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This Summary Plan Description (SPD) outlines the
major features of the Andeavor Voluntary Group Life
Insurance Plan. If you have questions regarding your
coverage under the Voluntary Group Life Insurance
Plan, contact the Andeavor Benefits Department.
This document describes the Andeavor Voluntary
Group Life Insurance Plan as of January 1, 2018.
This Plan is available to eligible Andeavor employees
on the U.S. payrolls. This information comprises the
SPD of this Plan as required by the Employee
Retirement Income Security Act of 1974 (ERISA).
This description doesn’t cover every provision of the
Plan. Some complex concepts may have been
simplified or omitted in order to present a more
understandable plan description. If this plan
description is incomplete, or if there’s any
inconsistency between the information provided here
and the official plan texts, the provisions of the official
plan texts will prevail.

WHO IS ELIGIBLE
Regular, full-time employees (other than Retail Store, Hourly Bakery Production and Bakery Driver Employees) of
Andeavor or any subsidiary are eligible to participate in the Voluntary Group Life Insurance Plan upon hire. Retail
Store, Hourly Bakery Production and Bakery Driver Employees of Andeavor or any subsidiary are eligible to
participate in this Plan as of the first day of the month on or after completion of 60 days of active, full-time
employment.
Employees who are employed by an Andeavor affiliate that is not participating in the Plan are ineligible. Please
contact the Plan Administrator for a list of the Andeavor affiliates that are not participating in the Plan.
You will be considered a full-time employee if you are regularly scheduled to work at least thirty (30) hours each
week.
If you are in a job covered by a collective bargaining agreement, you are not eligible for participation in this Plan
unless participation in this Plan is provided or is deemed to be provided for in your collective bargaining agreement.

Dependent Eligibility
You may also purchase life insurance coverage for your eligible Dependents, which are defined as follows:
•

your spouse (if you are not legally separated);

•

your Child under age 26. For these purposes, a Child includes the following:
-

biological child,

-

stepchild, and

-

foster child or legally adopted child, including a child placed with you for adoption for whom legal adoption
proceedings have started even if not final;

-

child for which there is a court order establishing your legal guardianship or conservatorship, which has not
been terminated by the parties or operation of law;

•

your mentally or physically disabled Child of any age (see special rules below); and

•

your Domestic Partner and your Domestic Partner’s Child(ren) (see special rules below).

Eligibility Rules for Domestic Partner Coverage
An individual is eligible for domestic partner coverage if he or she meets the eligibility criteria listed on Andeavor’s
Affidavit of Domestic Partnership. To qualify for domestic partner coverage, you must register your domestic
partnership with Andeavor’s Benefits Administrator by submitting an executed Affidavit of Domestic Partnership and
completing the Dependent verification process (see Proof of Dependent Status). Andeavor’s Affidavit of Domestic
Partnership is available through your benefits administrator or may be downloaded from Andeavor’s intranet site
(see Contacts). In event your Domestic Partnership ends, you must submit a signed Benefits Change Form to your
benefits administrator.

ENROLLING IN THE PLAN
You must enroll yourself in the Plan within 31 days of your employment date, or within 31 days of the date you first
become eligible for the Plan (if later).
To complete your Plan election, you’ll need to log on to the respective legacy Tesoro or legacy Western benefits
enrollment websites:
•

choose the Andeavor Voluntary Group Life Insurance Plan; and

•

designate your Beneficiaries; and

•

submit evidence of insurability if applicable.

After you have completed your enrollment, you should print a Confirmation Form verifying your elections. It is
important for you to keep a copy of your enrollment elections to show proof of your elections should an issue later
arise. Your coverage will begin as of your eligibility date and any payroll deductions covering your elections will be
made retroactively.

Annual Enrollment Period
During an annual enrollment period designated by the Company (normally in October/November of each year for
coverage beginning the following January 1), you may make an election to enroll, re-enroll or decline (waive)
participation for the coming year. You may change your Plan coverage levels. If you waive coverage (or if you fail
to make an initial election), you will not have coverage under the Plan for the following year.
You will not be allowed to change your election before the next annual enrollment period, unless you experience a
qualifying status change during the year. Coverage elections made during annual enrollment become effective on
January 1 of the immediately following year.
After you have completed your enrollment, you should print a Confirmation Form verifying your elections. It is
important for you to keep a copy of your enrollment elections to show proof of your elections should an issue later
arise. Your coverage will begin as of the first payroll period of the immediately following year.

