlanta, GA 30374-0800. 
1-866-230-8321 

Prescription Drug 
Program: UHC, OptumRx 

PO Box 509075, 
San Diego, CA 92150-9075. 
1-800-866-8321 

 
In general, all claims for benefits must be filed in writing with the Insurer or Claim Administrator identified 
above. Claims forms are available from the Insurer or Claims Administrator. The claims must be 
submitted within 12 months after the date of the event or services that is the subject of your claim. 
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If your claim under the plan is totally or partially denied, you will be notified of the decisions, after the 
Claims Administrator’s receipt of your claim within the time limit shown below. The types of claims are 
described below. 

 
URGENT CARE CLAIMS 

Urgent care means any claim for medical care or treatment where denial of such care could seriously 
jeopardize your life or health or your ability to regain maximum function; or in the opinion of a physician, 
with knowledge of your medical condition, would subject you to severe pain that cannot be adequately 
managed without the care or treatment that is the subject of the claim. Your treating physician can 
designate a claim for urgent care. 

A claim will be considered to be an urgent care claim if an individual acting on behalf of the plan, applying 
the judgment of a prudent layperson who possesses an average knowledge of health and medicine, 
determines the claim to be an urgent care claim. Also, any claim that a physician with knowledge of the 
claimant’s medical condition determines is an urgent care claim within the meaning of this section shall be 
treated as a claim involving urgent care for the purposes of this section. 

CONCURRENT CARE CLAIMS 

This section applies if you have already received approval for an ongoing course of treatment to be 
provided over a period of time or a specified number of treatments. 

• Reduction/Termination in Course of Treatment: Any decision to reduce or terminate a 
previously approved course of treatment (unless the Plan is being terminated altogether) will be 
considered a denial of a claim for benefits. You will receive sufficient advance written notice of the 
reduction or termination to allow you to obtain a review of the decision before the course of 
treatment is reduced or eliminated. The notice will be provided as described below. 

• Requesting an Extension of a Course of Treatment: If you wish to request an extension of a 
course of treatment beyond the initial period of time or number of treatments for which you 
previously received approval, and if the request involves urgent care, you must make such request 
at least 24 hours prior to the expiration of the previously approved course of treatment. You will be 
notified in writing of the decision whether to extend your course of treatment as soon as possible, 
but no later than 24 hours after receipt of your request. If your request does not involve urgent 
care, your claim will be treated as a regular pre-service claim. If your request is being denied, you 
will receive notice as described below. 

A decision regarding your request for the Plan to approve an ongoing course of treatment will be made far 
enough in advance of the proposed reduction of termination of treatment to allow you to appeal before the 
benefit is reduced or terminated. 

PRE- AND POST-SERVICE CLAIMS 

A Pre-Service Claim is a claim for a benefit under a group health plan that requires prior approval from 
the plan in order to ensure full benefit coverage. 

A Post-Service Claim is a claim for a benefit under a group health plan that does not require pre- 
approval before receiving care. 

The Insurer of Claims Administrator will notify you about your claim as follows, depending on the type of 
claim made: 
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Initial Claims Determination Handling Based On Type Of Claim 

Action Urgent Care Pre-Service Post-Service 

 
Initial claim 

decision by 

Claims 

Administrator or 

Insurer 

Notice of determination 

(whether adverse or not) 

must be provided as soon 

as possible considering 

medical exigencies, but 

no later than 72 hours 

after claim submission. 

Notice of determination 

(whether adverse or not) 

must be provided within 

a reasonable period of 

time appropriate to the 

medical circumstances 

but no later than 15 days 

after claim submission. 

Notice of adverse benefit 

determination must be 

provided within a 

reasonable period of 

time but no later than 30 

days after claim 

submission. 

 

 
Extension taken 

by Claims 

Administrator or 

Insurer 

 
 
 

 
Not permitted 

Up to 15 days if 

necessary due to 

matters beyond the 

control of the Claims 

Administrator or Insurer. 

Notice of extension must 

be given to claimant 

before initial notice 

period ends. 

