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Other Recent Decisions

BEnEFIT DEnIALS

Lampron v. Group Life Insurance and Disabil-
ity Plan of united Technologies Corp.

The plaintiff was employed by the defendant com-
pany from June 1998 until the defendant company 
terminated his employment in July 2010. Through-
out his employment, the plaintiff was a participant 
in the defendant company’s group life and disabil-
ity plan, which provided short- and long-term dis-
ability benefits to eligible participants. The plain-
tiff suffered from severe anxiety and panic attacks 
and submitted a claim for short-term disability 
benefits in October 2009. The plan’s third-party 
administrator approved short-term disability ben-
efits through October 2009. After an appeal re-
garding the termination date, the third-party ad-
ministrator extended the benefits through March 
2010. When the third-party administrator notified 
the plaintiff that it was terminating the benefits in 
March 2010, the plaintiff again appealed the ter-
mination. The third-party administrator upheld 
its decision after finding that the plaintiff had been 
cleared to work. The plaintiff never returned to 
work, and the defendant company terminated his 
employment in July 2010. The plaintiff then initi-
ated this action, which included six counts. The 
court must consider two of these counts. First, it 
addresses the plaintiff ’s claim that the defendant 
company interfered with Employee Retirement 
Income Security Act (ERISA) benefits in violation 
of ERISA Section 510. The court notes that the ul-
timate inquiry in a Section 510 case “is whether 
the employment action was taken with the specific 
intent of interfering with the employee’s ERISA 
benefits.” The court finds that, based on the time 
line of events, the defendant company could not 
have interfered with the plaintiff ’s receipt of ben-
efits because he was not entitled to any benefits at 
the time of his termination. The court emphasizes 
that the plaintiff had appealed the termination of 
benefits and the administrator had affirmed its de- continued on next page

nial. Thus, the court reasons that the plaintiff is 
unable to show that he had a prospective entitle-
ment to ERISA benefits. The court then considers 
the defendant company’s claim that it should be 
dismissed as a defendant to the plaintiff ’s claim 
for benefits under the terms of the plan because, 
it argues, it did not control or influence the ad-
ministration of the plan. The defendant company 
maintains that the third-party administrator is the 
proper party to this claim. The court agrees with 
the defendant company that the plaintiff has not 
shown that it had any control over administration 
of the plan. The court dismisses the defendant 
company on the plaintiff ’s claim for benefits. No. 
2:12-cv-00197-GZS (D. Me. May 21, 2013). 

PREEMPTIOn

Cox v. Reliance Standard Life Insurance Co.
The plaintiffs initiated this action as beneficiaries 
under a life insurance plan administered by the 
defendant company. The plaintiffs were beneficia-
ries of the plan following the decedent’s death in a 
motor vehicle accident. The decedent was a par-
ticipant in the plan, which provided supplemen-
tal coverage up to an amount of $200,000 without 
providing proof of good health and additional 
coverage of $110,000, which may or may not have 
required proof of good health. The defendant 
awarded the plaintiffs benefits of $200,000 fol-
lowing the decedent’s death. However, it refused 
to pay the $110,000 remaining benefit because it 
claimed that the decedent did not provide proof of 
good health as allegedly required by the terms of 
the plan. The plaintiffs maintain that the decedent 
was not required to provide proof of good health 
for the additional benefit because he applied for 
the supplemental life insurance benefit within the 
31-day period as stated in the plan. In considering 
the claims brought by the plaintiffs, the court first 
addresses whether the plan is subject to ERISA. It 
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applies the five-factor test for determining ERISA 
coverage and concludes that the plan is an ERISA 
plan because all factors are met. The court then 
considers whether the plaintiffs’ claims of breach 
of contract and breach of duty of good faith and 
fair dealing are preempted by ERISA. The court 
finds that these claims are preempted by ERISA. 
The court notes that the plaintiffs have effectively 
filed an ERISA claim for benefits under the plan 
and, therefore, the state law claims are preempted. 
The court also finds that the plaintiffs’ request for 
putative damages is preempted by ERISA. The 
court notes that ERISA is intended to be limited 
to the remedies provided therein and traditional 
equitable remedies. Thus, the court dismisses the 
plaintiffs’ claim for putative damages. No. 1:13-cv-
00104-AWI-JLT (E.D. Cal. May 17, 2013). 