WHEN COVERAGE BEGINS
If you enroll ...
Within 31 days of your eligibility date
During the annual enrollment period
Within 31 days of an eligible status change (see
Changing Your Coverage)

Coverage for you begins ...
On your eligibility date
On January 1 of the following year
On the effective date of the status change (unless
otherwise prohibited by applicable law)

CHANGING YOUR COVERAGE
After your initial enrollment, you can make changes to your coverage only during the annual enrollment period or
as the result of a qualifying status change or other permissible event.
A qualifying status change includes a change during the Plan Year in the following:
•

your family status; or

•

your or your spouse’s employment status.

A qualifying status change allows you to:
•

change your level of coverage;

•

elect coverage if you previously waived coverage; or

•

terminate coverage.

You must request any changes to your coverage within 31 days of the qualifying status change or other permissible
event. You may complete the change event online via the respective legacy Tesoro or legacy Western benefits
enrollment websites or by contacting your Benefits Administrator.
Changes in your Plan coverage must be consistent with the status change. For example, you may change your
level of coverage to increase the elected benefit if your status changes as a result of the birth of your child during
the Plan Year.
Changes to your coverage and any change in your required contributions will take effect as of the date of the event
(unless otherwise prohibited by applicable law.)

Changes in Family Status
An eligible change in family status includes:
•

marriage;

•

divorce or legal separation from your spouse;

•

completion of six months in a Domestic Partnership;

•

termination of a Domestic Partnership;

•

birth, adoption or placement for adoption of a Dependent Child;

•

establishment or termination of Dependent Child status during the Plan Year; and

•

death of a spouse, Domestic Partner, or a Dependent Child;

Changes in Employment Status
An eligible change in employment status includes the following for you, your spouse or your Dependent Child if the
change affects the person’s eligibility for coverage under the Plan:
•

employment or unemployment (i.e., new job or loss of a job); or

•

a change in work schedule (i.e., a reduction or increase in hours, a switch between part-time and full-time, strike
or lockout, commencement or return from unpaid leave of absence).

COST OF COVERAGE
You pay the entire cost of benefits under the Voluntary Group Life Insurance Plan. Your cost is based on the benefit
option and level of coverage you choose. The contribution amount for each benefit option and level of coverage is
subject to change and is announced in advance.

BENEFITS
Employee Benefit
Benefit coverage for employees can be purchased in $10,000 increments, up to the Maximum Employee Benefit.
The Maximum Employee Benefit equals the lesser of six (6) times Base Salary1, or $1,000,000. Coverage amounts
are rounded up to the next higher $10,000 increment. Evidence of insurance is required for coverage levels equal
to or in excess of $50,000.

For Example
If your Base Salary is:
Six times that would be:
Your coverage would be rounded to:

$ 58,385
$350,310
$360,000

The maximum coverage under the Plan for any Andeavor employee is $1,000,000.
Benefits are paid as a lump sum or through other options as provided by the Plan Insurer.

Spouse/Domestic Partner Benefit
Benefit coverage for your Spouse or Domestic Partner can be purchased in $10,000 increments, up to $500,000.
Evidence of insurance is required for coverage levels equal to or in excess of $50,000.

Dependent Child Benefit
Benefit coverage for your Dependent Child can be purchased in $10,000 increments, up to $30,000. No evidence
of insurance is required.

BENEFICIARY DESIGNATIONS
You may make your beneficiary designations through the legacy Tesoro or legacy Western Benefits enrollment
portal. Beneficiary designations may be changed by you at any time through your Benefits enrollment portal, without
the consent of the beneficiary.
If you fail to designate a beneficiary, your benefits will be paid to your survivor(s) in the following order:
(1)
(2)
(3)
(4)
(5)

1

Your spouse;
Your child or children;
Your mother or father;
Your sisters or brothers;
Your estate.