Up to 15 days if 

necessary due to 

matters beyond the 

control of the Claims 

Administrator or Insurer. 

Notice of extension must 

be given to claimant 

before initial notice 

period ends. 

Claims 

Administrator or 

Insurer requests 

missing 

information from 

claimant 

If additional information is 

needed to make a 

determination, it must be 

requested within 24 hours 

after claim submission. 

If additional information 

is needed to make a 

determination, it must be 

requested within 5 days 

after claim submission. 

If additional information 

is needed to make a 

determination, it must be 

requested within 30 days 

after claim submission. 

 
Claimant must 

provide requested 

information 

Within 48 hours of 

request and Claims 

Administrator must make 

a determination within 48 

hours of receiving 

requested information. 

 
 

Within 45 days of 

request. 

 
 

Within 45 days of 

request. 

If an extension is required, you will be notified of the special circumstances involved and the date by 
which the Insurer or Claims Administrator expects to render a final decision. If the extension of time is 
required because you failed to provide information necessary to decide the claim, the notice of extension 
will describe the additional required information and you will be notified of the deadline for providing the 
specified information. 

If your claim is denied, the Insurer or Claims Administrator will provide you with a written or electronic 
notification of an adverse benefit determination. The notice will: 

• Provide enough information about health care claims to identify the claim involved (including the 
date of service, the health care provider, and the claim amount, if applicable); 

• Provide a statement regarding health care claims that diagnosis and treatment codes (and their 
meanings) will be provided upon request; 

• Provide the specific reason(s) for the denial; 

• Refer to the specific plan provisions on which the denial is based; 



30 

 

 

• Describe any additional information necessary for you to complete your claim and explain why such 
information is necessary; 

• Describe the plan’s review procedure and the time limits that apply to your right to appeal, 
(including any external review processes, if applicable); 

• Describe your right to bring a civil action under section 502(a) of ERISA following an adverse 
benefit determination on review; 

• Describe the standard used in denying the claim. For example, if your claim was denied because it 
was not medically necessary, a description of the “medically necessary: standard” will be included; 

• If the Insurer or Claims Administrator relied on a specific internal rule or guideline to make the 
adverse determination, provide (1) an explanation of the rule or guideline, or (2) a statement that a 
specific rule or guideline was relied upon and that a copy of the rule will be provided to you free of 
charge upon request; 

• If the adverse determination is based on medical necessity, experimental treatment, or similar 
exclusion or limit, provide either an explanation of the clinical judgment for the determination or a 
statement that such an explanation will be provided free of charge upon request; and 

• In the case of an adverse determination for urgent care, describe the expedited review process 
applicable to such claims. 

In the case of an adverse benefit determination involving a claim for urgent care, the information 
described above may be provided to you orally within the permitted time frame provided that written or 
electronic notification is furnished to you no later than three days after such oral notification. 

APPEALING A HEALTH CARE BENEFIT DENIAL 

If you are not satisfied with the response of the Claim Administrator or Insurer, you must send your 
“request for review” to the Claims Administrator or Insurer within 180 calendar days after you receive 
notice of the adverse decision. The request must be made in writing, except for urgent care claims, which 
you may file orally or in writing. If you don’t file your appeal on time, you lose your right to object to the 
decision at a later time. 

When requesting a review, you may submit written comments, documents, records, and other information 
relating to your claim. In addition, you will be provided, upon request and without charge, reasonable 
access to, and copies of, all documents, records, and other information relevant to your claim. You also 
are entitled to the identification of medical or vocational experts whose advice was obtained on behalf of 
the Plan in connection with the adverse benefit determination. 

The review will be conducted by a person who was not involved in the initial benefit decision (and who is 
not a subordinate of such individual), and will not defer to the initial benefit decision. The reviewer will 
take into account all comments, documents, records, and other information you submit relating to the 
claim, without regard to whether such information was submitted or considered in the initial benefit 
decision. 