BEnEFIT DEnIALS

Larzik v. Local 464A uFCW union  
Welfare Service Benefit Fund
The plaintiff was employed as a meat cutter from 
October 1998 until May 2012. During his employ-
ment, the plaintiff was a member of the defendant 
union and was covered under a disability plan pro-
vided by the union. In June 2011, a work-related in-
jury forced the plaintiff to go on disability leave. At 
a certain point during his disability leave, the plain-
tiff was no longer entitled to health insurance cov-
erage under the union health benefits plan. Con-
sequently, the plaintiff signed up for continuation 
coverage under the Consolidated Omnibus Budget 
Reconciliation Act (COBRA) of 1985 on October 
29, 2011. In December 2011, the plaintiff learned 
that this application for COBRA coverage had not 
been accepted. He appealed the decision and asked 
to be reimbursed for private health insurance pre-
miums and out-of-pocket medical expenses he 
incurred because his continuation coverage never 
went through. The plaintiff also requested that his 
October 2011 application for coverage be granted 
retroactively. Before the appeal was decided, the 

plaintiff entered into a separation agreement with 
his employer. The separation agreement indicated 
that the plaintiff ’s employment would end effective 
May 5, 2012. At that time, he had the choice of tak-
ing a lump-sum payment or continuing his existing 
company health insurance coverage for a total of 
eight months. He chose the second option. The plan 
then denied the plaintiff ’s request for payment of 
private insurance premiums but granted the plain-
tiff ’s request for COBRA continuation coverage 
provided that the plaintiff paid the monthly premi-
ums. The plaintiff never paid the monthly premi-
ums and then initiated this action seeking coverage. 
The court first considers the plaintiff ’s claim that 
he was wrongfully denied COBRA continuation 
coverage. The court notes, however, that he was ret-
roactively granted this coverage but, only through 
his own failure to pay the premiums, he did not re-
ceive the coverage. Therefore, the court finds that 
the plaintiff ’s claim for coverage must be dismissed 
with prejudice. The court then considers whether 
the plaintiff is entitled to union plan coverage,  
COBRA or otherwise, from May 2012 to present. 
The plaintiff contends that when his eight months 
of plan coverage ended, he was entitled to elect 
COBRA continuation coverage at that time. The 
court, however, disagrees. It notes that the plaintiff 
was offered COBRA continuation coverage at the 
appropriate time of a qualifying event, but there 
was no qualifying event that occurred at the end of 
his eight months of plan coverage. The court also 
dismisses the plaintiff ’s claim for restitution under 
ERISA. The court finds that private insurance pre-
miums and out-of-pocket medical expenses are not 
recoverable under ERISA Section 502(a)(1)(B) and 
dismisses the plaintiff ’s claim. The court grants the 
plaintiff the right to amend this claim to a claim un-
der ERISA Section 502(a)(3). No. 2:12-cv-05831-
WJM-MF (D. N.J. May 13, 2012).

STATUTE OF LIMITATIOnS

Computer and Engineering Services Inc.  
v. Blue Cross and Blue Shield of Michigan
The plaintiff company, a staffing agency, offered 
health care benefits to its employees through a self-
insured plan. The plaintiff engaged the defendant 
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to administer the plan. The parties entered into an 
administrative services contract which provided 
that the defendant “will process and pay” and the 
plaintiff “will reimburse [the defendant] for all 
Amounts Billed related to Enrollees’ claims. . . .” 
The contract also detailed the responsibilities of 
the parties, including the financial responsibilities 
of the plaintiff. The plaintiff claims that in 2012 
it discovered that the defendant previously had 
implemented a scheme to secretly bill self-insured 
plans higher administrative compensation fees. 
The scheme was outlined in an internal memo 
by the defendant. The plaintiff initiated this ac-
tion challenging the defendant’s nondisclosure of 
these fees. Presently, the court must consider the 
defendant’s argument that the plaintiff ’s claims are 
time-barred under ERISA’s three-year statute-of-
limitations period. The defendant contends that 
the plaintiff had actual knowledge of the disputed 
fees and the obligations to pay those fees in 2007, 
when the parties entered into the contract. The 
plaintiff contends that the applicable limitations 
period is six years because the defendant engaged 
in fraud and/or concealment. The defendant has 
filed a motion to dismiss the plaintiff ’s claim based 
on its interpretation and application of the statute 
of limitations. The court, however, finds that it 
cannot conclude at this stage of the proceedings 
when the plaintiff acquired actual knowledge of 
the ERISA violations. The determination is a fact-
specific analysis that will require the court to look 
beyond the complaints and assess whether the fees 
were disclosed in the contract and whether the 
defendant took further steps to conceal the fees. 
Thus, the court denies the defendant’s motion to 
dismiss and orders further proceedings on the 
claims. The court, however, grants the defendant’s 
motion to dismiss the plaintiff ’s state law claims 
as preempted by ERISA. No. 2:12-cv-15611-PJD-
MAR (E.D. Mich. May 13, 2013). 