Base Salary is the salary or wage you would receive as a result of your normal work schedule. Additional components may be included in your
Base Salary calculation. Please refer to the Insurance Certificate for additional information.

ADDITIONAL BENEFITS
Terminal Illness Benefit
If you are diagnosed as terminally ill with a life expectancy of twelve months or less, you may be eligible to receive
up to 75% of your then in force life insurance benefit, up to $500,000 maximum, before death. If your
spouse/Domestic Partner is diagnosed as terminally ill with a life expectancy of twelve months or less, you may be
eligible to receive up to 75% of your then in force life insurance spouse/Domestic Partner benefit. There is no
terminal illness benefit available for your Dependent Child.
A physician’s certification is required in all instances and is subject to the Plan Insurer’s review and concurrence.
An accelerated death benefit is generally payable in a lump sum and can be elected only once. Your in force life
insurance benefit will be reduced by the amount of accelerated death benefit paid.

EXCLUSIONS
If an insured commits suicide, while sane or insane, within 2 years from the date coverage under this Plan becomes
effective, Benefits will be limited to a refund of the premiums paid on the insured's behalf. The suicide exclusion
applies from the effective date of any additional benefits or increases in Benefits.
If a Dependent Child commits suicide and is survived by other Dependent Children covered under the same
certificate, no refund of premiums will be paid.

EVENTS AFFECTING COVERAGE
Disability
If you become Disabled while covered under this Voluntary Group Life Insurance Plan, the coverage that was in
effect at the time your Disability began can be continued, subject to your payment of premiums, until the earlier of
the following dates:
•
•
•

The date you are no longer Disabled;
The later of the date you are Disabled for 12 months or attainment of Social Security Normal Retirement
Age; and
The date the policy is terminated.

For these purposes “Disability”/”Disabled” means because of Injury or Sickness you are unable to perform all the
material duties of your Regular Occupation; or are receiving disability benefits under a long-term disability plan to
which your Employer contributes. “Regular Occupation” means the occupation you routinely perform at the time the
Disability begins.
If you become Disabled before you attain age 60, then, notwithstanding the foregoing, your coverage may be
continued, without premium payment, until the expiration of the 12-month period following your Disability or, if
earlier, the date on which you are no longer Disabled.

Leave of Absence
You will remain eligible for coverage under the Plan during a Company-approved, paid leave of absence. If you
are on a Company approved unpaid leave of absence, you may continue the coverage you had when active
employment ceased up to a maximum of twenty-four (24) months. Your cost for this coverage will be the same as
for an active employee. You must make arrangements with the Benefits Department to pay any required
contributions for the entire period of the leave, prior to going on leave.
Such coverage may also be continued for a leave of absence taken under the Family and Medical Leave Act of
1993 (as amended) for the period of the FMLA leave or, if later, the period required by the laws of the state in which
you are employed.

Labor Dispute
If you are a union member and absent from active work because of strike, lockout or other general work stoppage,
you may continue the coverage in which you were enrolled when active employment ceased. Your cost for this
coverage will be the entire premium required to be paid for such insurance. You must make arrangements with the
Benefits Department to pay your contributions. Your coverage will end on the earlier of the date you fail to make
the required premium payment or the date you are absent from work for six (6) months. If less than 75% of the

eligible employees fail to continue coverage under this paragraph, the Plan Insurer providing this benefit may cancel
your coverage as of any premium due date.

TERMINATION OF COVERAGE
Except as otherwise specifically provided in the prior section, your coverage under the Plan will end upon the earliest
to occur of the following:
•

The date your employment is terminated, other than by reason of your death (including as a result of a layoff or
your failure to return to regular, full-time employment following expiration of a FMLA or USERRA leave of
absence),

•

The date your regularly scheduled hours are reduced to less than 30 hours per week, other than by reason of
your death,

•

The date you fail to pay the required premiums/contributions toward coverage under the Plan,

•

The date you no longer meet the eligibility requirements under the Plan, other than by reason of your death,
and

•

The date the Company discontinues the Plan.

CONVERSION PRIVILEGE
If your coverage terminates for any reason (other than a failure to pay premiums, as applicable), you may have the
option to convert your existing coverage to an individual life insurance policy through the Plan Insurer within thirtyone (31) days after the date coverage ends. Contact Life Insurance Company of North America at 1-800-547-5515
for additional information or to request coverage conversion.

