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Benefits Guide is intended for summary purposes only

Welcome to your Employee Benefits Guide!
We are committed to providing employees with a benefits program that is both comprehensive and
competitive. Our program offers a range of plan options to meet the needs of our diverse workforce.
We know that your benefits are important to you and your family. This program is designed to assist
you in providing for the health, well–being and financial security of you and your covered
dependents. Helping you understand the benefits Phoenix Services, Inc. offers is important to us.
That is why we have created this Employee Benefits Guide.

Benefits Guide Overview
This guide provides a general overview of your benefit choices to help you select the coverage that
is right for you. Be sure to make choices that work to your best advantage. Of course with choice,
comes responsibility and planning. Please take time to read about and understand the benefit, plan
thoughtfully, and enroll on time.
Included in this guide are summary explanations of the benefits and costs as well as contact
information for each provider.
It is important to remember that only those benefit programs for which you are eligible and have
enrolled in apply to you. We encourage you to review each section and to discuss your benefits with
your family members. Be sure to pay close attention to applicable co-payments and deductibles,
how to file claims, preauthorization requirements, networks and services that may be limited or not
covered (exclusions). This guide is not an employee/employer contract. It is not intended to cover all
provisions of all plans but rather is a quick reference to help answer most of your questions. Please
see your Summary Plan Description for complete details. We hope this guide will give you a clear
explanation of your benefits and help you be better prepared for the enrollment process.
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At Your Service and Eligibility Details
Team Kaminsky
Phoenix Services, Inc. employees have access to the Client Care Advocates at Kaminsky & Associates, Inc. to answer questions about enrollment,
coverage, claims and all other concerns regarding their employee benefit package. Our call center is staffed with trained professionals who
understand your benefits plan and are dedicated to providing solutions to your problems.
It’s easy and it’s free, just call:
419-535-5502 or 1-800-274-7982 (toll-free) Monday - Friday 8am - 5pm EST

Contact Information
info@teamkaminsky.com
Your Account Manager:

Amie Wagner– amie@teamkaminsky.com

Your Client Advocates:

Melanie Ball– melanie@teamkaminsky.com
Cheryl Foster - cheryl@teamkaminsky.com
Holly Taylor - holly@teamkaminsky.com

Benefit Contacts
BENEFITS
MEC
Limited Medical
Dental, Vision, Short Term Disability & Accident
Medical
Pharmacy Program
Health Savings Account

PROVIDER
Kemper Benefits
Kemper Benefits
Kemper Benefits
Anthem BCBS
Pram
Fifth Third Bank

GROUP #
420527
KB20527
KB20527
235076
218107
Not applicable

WEBSITE/EMAIL
www.kemperbenefits.com
www.kemperbenefits.com
www.kemperbenefits.com
www.anthem.com
www.pram.com
www.53hsa.com

PHONE
See back of ID Card
See Back of ID Card
See Back of ID Card
1-800-232-1785
1-800-262-7726
1-888-350-5353

Are you eligible for benefits?
To determine the benefits for which you may be eligible, please refer to the chart below. You are eligible to participate in these plans upon meeting
each plan’s eligibility requirements. You also have the option to enroll your eligible dependents in some of these plans. Eligible dependents may
include:

Medical




Your legal spouse
Your children. For a child to be eligible, they must be:
 Less than 26 years of age (ends on the last day of the month the dependent turns 26).
 The natural child, stepchild or adopted child of the subscriber.

Dental/Vision




Your legal spouse
Your children. For a child to be eligible, they must be:
 Less than 26 years of age (ends on the day the dependent turns 26).
 The natural child, stepchild or adopted child of the subscriber.

BENEFIT PLAN

ELIGIBILITY

NEW HIRE WAITING PERIOD

MEC
Limited Medical
Anthem BCBS
Managed Pharmacy Program
Dental, Vision, STD, Accident

All staffing employees
All staffing employees
Staffing employees working a minimum of 30 hours per week
All staffing employees
All staffing employees

90 days following a 30-day training period
90 days following a 30-day training period
90 days following a 30-day training period
90 days following a 30-day training period
90 days following a 30-day training period

Team Kaminsky: 419-535-5502 or toll-free 1-800-274-7982
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Enrollment Details and Making Changes to your Benefits
Enrollment Details
Open Enrollment and Enrollment for New Hires: To begin the enrollment process, you will access the online enrollment system by going to
http://teamkaminsky.ehealthapp.com. You are required to complete the enrollment process even if you are declining benefits. On this site you will
enroll in the benefit plans that best fit your family’s needs. During the New Hire Enrollment period, benefit eligible employees will enjoy convenient
on-line access to their benefit coverage 24 hours a day, seven days a week. Forms that need to be completed are also available for download on
the site. Failure to log on or respond will be considered a passive enrollment and your current enrollment or waiver of benefits will apply.

