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WIN Logistics is excited about our 2021 Open Enrollment! This year Win
Logistics is excited to make a contribution towards your healthcare
coverage this as well as offering some more affordable options!

Another exciting change is that we are moving
your voluntary benefits from Colonial to Allstate in 2021!
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PLAN DETAILS

This a network based plan that utilizes the PHCS network.
You receive an ID card to present to your healthcare provider.

You receive an ID card to present to your healthcare provider.

Limited-day plan:
This plan has a cap on days limited for services; unlike most medical
plans, where you are not limited on the number of days or services that are
covered.
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Four Plans to Choose From: Y

=
Covered 100% Covered 100% Covered 100% Covered 100% | N
N> .
Deductibles INN/OON | 50 40 40 30 Ny
Max Out of Pocket (MOOP) $7,350/514,700 $7,350/514,700 $7,350/514,700 $5,000/$10,000 g
N INN/OOP combined . . . : :
Primary/Spedalty Care Office Visits | 525/550 Copay 3/3 Visits Max/ Year 525/550 Copay 4/4 Visits Max/Year  $25/550 Copay 6/6 Visits Max/ .
iz} fﬂr:}hl pec s INN: Network Rate/OON 5% UCR INN: Network Rate/OON 85% UCR INN: Network Rate/OON 85% 1 15/525 Copay 10/10 Visits Max/Year
$50 Copay 2 Visits Max/Plan Year $50 Copay 3 Visits Max/Plan Year $50 Copay 2 Visits Max/Yea - Network Rate/OON ‘?5% Ll
Urgent Care INN/OON INN: Network Rate/OON: 85% UCR  INN: Network Rate/OON: 85% UCR  INN: Network Rate/OON: 8531 220 Copay 3 Visits Max/Plan Year
INN: Network Rate/OON 85% UCR

. INN/OON: $350 Copay 1 Visi : )
Emergency Room®* INN/OON Not Covered Not Covered A INN/OON: $350 C;ipayr 1 Visit Max/Plan
ear

Lab/X-Ray Services [non-hospital | IEJE;-? EGF:EI'H’ Ekmﬁjctﬁfr.;;q;ﬁp‘;g r;ﬁ"ﬁg; lﬁf Euﬁiakw{:ﬁfgﬂ;ﬁpalﬂﬂaﬁg IHN%T SDPEE aﬂfl?sﬂrﬂ?gg;i INN/OON: 550 Copay 3 Visits Max/Year
INN/OON ZEREIR TG ‘ S LS : e R T ' INN: Network Rate/OON 85% UCR

INN/OON: 5350 Copay 3 Day _
In-Patient Hospital* INN/JOON Not Covered SRR Max/Year bt i Cﬁpay LR
ear
Dut-Patient Surger'ff[}iagnuﬁ'tic: INN/OON: 5350 Copay 1/1 Visits INN/OQON: 5350 Copay 1/2 Visits INN/OOMN: 5350 Copay 1/1Vi INN/OON: 4350 Copay 2/2 Visits
esting * INN/OON Max/Plan Year Max/Plan Year Max/Year Max/Plan Year
Tier 1: 50 copay Tier 1: 50 copay Tier 1: 50 copay Tier 1: 50 copay
Tier 2: $10 copay Tier 2: 510 copay Tier 2: $10 Copay Tier 2* 20% Coinsurance
Not Covered
Not Coverad Mot Covered Limited Brand 20% Coinsurance
Mot Covered Mot Covered Mot Covered Mot Covered (Rider available)
eleHealth S0 Copay | Unlimited S0 Copay | Unlimited 50 Copay | Unlimited S0 Copay | Unlimited

eleDental M/A N/ A N/A $0 Copay | Unlimited



Dental and Vision Insurance
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IN-NETWORK OUT-OF-HETWORK
PLAN COVERAGE PP FEE] (30TH PERCENTILE LICR)

FREVEMTIVE & NAGHOETIC

Diagnostic and preventive: sxams, cleanings, fluoride, space 1 D D % 1 [} [} c:;ﬂ.

mainlainers, irays, and s=alanis

BASIC
Minor restorative: fillings
Prosthetic mairtenance: relines and repairs to bridges, emplams,

and denfures 0 0
Emengency palliative treatment: to lemporarily relieve pain BD J’El SD r’rﬂ
Endodontics: rool canals

Periodontics: o real gum disease

Oral surgery: exiractions and dental surgery

MAMOR
Major restorative: crowns, inlays, and onlays

Prosthodontics: dentures 50% 50%

Prosthetios: bridges
Implants:

PLAN MAXES
#nnual maximurn apples to disgrostic & preveniioe, basic sarvices, and major services
Arnual Max based on Calendar Year.

ir-n-l::-mu?::rd: Yoar $1 JDDD 'III:’IT

PLAN DEDUCTIBLE

The deductible is waived lor diagnostic & preventive services

INDIVIDUAL 550.00 sy
st S150.00 syr

Dl and 'Wizkon moussce prasucts sederwriies by Heliossl Goerdoan Ldw reeorasce Compesy [WEEL. | Yisios: T o Plas: (75 = WA, erdd in BY by Maiorrends Les inesmrce

Coernpany, mackeied by Beamn lsserervce Servicem LLE  secl sdiminmis red by Basm irausncs Admingireiors LLE |Basm Centsl Eaursncs Admnadreios: LU iz Tecsa ] Lis roursnos

pecchcks srckrardien by RaSoresds Lis imorance Compasy

CLAIMS INFORMATION

Bicain e etes Admirsslialoss Bl o gayai 1D HES D F s dasimbsar Phar feambis Chaim fedm aosigtad
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Cincinnat, OH 45375
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FREQUENCY

EXAME 12 months
LENSES 12 months
FRAMES 24 monthe
CONTACTS (IN LIEU OF GLASSES) 12 it
COPAYMENTS
MATERIALS 825
° CONTACT LENS FITTING & EVALUATION 15% discount inot to excesd $40)
Qe EXAM 510 1CH
® iIsion
eam IN NETWORK ALLOWAMCES I nsurance
RETAIL FRAME VALLIE '*2 S150 7 20% off coverage
ELECTIVE CONTACT LENSES 4150
COVERED LENS OPTIONS Lo Vision and Polycarbonate for Children

VALUE ADDED PROGRAMS

DIABETIC EYECARE PLUS PROGRAM Included
HEARING AID DISCOUMNTS Included
EYE HEALTH MAMAGEMENT Included

DIABETIC EXAM REMINDER LETTERS Included




() Alistate.

ccident, Critical lliness, Short-term
and Whole Life Insurance




() Alistate.

Accident Plans

Benefits for all types of accidents including:
Sprains, fractures, burns, dismemberment, X-rays, hospitalizations, ER visits,
accidental death and more!

Critical lllness Plans

Benefits for heart attack, stroke, organ transplants, end stage renal faiilure, cancer and more!

Guarantee Issue Amounts of up to
$20,000 for Employees
Dependents receive 50% of the employee's benefit amounts



() Alistate.

Short-Term Disability

BENEFITS

BASE POLICY BENEFITS

Total Disability - the monthly benefit starts after the elimination period has been met. Benefits will not cantinue
beyond the maximurn _--_'l':."'E'. period

Partial DIEE']I'I['_I.I‘ 50% ot the monthly benefit is paid after at least one month that the Total Dizability Benetit
s payable. Paymenls conlinue v hile partially -:|'~.|:'-':. [or up la 3 manths, but nal bevand the maximurm benefil

period

Pregnancy - a benefit for pregnancy is paid if total disability first begins after the certificate has been in force for at
ast @ months

Organ Donor - 3 benefit is paid when disabled from denating an organ

Woaiver of Premium - premiums are waived after monthly diszhility benefits are nayable for 30 days in a row, for

as long as monthly benetits are payable

BASE POLICY BENEFIT CONDITIONS

Cﬂncurrent Disability - cre manthly benefit is paid, even if vou are disabled due to maore t'u'-’u one cause. Being
disabled from more thar one cause dees not extend the payment of benefits under the n num bene i'. period

F.En::urrent Dlsabllltyr a benefit is paid if disabled from the same or related cause within & months without a new
wailirg period or masier urm benelil periad

DETAILS OF COVERAGE

Maximum Monthly Benefit - 22500

Maximum Benefit Period - 3 maonths

Elimination Period for Accident - 7 Days

Elimination Period for Sickness = 7 Diavs

Monthly Benefit - Your monthly disability berefit may ba reduced if you receive disahility payments from othe:

deductible sources ot income which include individual disability income policies or other group insurance coverage




() Allstate.

Whole Life Insurance

Coverage for all stages of life

As people move through the stages of life, certain factors dictate the type of life insurance they need. During
working years, an employer may provide Term Life insurance, but the wraparound coverage of our Group Whole
Life product can help give peace of mind because the money you spent builds cash value that you can use later
in life or add to the term benefit payout. The graph below illustrates the need for term and permanent whole
life insurance throughout the various stages of life.
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The evamnles ahowve detail fictional thousht nrocesses and needs: vour individual needs and reasans for coverasre mav vary.
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