GENERAL CLAIMS PROCEDURE
Filing Claim for Benefits
All such claims shall be submitted on a Claim Form provided by the Plan Insurer, which shall be signed by you or
your beneficiary and shall be considered filed on the date the claim is received by the Plan Insurer. Fill out the
Claim Form completely and send it to:
Life Insurance Company of North America
1601 Chestnut Street,
Philadelphia, PA 19192-2235
To constitute a claim for purposes of this Plan, the claim must identify: (1) you and (2) your date of death (or, if
applicable, terminal illness). Additional evidence of your death (or, if applicable, terminal illness) may be required
to be submitted upon request of the insurance carrier.
Effective for disability claims filed after April 1, 2018, the Plan Insurer shall ensure that all claims and appeals for
benefits are adjudicated in a manner designed to ensure the independence and impartiality of the persons involved
in making the decisions.

When to Submit Claims
Within 31 days of a death or, with respect to a claim for accelerated benefits, within 60 days of the diagnosis of a
terminal illness by your treating physician, you (or your representative) should complete your application for Plan
benefits. Your supervisor or HR Business Partner/Manager can help initiate the process by contacting the
Corporate Benefits Department. You will receive a letter from the Plan Insurer with instructions and the forms you
(and, if applicable your attending physician) will need to complete to file your claim.
If your claim is approved, the appropriate benefit will be paid to you, if living. Payment of benefits due for loss of
life will be paid according to the beneficiary designation in effect at the time of your death.

Authorized Representative
A claim may be filed by you or your authorized representative. Such authorization must be provided in the form
and manner prescribed under the Plan; provided, however, a health care professional with knowledge of your
medical condition shall be permitted to act as your authorized representative hereunder without submitting evidence
of his or her authority to act as such.

Notice of Decision
Non-Disability Claims
The Plan Insurer shall notify you of an adverse benefit determination within a reasonable period of time after receipt
of the claim by the Plan, but not later than ninety (90) days after receipt of the claim, unless special circumstances
require an extension of time for processing such request for review.
The Plan Insurer may extend this period for up to ninety (90) days; provided that the Plan Insurer: (1) determines
that such an extension is necessary due to matters beyond the control of the Plan and (2) notifies you before the
end of the initial 90-day period of the circumstances requiring the extension of time and the date by which the Plan
expects to render a decision. If any such extension is necessary due to your failure to submit the information
necessary to decide the claim, the notice of extension shall specifically describe the standards on which entitlement
to benefits is based, the unresolved issues that prevent a decision from being made and the additional information
required. You will be given at least forty-five (45) days from receipt of such notice to provide the specified
information. If such extension is necessary in order for you submit additional information necessary to decide the
claim, the period for making the claim determination shall be tolled from the date on which the notification of the
extension is sent to you until the date on which you respond to the request for additional information.
Written notice of the adverse benefit determination shall be written in a manner that is intended to be understood
by you, shall be delivered or mailed to the claimant by certified or registered mail to the claimant’s last known
address, and shall contain the following:
•

The specific reason or reasons for the denial of benefits;

•

A specific reference to the pertinent provisions of the Plan upon which the denial is based;

•

A description of any additional material or information which is necessary from you and an explanation of why
the material or information is needed; and

•

An explanation of the review procedures and the time limits that apply, including a statement of your right to
sue under Section 502(a) of ERISA following an adverse benefit determination on review.