BEnEFICIARY DESIGnATIOn

Vanderkam v. Pension Benefit  
Guaranty Corporation
The plaintiff was a participant in his employer’s 
retirement plan and, prior to his retirement, he 

elected to receive his plan benefit as a joint and 
100% survivor annuity, which was a qualified joint 
and survivor annuity (QJSA). He designated his 
then-wife, a defendant to this case, as the survivor 
beneficiary. Upon retirement, the plaintiff began 
receiving benefits under the plan. The plaintiff 
and his wife then divorced and final decree of di-
vorce was issued in Texas state court. The plaintiff 
was awarded “as his sole and separate property” 
all rights “related to any . . . pension plan . . . exist-
ing by reason of [his] past, present, or future em-
ployment.” Thereafter, the plaintiff remarried and 
sought to designate his new wife, a plaintiff in this 
case, as an alternate payee for the survivor ben-
efits under this plan. The plaintiff petitioned state 
court for a domestic relations order. The plaintiff ’s 
former wife objected, arguing that she did not dis-
claim any interest in the plan as part of the divorce 
decree. The state court ultimately approved the 
decree, concluding that the plaintiff ’s former wife 
“waived her entitlement to the survivor annuity.” 
The new decree entitled the plaintiff ’s new wife to 
the survivor annuity portion of the plaintiff ’s plan 
distribution in accordance with the provisions of 
the plan. Several years later, the plan terminated 
and the Pension Benefit Guaranty Corporation 
(PBGC) became its statutory trustee. PBGC then 
determined that the plaintiff ’s former wife, and 
not his current wife, was the proper beneficiary for 
the survivor annuity under the plan. The plaintiffs 
appealed the determination but PBGC upheld its 
decision. The plaintiffs initiated this action and 
the court first considers the plaintiffs’ challenge 
to the PBGC decision awarding benefits to the 
plaintiff ’s former wife. The court notes that PBGC 
determined that the domestic relations order is-
sued by the state court could not divest the former 
wife’s survivor annuity benefit because her rights 
irrevocably vested upon the annuity starting date. 
After reviewing the record, the court finds that 
PBGC’s decision was based on reasoned decision 
making and is rationally supported by the record 
and applicable law. The court notes that the plain-
tiff was married to his former wife at the time of 

continued on next page
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his retirement and, at that time, he and his wife 
did not waive the QJSA benefit. Thus, the court 
finds that the QJSA vested in the plaintiff ’s for-
mer wife at the time of his retirement and the state 
court could not subsequently assign that benefit 
elsewhere. The court also affirms PBGC’s dismiss-
al of the domestic relations order that would have 
given the plaintiff ’s current wife the survivor ben-
efit under the plan for the duration of the former 
wife’s life. The court upholds PBGC’s decision in 
light of its conclusion that directing benefits to be 
paid for the lifetime of someone other than the 
beneficiary would contravene ERISA. The court 
grants the defendants’ motions for summary 
judgment. No. 1:09-cv-01907-RLW (D. D.C. May 
7, 2013).  
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 4. The program must have a “reasonable de-
sign” that provides individuals a reasonable 
chance of improving health and must not be 
subterfuge for discrimination.

 5. The program must be uniformly available to 
all similarly situated individuals.

Regarding universal availability, plans that offer 
a premium discount must provide the discount for 
the entire year and make retroactive payments of 
the reward if an individual satisfies the requirement 
midyear. In addition, health-contingent wellness 

programs must provide “reasonable alternatives.” 
Activity-only programs must allow a reasonable al-
ternative method for any individual for whom it is 
medically inadvisable to attempt to satisfy the stan-
dard or if the otherwise applicable standard is unrea-
sonably difficult to satisfy on account of a medical 
condition. Outcome-based program requirements 
must allow any individual who does not meet the 
initial standard to satisfy a reasonable alternative.

The regulations apply to both grandfathered 
and nongrandfathered plans and are effective for 
plan years beginning on or after January 1, 2014.

The final regulations can be found at www.gpo 
.gov/fdsys/pkg/FR-2013-06-03/pdf/2013-12916 
.pdf.  
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vey “nothing more than her frustration with ob-
taining a final decision about her retirement ben-
efits.” The correctness of such determination is the 
subject of another pending claim not presently be-
ing considered by this court. Thus, the court finds 
that the plaintiff ’s allegations of “material misrepre-
sentations” are not supported by any specific state-
ments allegedly made by PBGC. Accordingly, the 
court grants PBGC’s motion to dismiss the plain-
tiff ’s claim for breach of fiduciary duty.  

DeLeon v. U.S. Airways Inc., No. 1:12-cv-00503-RLW 
(D. D.C. May 8, 2013). 
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