If your claim was denied due to a medical judgment, the reviewer will consult with a health care 
professional who has appropriate training and experience in the field of medicine involved in the medical 
judgment. The health care professional consulted will not be the same person consulted in connection 
with the initial benefit decision (nor be the subordinate of that person). The decision on review also will 
identify any medical or vocational experts who advised the Insurer or Claims Administrator in connection 
with your benefit decision, even if the advice was not relied upon in making the decision. 

The Claims Administrator or Insurer will ensure that all appeals of health care claims are decided in a 
manner designed to ensure there is no conflict of interest with regard to the individual making the 
decision. Decision regarding hiring, compensation, termination, promotion, or other similar matters with 
respect to any individual (such as a claims reviewer or medical expert) must not be made based on the 
likelihood that the individual will support a denial of benefits. The Claims Administrator will ensure that 
health care professionals consulted are not chosen based on the expert’s reputation for outcomes in 
contested cases, rather than based on the professional’s qualifications. 
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Prior to making a health care benefit determination on review, the Claims Administrator must provide you 
with any new or additional evidence considered, relied upon, or generated by the Plan (or at the direction 
of the Plan) in connection with the claim. This evidence will be provided at no cost to you, and will be 
given before the determination, in order to give you a reasonable opportunity to respond. Prior to issuing 
a final internal adverse benefit determination on review based on a new or additional rationale, the 
rationale will be provided at no cost to you. It will be given before the determination, in order to give a 
reasonable opportunity to respond. 

You must be notified of the benefit determination by the Claims Administrator or Insurer upon review of a 
denied claim within the time period specified below based on the type of claim: 

 

Notification Period for Benefit Determination Upon Review by Type of Claim 

Action Urgent Care Pre-Service Post-Service 

Claimant’s deadline 
for filing appeal 

180 days after date of initial adverse benefits determination 

 
Notice of benefit 
determination on 
review by Claims 
Administrator or 

Insurer 

 
As soon as possible 
taking into account 

medical emergencies, 
but not later than 72 
hours after receipt of 

request for review 

Within a reasonable 
period of time 
appropriate to 

medical 
circumstances, but 

not later than 30 days 
after receipt of 

request for review 

Within a reasonable 
period of time 

appropriate to medical 
circumstances, but not 
later than 60 days after 
receipt of request for 

review 

Extension taken 
by Claims 

Administrator or 
Insurer 

 
None 

 
None 

 
None 

 
You will be provided written or electronic notification of the decision by the Claims Administrator of 
Insurer. The notification will: 

• Provide enough information about health care claims to identify the claim involved (including the 
date of service, the health care provider, and the claim amount, if applicable); 

• Provide a statement regarding health care claims that diagnosis and treatment codes (and their 
meanings) will be provided upon request; 

• Provide the specific reason for the adverse determination; 

• Refer to the specific plan provisions on which the benefit determination is based; 

• Include a statement that you are entitled to receive, upon request and free of charge, reasonable 
access to, and copies of, all documents, records, and other information relevant to the claim for 
benefits; 

• Include a statement describing any voluntary appeal procedures offered by the plan and your right 
to obtain information about such procedures, and a statement regarding your right to bring an 
action under federal law; 

• If the plan relied on a specific internal rule or guideline to make the adverse determination, provide 

(1) an explanation of the rule or guideline, or (2) a statement that a specific rule or guideline was 
relied upon and that a copy of the rule will be provided to you free of charge upon request; 

• If the adverse determination is based on a medical necessity, experimental treatment or similar 
exclusion or limit, provide (1) an explanation of the clinical judgment for the determination, 
applying the terms of the plan to your medical circumstances, or (2) a statement that such 
explanation will be provided to you free of charge upon request. 
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You and your plan may have other voluntary alternative dispute resolution options, such as mediation or 
an external review process. 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. 

All decisions of the Claims Administrator or Insurer are final and binding. You may not bring a lawsuit 
regarding Plan benefits until the claims review procedure described above has been exhausted and the 
claim has been denied upon appeal. If you decide to file a civil suit for denied benefits, the suit must be 
filed within one year of the date of the benefit denial on appeal. 