Disability Claims
The Plan Insurer shall notify you of an adverse benefit determination within a reasonable period of time after receipt
of a disability claim by the Plan, but not later than forty-five (45) days after receipt of the claim, unless special
circumstances require an extension of time for processing such request for review.
The Plan Insurer may extend this period for up to thirty (30) days; provided that the Plan Insurer: (1) determines
that such an extension is necessary due to matters beyond the control of the Plan and (2) notifies you before the
end of the initial 45-day period of the circumstances requiring the extension of time and the date by which the Plan
expects to render a decision. The Plan Insurer may extend the period an additional thirty (30) days, if due to matters
beyond the control of the Plan Insurer, a decision cannot be rendered within the initial 30-day extension period and
the Plan Insurer notifies you before the end of the initial 30-day extension period of the circumstances requiring the
extension of time and the date by which the Plan expects to render a decision. If any such extension is necessary
due to your failure to submit the information necessary to decide the claim, the notice of extension shall specifically
describe the standards on which entitlement to benefits is based, the unresolved issues that prevent a decision
from being made and the additional information required. You will be given at least forty-five (45) days from receipt
of such notice to provide the specified information. If such extension is necessary in order for you submit additional
information necessary to decide the claim, the period for making the claim determination shall be tolled from the
date on which the notification of the extension is sent to you until the date on which you respond to the request for
additional information.
Written notice of the adverse benefit determination shall be written in a manner that is intended to be understood
by you, shall be delivered to you by certified or registered mail to your last known address, and shall contain the
following:

•

The specific reason or reasons for the denial of benefits;

•

A specific reference to the pertinent provisions of the Plan upon which the denial is based;

•

A description of any additional material or information needed from you and an explanation of why the material
or information is needed;

•

A description of the Plan’s review procedures and the time limits that apply, including a statement of your right
to sue under Section 502(a) of ERISA following an adverse benefit determination on review;

•

Effective for claims filed after April 1, 2018, a discussion of the decision that includes the basis for disagreeing
with or not following: (a) the views of health care professionals treating you or vocational professionals who
evaluated you that have been presented to the Plan; (b) the views of medical or vocational experts whose
advice was obtained on behalf of the Plan in connection with the denial, regardless of whether the advice was
relied on in making the denial; and (c) a disability determination made by the Social Security Administration
regarding you, if presented to the Plan;

•

If the denial is based on a medical necessity or experimental treatment (or similar exclusion or limit), an
explanation of the scientific or clinical judgment relied on, applying the Plan’s provisions to your medical
circumstances, or statement that this information will be provided free of charge upon request;

•

A copy of any internal rule, guideline, other protocol or similar criteria relied upon to make the denial or a
statement that this information is available for free on request (or, effective for claims filed after April 1, 2018,
either the specific internal rules, guidelines, protocols, standards or other similar criteria of the Plan relied upon
in making the adverse benefit determination or, alternatively, a statement that such rules guidelines, protocols,
standards or other similar criteria of the Plan do not exist); and

•

Effective for claims filed after April 1, 2018, a statement that you are entitled to receive, free and upon request,
documents relevant to your claim for benefits.

Effective for claims filed after April 1, 2018, such notice of adverse benefit determination shall be written in a
culturally and linguistically appropriate manner.

Internal Appeals
A participant (or beneficiary) who feels he or she is being denied any benefit or right provided under the Plan shall
have the right to file an appeal with the Plan Insurer within 60 days (180 days for a disability claim) after receipt of
notice of an adverse benefit determination as provided above. Such claim may be filed directly by you or your
authorized representative. All such appeals shall be submitted in the form and manner prescribed by the Plan
Insurer, and shall be considered filed on the date the claim is received by the Plan Insurer.

Appeal Standards
The Plan Insurer shall provide you the opportunity to submit written comments, documents, records, and other
information related to the claim. The Plan Insurer will provide you, upon request and free of charge, reasonable
access to, and copies of, all documents, records and other information relevant to your claim. In conducting its
review, the Plan Insurer shall consider all comments, documents, records and other information submitted by you
in support of the claim, without regard to whether such information was submitted or considered in the initial benefit
determination.
With respect to disability claims, the Plan Insurer will not afford deference to the initial adverse benefit determination
and will be conducted by an appropriate named fiduciary of the Plan who is neither the individual who made the
adverse benefit determination or a subordinate of such individual. Where applicable, the Plan Insurer shall consult
with a health care professional or vocational professional who has the appropriate training and experience in the
field of medicine involved in the claim, and shall provide you the identification of any such professional, without
regard to whether the advice was relied upon in making the benefit determination. Such professional shall neither
be an individual who was consulted in connection with the initial adverse benefit determination nor a subordinate of
such individual.
Effective for disability claims filed after April 1, 2018, the Plan Insurer shall provide you, free of charge, with any
new or additional evidence considered, relied upon, or generated by or on behalf of the Plan Insurer in connection
with the claim and, if applicable, the rationale for the decision if the denial is upheld. The Plan Insurer shall provide
this information to you as soon as possible and sufficiently in advance of the date on which the denial notice on
review is required to be provided.