Making Changes to your Benefits
Our Section 125 Plan year is from January 1 thru December 31 each year. Your election to participate in Medical will constitute your election to
participate under the Premium Only plan on a pre-tax basis unless you elect post-tax.
Important Note: With the election of pre-tax payroll deductions you are locked into that election for the Plan Year unless you have a “Qualifying
Life Event” or “Status Change”. That means, even though the insurance carrier will allow you to change or drop your coverage, the IRS tax code
requires that your payroll deduction not be changed, until the end of the plan year, unless you have a “Qualifying Life Event/Status Change”.

In order to be able to drop or change coverage at any time other than annual open enrollment without a qualifying event,
you must elect “Post-tax” on your election form.

What is a Qualifying Life Event?
The Following events qualify for a mid-year change in coverage:






Marriage
Divorce or legal separation
Birth
Adoption or Placement for Adoption
Death of a dependent







Ineligibility of a dependent
Loss of coverage
Change in your employment status or that of your spouse
A qualified domestic relations order or similar court order
Entitlement to Medicare or Medicaid

Employee Responsibilities
Marriage: You must report the marriage to your employer within 30 days in order to add your spouse to your insurance plans. A copy of the
marriage license and insurance company applications may be required to change your name, beneficiary, address, or to add or delete dependents
from the benefit plans.
Birth/Adoption: You have 30 days from the date of birth or acquisition to complete the required enrollment forms, if you are enrolling a new
dependent. A copy of the Birth Certificate or Court document is required.
Court Orders: If you are enrolling a dependent child(ren) whose coverage might be governed by a divorce decree or other support order, please
look at your documents carefully. Depending upon how your divorce or court order was written, the dependent may NOT be eligible for this plan. If
your court order specifies that the other parent is responsible for health coverage (or payment of health care claims if there is no insurance), then
this plan might not cover your child(ren). If you would like help with your documents, please call Kaminsky & Associates at 419-535-5502. A copy
of the court documents or Medical support Notice is required to enroll a dependent child(ren).
Different last name for spouse or children: Insurance companies or your employer may require proof such as a marriage license, birth certificate,
court documents, or recent tax form, to show that dependents with different names are your legal dependents. Enrollment or payment of claims
may be pended until proof is received. Please be prepared to submit this documentation if requested by the insurance carrier or your employer.
Your dependent may not be enrolled if documentation is not received when requested.
Divorce or Legal Separation: If you become legally separated or divorced, it is your responsibility to notify your employer of your status change
within 30 days of the event in order to make any changes to your plan elections. You may be required to provide a copy of the appropriate finalized
court paper to verify the event date. Please contact Kaminsky & Associates at 419-535-5502 if you would like further explanation.
Life Events: It is the employee’s responsibility to report within 30 days any dependent changes which result in loss of or entitlement to eligibility
and any other “life” events to the Human Resources Department for COBRA purposes.

4

Employee Benefit Guide

Benefits at a Glance
The following medical coverage options are available to you. These options help satisfy the federally mandated “minimum
essential coverage” rule so you can avoid the ACA tax penalty:

1

MEC- Minimum
Essential Coverage
 Preventive and Wellness
Benefits required by ACA to
avoid tax penalties.
 63 preventive services that
are covered at 100% innetwork and 40% out-ofnetwork.
 See page 6 for a list of
covered services.

2

Limited Medical Plan
 Coverage for services like
hospital stays, surgery,
anesthesia, accidents, and
more.
 See page 7 for a list of
covered services.
 $5,000 life insurance benefit

3

Anthem BCBS
HSA $5000 Plan
 Preventive and Wellness
Benefits required by ACA
 Comprehensive medical
coverage and prescription
drug coverage.
 See page 9 for a list of
covered services.

Pharmacy Program: This can be paired with the medical option #1 and option #2 listed above! See page 8 for a
 Managed
listing over covered outpatient medically necessary non-injectable medications.