EXTERNAL REVIEW OF DENIED HEALTH CARE CLAIMS 

If you have exhausted the internal appeals process described above, you may be entitled to an 
independent external review of health care claim that was denied on review if the claim relates to: 

• Retroactive cancellation of group health coverage; or 

• An adverse determination based on a medical judgment. 

• A request for external review must be filed in writing with the Claims Administrator within four (4) 
months following receipt of an adverse determination. 

You may request an expedited external review: 

• At the time of an initial adverse benefit determination (or following denial on appeal) if the denial 
relates to a medical condition and the timing on the normal appeal process would endanger the 
life or health of the claimant or could jeopardize the claimant’s ability to regain maximum function; 
or 

• At the time of an adverse benefit determination on review if the denial relates to an inpatient 
admission, availability of care, continued stay, or health care item or service for which the 
claimant received emergency services but has not been discharged from a facility. 

You will receive information about the external review process if your medical claim is denied on appeal. 
 

Qualified Medical Child Support Orders (QMCSO) 
The Medical Plan is required to comply with a Qualified Medical Child Support Order (QMCSO) or a 
National Medical Support Notice (NMSN). 

 
A medical child support order is an order issued by a court or by an administrative agency pursuant to 
state law directing an employee/participant to provide health coverage for a dependent child under age 
18, even if the participant is the non-custodial parent. A medical child support order must satisfy certain 
requirements to be a QMCSO. The order must identify the child(ren) who is the “alternate recipient” of 
health coverage and describe the type and duration of coverage. Generally, the order may not require the 
Plan to provide benefits or any benefit option not otherwise available under the Plan. 
The Plan Administrator will notify you and the custodial parent or guardian of children named in an order 
as alternate recipients if the Plan receives a medical child support order relating to one or more of your 
dependent children. The Plan Administrator will determine, within a reasonable time, if the order is 
“qualified.” 

 
To be considered “qualified,” the order must: (1) be issued by either a court or through an administrative 
process established under state law; (2) state the name and last known mailing address of the participant 
in the Plan; (3) state the name and mailing address of each alternate recipient covered by the order; (4) 
contain a description of the type of coverage to be provided by the Plan, or the manner in which the type 
of coverage is to be determined; (5) state the period to which the order applies, including the effective 
date of the order and the date or circumstances when coverage will end; (6) state the complete name of 
each Plan to which the order applies; and (7) contain a statement that the order does not require the Plan 
to provide any type or form of benefit, or option, not otherwise provided under the Plan, except to the 
extent necessary to meet the requirements of a state law described in Section 1908 of the Social Security 
Act. 
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Once the Plan Administrator has determined whether the order satisfied the above requirements, you and 
each dependent child or representative of the child will be notified of the decision. If the Plan 
Administrator determines that an order is qualified, the Plan Administrator will make arrangements for 
enrollment in the Plan of any alternate recipient named in the order. 

Health Insurance Portability and Accountability Act of 1996 
(HIPAA) 
If your health care coverage ends, or you become eligible for COBRA, or you lose COBRA coverage, you 
may receive a certificate from the Medical Plan vendor, at no charge, confirming the period during which 
you were covered under the Diageo NA Retiree Medical Plan. This certificate may enable you to avoid 
exclusions for pre-existing conditions under your new medical coverage. 
HIPAA restricts the extent to which group health plans may impose pre-existing condition HIPAA’s pre- 
existing condition limitations coordinate with COBRA’s rules regarding termination of health care 
coverage. If you become covered by another group health plan and that plan contains a pre-existing 
condition limitation, your COBRA coverage cannot be terminated, unless the other plan’s pre-existing 
condition limitation does not apply to you because of HIPAA’s restrictions on pre-existing condition 
limitations. 