Notice on Appeal
Within a reasonable period of time, but not more than 60 days (45 days for disability claims), after receipt by the
Plan Insurer of a written request for review of the claim, the Plan Insurer shall notify you of its decision on appeal.
The Plan Insurer may extend this period, one time, for a period of up to 60 days (45 days for disability claims);
provided that the Plan Insurer: (1) determines that such an extension is necessary due to special circumstances
and (2) notifies you before the end of the initial 60-day period (or 45-day period for disability claims) of the
circumstances requiring the extension of time and the date by which the Plan expects to render a decision.
Written notice of the determination on appeal shall be presented in manner calculated to be understood by you,
shall be delivered to you by certified or registered mail to your last known address., and shall contain the following
information:
•

The specific reason or reasons for the denial of benefits;

•

A specific reference to the pertinent provisions of the Plan upon which the denial is based;

•

A statement that you may receive, upon request and free of charge, copies of all documents and other
information relevant to the claim; and

•

A statement describing any voluntary appeal procedures offered by the Plan and your right to obtain information
about these procedures, as well as a statement of your right to sue under Section 502(a) of ERISA.

•

For disability claims, the following additional information shall be included:
•

Effective for claims filed after April 1, 2018, a description of any applicable contractual limitations period
that applies to your right to bring such an action, including the calendar date on which such period expires
for the claim;

•

Effective for claims filed after April 1, 2018, a discussion of the decision that includes the basis for
disagreeing with or not following: (a) the views of health care professionals treating you or vocational
professionals who evaluated you that have been presented to the Plan; (b) the views of medical or
vocational experts whose advice was obtained on behalf of the Plan in connection with the denial,
regardless of whether the advice was relied on in making the denial; and (c) a disability determination made
by the Social Security Administration regarding you, if presented to the Plan;
If the denial is based on a medical necessity or experimental treatment (or similar exclusion or limit), an
explanation of the scientific or clinical judgment relied on, applying the Plan’s provisions to your medical
circumstances, or statement that this information will be provided free of charge upon request; and
A copy of any internal rule, guideline, other protocol or similar criteria relied upon to make the denial or a
statement that this information is available for free on request (or, effective for claims filed after April 1,
2018, either the specific internal rule, guideline, protocol, standard or other similar criteria of the Plan relied
upon in making the adverse benefit determination or, alternatively, a statement that such rules guidelines,
protocols, standards or other similar criteria of the Plan do not exist).

•
•

Effective for disability claims filed after April 1, 2018, such notice of determination on appeal shall be written in a
culturally and linguistically appropriate manner.

Exhaustion of Claims Procedures
The decision of the Plan Insurer shall be final and conclusive.
You must exhaust the internal claims procedures provided hereunder prior to pursuing any other legal or equitable
remedy.
However, with respect to disability claims, if the Plan Insurer fails to strictly adhere to the requirements of the claims
procedures, you will be deemed to have exhausted the claims procedures. Notwithstanding the foregoing, these
claims procedures will not be deemed exhausted based on de minimis violations (unless such violations are part of
a pattern or practice of violations by the Plan Insurer) that do not cause, and are not likely to cause, prejudice or
harm to you so long as the Plan Insurer demonstrates that the violation was for good cause or due to matters
beyond its control and that the violation occurred in the context of an ongoing, good faith exchange of information
between you and the Plan Insurer. In the event a violation of the claims procedures occurs, you may request that
the Plan Insurer provide you an explanation within 10 days, including a specific description of its bases, if any, for
asserting that the violation should not cause the claims procedures to be deemed exhausted.
No legal action may be brought after 3 years from the date satisfactory proof of loss is required to be furnished to
the Plan Insurer.