 Dental Insurance
 Vision Insurance
 Accident Insurance
 Disability Insurance
Please turn to page 11 for more details on the dental, vision, accident and disability insurance.

Special items to note:
 With the Anthem BCBS HSA $5000 Plan you will be responsible for the entire deductible before benefits begin. (The single network deductible
is $5,000 and the family network deductible is $10,000) The Anthem BCBS plan utilizes the Blue Access network.
 The MEC/Limited Medical Plans utilize the First Health Network
 When you use a network provider, services covered under your plan will be reimbursed at the higher in-network percent.

Employee Benefit Guide
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MEC Schedule of Benefits
In-Network
MEMBER PAYS

Benefits
PPO Network

Out-of-Network
MEMBER PAYS

First Health Network

Minimum Essential Coverage
Required by ACA to avoid individual tax penalty.

0%

60%

MEC Preventive and Wellness Benefits
A LIST OF THE "MINIMUM ESSENTIAL COVERAGE" REQUIRED BY ACA

15 Covered Preventive Services for Adults (ages 18 and older)
1.
2.
3.
4.
5.
6.
7.
8.

Abdominal Aortic Aneurysm one time screening for age 65-75
Alcohol Misuse screening and counseling
Aspirin use for men ages 45-79 and women ages 55-79 to prevent
CVD when prescribed by a physician
Blood Pressure screening
Cholesterol screening for adults
Colorectal Cancer screening for adults starting at age 50 (limited to one
every 5 years)
Depression screening
Type 2 Diabetes screening

9. Diet counseling
10. HIV screening
11. Immunizations vaccines (Hepatitis A & B, Herpes Zoster, Human
Papillomavirus, Influenza (flu shot), Measles, Mumps Rubella,
Meningococcal, Pneumococcal, Tetanus, Diptheria, Pertussis,
Varicella)
12. Obesity screening and counseling
13. Sexually Transmitted Infection (STI) prevention counseling
14. Tobacco Use screening and cessation interventions
15. Syphilis screening

22 Covered Preventive Services for Women, Including Pregnant Women
1.
2.
3.
4.
5.

Anemia screening on a routine basis for pregnant women
Bacteriuria urinary tract or other infection screening for pregnant
women
BRCA counseling and genetic testing for women at higher risk
Breast Cancer Mammography screenings every year for women age
40 and over
Breast Cancer Chemo Prevention counseling for women

6.
7.
8.
9.

Breastfeeding comprehensive support and counseling from trained
providers, as well as access to breastfeeding supplies, for pregnant
and nursing women.
Cervical Cancer screening
Chlamydia Infection screening
Contraception: Food and Drug Administration-approved contraceptive
methods, sterilization procedures, and patient education and
counseling, not including abortifacient drugs

26 Covered Services for Children
1.
2.
3.

11.
12.
13.
14.
15.

Alcohol and Drug Use assessments
Autism screening for children limited to two screenings up to 24 months
Behavioral assessments for children limited to 5 assessments up to
age 17.
Blood Pressure screening
Cervical Dysplasia screening
Congenital Hypothyroidism screening for newborns
Depression screening for adolescents age 12 and older
Developmental screening for children under age 3, and surveillance
throughout childhood
Dyslipidemia screening for children
Fluoride Chemo Prevention supplements for children without fluoride in
their water source when prescribed by a physician
Gonorrhea preventive medication for the eyes of all newborns
Hearing screening for all newborns
Height, Weight and Body Mass Index measurements for children
Hematocrit or Hemoglobin screening for children
Hemoglobinopathies or sickle cell screening for newborns
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4.
5.
6.
7.
8.
9.
10.