 
HIPAA PRIVACY RULES 
The Retiree Medical Plan is subject to the health care privacy rules established by HIPAA. The HIPAA 
Privacy Rules require the benefit administrator to take certain precautions in using and disclosing 
specified information about your health and that of your dependents and place limitations on the 
disclosure of such information to the Company and other third parties. You can obtain more information 
from the HIPAA Privacy Notice that has been provided to you. You may request a copy of the Privacy 

Notice from Diageo, First Point (Human Resources) at 1-877-446-4461. 

 

Your ERISA Rights 
As a participant in the Diageo North America, Inc. Retiree Medical Plan, you are entitled to certain rights 
and protections under the Employee Retirement Income Security Act of 1974 (ERISA), as amended. 
ERISA provides that all Plan participants are entitled to: 

 

RECEIVE INFORMATION ABOUT YOUR PLAN AND BENEFITS 

You may examine, without charge, at the Plan Administrator’s office and at other specified locations, such 

as worksites, all documents governing the Plan, including insurance contracts 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. 

You may obtain, upon written request to the Plan Administrator, copies of documents governing the 

operation of the Plan, including insurance contracts, copies of the latest annual report (Form 5500 

Series), and updated summary plan descriptions. The administrator may make a reasonable charge for 

the copies. 

You will receive a summary plan of the Plan’s annual financial reports. The Plan Administrator is required 

by law to furnish each participant with a copy of this summary annual report. 

CONTINUE GROUP HEALTH PLAN COVERAGE 

You are entitled to continue health care coverage for yourself, spouse, or dependents if there is a loss of 

coverage under the Plan as a result of a Qualifying Event (life status change). You or your dependents 

may have to pay for such coverage. Review this summary plan description and the documents governing 

the Plan for the rules regarding your COBRA continuation coverage rights. 

You are also entitled to the reduction or elimination of exclusionary periods of coverage for pre-existing 

conditions under your group health plan, if you have creditable coverage from another plan. You should 

be provided a certificate of creditable coverage, free of charge, from your group health plan or health 
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insurance issuer when you lose coverage under the plan, when you become entitled to elect COBRA 

continuation coverage, when your COBRA continuation coverage ceases, if you request it before losing 

coverage, or it you request it up to 24 months after losing coverage. Without evidence of creditable 

coverage, you may be subject to a pre-existing condition exclusion for 12 months (18 months for late 

enrollees) following your enrollment date in your coverage. 

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 employee benefit plans. The people who operate your Plan, called 

“fiduciaries” of the Plan, have a duty to do so prudently and in the interest of you and other Plan 

participants and beneficiaries. No one, including your employer or any other person, may fire you or 

otherwise discriminate against you in any way to prevent you from obtaining a welfare or pension benefit 

or exercising your rights under ERISA. 

ENFORCE YOUR RIGHTS 

If your claim for a welfare benefit under this Plan is denied or ignored, in whole or in part, you have a right 

to know why this was done, to obtain copies of documents relating to the decision without charge, and to 

appeal any denial, all within certain time schedules. 

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a 

copy of the Plan Documents or the latest annual report from the Plan Administrator 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 $149 a day (as adjusted for increases in the cost 

of living) until you receive the materials, unless the materials were not sent because of reasons beyond 

the control of the administrator. If you have a claim for benefits that is denied or ignored, you must use 

the Plan’s appeal process. If your claim for benefits is ultimately denied in whole or in part after 

completing the Plan’s money or if you are discriminated against for asserting your rights, you may seek 

assistance from the U.S. Department of Labor, or you may file suit in a federal court. The court will decide 

who should pay court costs and legal fees. If you are successful, the court may order the person you 

have sued to pay these costs and fees. If you lose, the court may order you to pay these costs and fees, 

for example, if it finds your claim is frivolous. 

 
 

ASSISTANCE WITH YOUR QUESTIONS 

If you have any questions about your Plan, you should contact the Plan Administrator. If you have any 

questions about this statement or about your rights under REISA, or if you need assistance in obtaining 

documents from the Plan Administrator, you should contact the nearest office of the Employee Benefits 

Security Administration, U.S. Department of Labor, listed in your telephone directory, or the Division of 

Technical Assistance and Inquiries: 

Employee Benefits Security Administration 

U.S. Department of Labor 

200 Constitution Avenue N.W. 

Washington, D.C. 20210 

You may also obtain certain publications about your rights and responsibilities under ERISA by calling the 

publications hotline of the Employee Benefits Security Administration. 