ADDITIONAL INFORMATION
As a participant under this Plan, you have certain rights and protections as more fully described in Your Rights
Under ERISA. Other important information about the Plan is provided below:
Plan Name

The Andeavor Voluntary Group Life Insurance Plan is a Constituent Benefit Program of
the Andeavor Omnibus Group Welfare Benefits Plan.

Type of Plan

Welfare benefit plan

Plan Sponsor

Andeavor, 19100 Ridgewood Parkway San Antonio, TX 78259 (210) 828-8484

Plan Sponsor’s Employer
Identification Number

95-0862768

Plan Administrator

Andeavor Employee Benefits Committee
19100 Ridgewood Parkway San Antonio, TX 78259
(866) 688-5465, press options 3, then option 5

Plan Number

501

Plan Year

January 1 – December 31

Plan Funding

The Plan is funded through an insurance contract. The cost of coverage is paid for
solely by employee contributions

Type of Administration

Insurer

Plan Insurer

Agent for Service
Legal Process

Life Insurance Company of North America
1601 Chestnut Street,
Philadelphia, PA 19192-2235
of

Andeavor, c/o General Counsel
19100 Ridgewood Parkway, San Antonio, TX 78259
In addition, service of legal process may be made upon the Plan Administrator.

Other Employers Whose Employees Are Covered By the Plan
Upon written request to the Plan Administrator, a complete list of the employers participating in the Plan will be
provided.

CONTACTS
The following contacts are available to answer questions and provide information about the Plan.

Benefits Administrator
Legacy Tesoro Employees:
Andeavor Benefits Center
P.O. Box 3129
Bellaire, TX 77402
www.andeavor.com/benefits
(866) 787-6314
Legacy Western Employees:
Benefits Department
1250 W. Washington Street
Tempe, AZ 85281
www.andeavor.com/benefits2018
(844) 224-4996

Andeavor Benefits Department
Legacy Tesoro Employees:
Corporate Benefits Department
(866) 688-5465
SatBenefits@andeavor.com
Legacy Western Employees:
Benefits Department
(844) 224-4996
Benefits.department@andeavor.com

ERISA
As a participant in this Plan, you are entitled to certain rights and protections under the Employee Retirement
Income Security Act of 1974 (ERISA). ERISA provides that all Plan participants shall be entitled to:

Receive Information About Your Plan and Benefits
•

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

•

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

•

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

Prudent Actions by Plan Fiduciaries
In addition to creating rights for plan participants, ERISA imposes duties upon the people who are responsible for
the operation of the employee benefit 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, your union, or any other person, may fire you or otherwise discriminate against you in any
way to prevent you from obtaining a benefit or exercising your rights under ERISA.

Enforce Your Rights
If your claim for a benefit is denied or ignored, in whole or in part, you have a right to know why this was done, to
obtain copies of documents relating to the decision without charge, and to appeal any denial, all within certain time
schedules.
Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy of Plan
documents or the latest annual report from the Plan and do not receive them within 30 days, you may file suit in a
Federal court. In such a case, the court may require the Plan Administrator to provide the materials and pay you up
to $110 a day until you receive the materials, unless the materials were not sent because of reasons beyond the
control of the Administrator. If you have a claim for benefits which is denied or ignored, in whole or in part, you may
file suit in a State or Federal court if you have exhausted the Plan’s claims procedures. In addition, if you disagree
with a Plan’s decision or lack thereof concerning the qualified status of a domestic relations order or a medical child
support order, as applicable, 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 your Plan, you should contact the Plan Administrator. If you have any questions
about this statement or about your rights under ERISA, or if you need assistance in obtaining documents from the
Plan Administrator, you should contact the nearest office of the Employee 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.

FUTURE OF THE PLAN
Andeavor expects to continue the employee benefits described in this section, but reserves the right to amend or
discontinue any or all parts at any time and for any reason. In no event will you become entitled to any vested rights
under this Plan.

INTERPRETATION OF THE PLAN
Only the Plan Insurer, or its delegate, is authorized to make administrative interpretations of the Plan and will do so
only in writing. You should not rely on any representation, whether oral or in writing, which another person may
make concerning provisions of the Plan and your entitlements under them. The Plan Insurer has authority to
administer claims consistent with the benefit provisions of the Plan.

