
Tim Becks

Becks Benefits Design, LLC

913-275-2475

tim@becksbenefits.com 

2026

Employee Benefit Package For:

WIN Network Agents
Plan Year:  2026

January 1st, 2026 -December 31st, 2026



H.S.A. Plan

General	Plan	Details
Lifetime Medical Maximum Unlimited Unlimited Unlimited
Annual Deductible:
Individual $1,000 $5,000 $6,000
Family $2,000 $10,000 $12,000
Coinsurance 80% 100% 100%
Out‐of‐Pocket	Maximum:
Individual $4,500 $8,150 $6,000
Family $9,000 $16,300 $12,000

Physician	Copays
Office Visits $25 $25 Deductible
Specialists Visits $75 $75 Deductible
Routine Physicals $0 $0 $0

Hospital	Visits
Hospital Coinsurance Deductible Deductible Deductible
Emergency Room Visit Ded. + $300 Ded. + $300 Deductible

Prescriptions
Generic/Generic Specialty $10 $15 Deductible
Preferred/Specialty Preferred $35 $50 Deductible
Non-Preferred/Non-Preferred Specialty $75 $150 Deductible
Tier 4 $250 $250 Deductible

MONTHLY	Cost:
Employee Only $554.81 $463.97 $431.09

Employee + Spouse $1,110.65 $919.89 $850.83
Employee + Child(ren) $1,034.86 $857.73 $793.61

Family $1,590.70 $1,313.64 $1,213.35

United Healthcare

2026 Health Insurance Options

Traditional Plans









      WIN NETWORK AGENTS 

I hereby authorize WIN Network to deduct the appropriate premium contributions from commissions based 

on my benefit election choices. 

Agent Signature:________________________________________________________                    
Date:_________________ 

 

Please mark your selection:      

Employee Signature 

 

 

 

  

WIN NETWORK AGENTS                                                          Plan Year January 1st, 2026-December 31st, 2026 

Agent Information  

Name: last Name, first name, middle initial        Open enrollment              New Hire 

        Change (qualifying event) ____________________ 

Home Address / City / State / Zip Code Gender: 

Date of Birth Date of Hire  N/A Hours worked/week  N/A 

SSN: Occupation:           Agent          Annual Earnings:  N/A 

Dependent name: Gender: Relationship:  SSN: DOB: 

     

     

     

     

     

Monthly Cost: Employee only Employee/Spouse Employee/Child(ren) Family Waive 

Medical- UHC H.S.A.  $6,000 ded         $431.09          $850.83          $793.61          $1,213.35  

Medical- UHC $5,000 ded         $463.97          $919.89          $857.73          $1,313.64  

Medical – UHC $1,000 ded          $554.81         $1,110.65         1,034.86         $1,590.70  

Dental - UHC         $27.85         $55.71         $64.21         $96.91  

Vision - UHC          $8.17         $15.51         $18.19         $25.60  