 
 

Continuing Coverage through COBRA 
Under a federal law called the Consolidated Omnibus Budget Reconciliation Act (COBRA) you, your 

spouse/domestic partner, and eligible dependent children may elect to have medical coverage continued 

in a number of situations that would otherwise result in termination of coverage. However, the full cost of 
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such continued coverage, plus an additional 2% to cover administrative costs, must be paid by the person 

continuing coverage. 

EVENTS PERMITTING CONTINUED COVERAGE 

Certain events will result in eligibility under COBRA for continued coverage by your spouse/domestic 

partner, and/or children. These events are known as “Qualifying Events” and are described below. 

If one of the following events occurs, your spouse/domestic partner and children’s coverage may be 

continued as follows: 

• If you die after retirement, your spouse may continue benefits as long as he/she chooses. 

Dependent children may continue their coverage up to the age they are no longer eligible for 

benefits under our Plan. Domestic partners and their children are not eligible for COBRA if you 

die; 

• If you become divorced or legally separated after retirement, your spouse/domestic partner (and 

any dependent children) may continue coverage for up to 36 months if they are not eligible for 

Medicare, by paying the full group rate plus a 2% administrative fee; or 

• If your child ceases to be a dependent as defined by the Plan, your child may continue coverage 
for up to 36 months by paying the full premium plus a 2% administrative fee. 

EVENTS THAT END COBRA COVERAGE 

COBRA coverage will end automatically as of the date that any one of the following situations occurs: 

• The Company stops provided medical benefits to its retirees; 

• The required premiums are not paid on a timely basis; 

• Where continued coverage is provided due to your termination of employment with the Company, 

as of the date when continued coverage has been provided for 18 months (In the case of 

disability, as of the date when continued coverage has been provided for 29 months.); or 

• The date that you, your spouse/domestic partner, or dependent children, respectively, become 

covered under another medical plan as a result of employment, re-employment, remarriage, or 

other reason. You may, however, continue COBRA coverage if any new coverage contains a 

limitation on a pre-existing condition that you or a dependent may have until that condition is 

covered by the new plan or until the applicable 18- or 36-month continuation period ends. 

Coverage during the time of this pre-existing limitation covers only expenses related to the pre- 

existing condition as covered by the Company’s Plan. The cost is the current group rate plus 2% 

for administration. 

NOTICE REQUIREMENT 

If your spouse/domestic partner or dependent children qualify for continuation of coverage due to a 

Qualifying Event such as divorce, legal separation, or ceasing to meet the definition of a dependent under 

the Plan, you must notify UnitedHealthcare and Diageo North America. This notice should be given prior 

to the Qualifying Event, or as soon as possible thereafter (but not more than 60 days after the Qualifying 

Event). 

When the Plan Administrator received notice of a Qualifying Event, it must notify qualified persons of their 

right to continue coverage, their obligations and costs. 

ELECTION REQUIREMENT 

Each qualified person must make written election on the forms provided within 60 days after the later of: 

• The day coverage would otherwise end if no continuation was elected; or 

• The date the Company’s written notice was sent. 
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The election form must be sent to UnitedHealthcare at the address shown below within the stated 60-day 

period; otherwise, the continuation option expires. 

UnitedHealthcare, Customer Care Center 
P.O. Box 740221 
Atlanta, GA 30374-0221 

1-866-747-0048 

cobra_kyoperations@uhc.com 

 
Any qualified person who fails to make his or her election to continue coverage within the 60-day period 

will not be permitted to continue any level of coverage. 

INITIAL PREMIUM 

The first premium payment must be made as soon as enrollment has been completed, in order for the 

status to be updated. 

mailto:cobra_kyoperations@uhc.com