16. HIV screening for adolescents
17. Immunization vaccines for children from birth to age 18; doses,
recommended ages, and recommended populations vary: Diphtheria,
Tetanus, Pertussis, Hepatitis A & B, Human Papillomavirus,
Inactivated Poliovirus, Influenza (FIu Shot), Measles, Mumps, Rubella,
Meningococcal, Pneumococcal, Rotavirus, Varicella, Haemophilus
influenzae type b
18. Iron supplements for children up to 12 months when prescribed by a
physician
19. Lead screening for children
20. Medical History for all children throughout development Ages: 0 to 11
months, 1 to 4 years, 5 to 10 years, 11 to 14 years, 15 to 17 years
21. Obesity screening and counseling
22. Oral Health risk assessment for young children up to age 10
23. Phenylketonuria (PKU) screening in newborns
24. Sexually Transmitted Infection (STI) prevention counseling and
screening for adolescents
25. Tuberculin testing for children
26. Vision screening for all children under the age of 5

Limited Medical Schedule of Benefits
Benefits
PPO Network
Hospital Confinement
Benefit Amount
Maximum Days per Confinement
Maximum Confinements per Benefit Period
Outpatient Physician Office Visit
Benefit Amount
Maximum per Benefit Period
Outpatient Diagnostic Lab Tests
Benefit Amount
Maximum per Benefit Period
Outpatient Diagnostic Tests
Benefit Amount
Maximum per Benefit Period
Hospital Admission
Benefit Amount
Maximum per Benefit Period
Ambulance
Benefit for Ground/Water Ambulance
Benefit for Air Ambulance
Maximum per Benefit Period
Outpatient Indemnity Prescription Drug
Benefit Options
Maximum per Benefit Period per Insured Person
Frequency
Eligible Type of Expense
Employee Term Life

In-Network
MEMBER PAYS
Access to First Health Network
$500
4
Unlimited
$30
6
$50
3
$50
3
$500
1
$100
3x ground / water
3
Uses the Broadreach Choice Rx network.
Provides a flat indemnity benefit for generic prescription drugs.
$1000
Per benefit period
Covered drugs must be prescribed by a physician
$5,000 per employee

Daily Hospital Confinement
Benefits are payable for each day that an Insured Person is Confined, as a registered bed patient, to a Hospital due to an Injury or Sickness. The benefit is payable
from the first day of Confinement.
Outpatient Physician Office Visit
Benefits are payable for each day an Insured Person receives treatment for Injury or Sickness in a Physician’s office or Urgent Care Facility.
Outpatient Diagnostic Laboratory Tests
Benefits are payable for each day an Insured Person undergoes an Outpatient diagnostic laboratory test for processing in a laboratory for diagnosis of an Injury or
Sickness for which symptoms have been presented. The tests must be ordered by the Insured Person’s attending Physician. The Outpatient diagnostic laboratory
test must be submitted to an Outpatient facility or, if submitted to a Hospital, submitted while the Insured Person is an Outpatient. Only one benefit is payable per
day, no matter how many Outpatient diagnostic laboratory tests an Insured Person undergoes in a single day.
Outpatient Diagnostic Tests
Benefits are payable for each day an Insured Person has one or more X-rays, radiological tests and/or other nonlaboratory medical tests performed for diagnosis of
an Injury or Sickness for which symptoms have been presented. The tests must be ordered by the Insured Person’s attending Physician. The test must be
performed in an Outpatient facility or, if performed in a Hospital, performed while the Insured Person is an Outpatient. Only one benefit is payable per day, no
matter how many diagnostic tests are performed in a single day.
Hospital Admission
Benefits are payable for admission to a Hospital for an Insured Person on the day the Insured Person is admitted as a registered bed patient. The benefit is paid in
addition to any other benefits provided by the Policy.
Ambulance
Benefits are payable for each day an Insured Person is transported by a duly licensed ambulance service to the nearest facility equipped to treat an Insured
Person’s Injury or Sickness. The transportation must occur within 72 hours of the Accident or onset of the Sickness. This does not include transportation solely to
the Insured Person’s personal Physician or to secure treatment from a Physician or a facility of greater renown. Only one benefit is payable per day, no matter how
the transportation is provided or how many transportations are provided in a single day. If more than one type of transportation is provided, i.e., air, ground or water,
in the same day, the Company will pay the higher benefit as shown in the Schedule of Benefits.
Employee Only Group Term Life with AD&D Benefit
If the covered employee leaves the group, he or she may convert their group term coverage to individual life insurance policies, without disability or other
supplementary benefits, subject to satisfying certain requirements. The terms of conversion are given in the life insurance rider attached to the Limited Benefit
Medical insurance policy
Employee Benefit Guide
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Managed Pharmacy Program
In-Network
MEMBER PAYS

Benefits
Annual Deductible
Per Member
Retail Copay
Generics
Preferred Brands
Non-Preferred Brands
Mail Order Copay
Generics
Preferred Brands
Non-Preferred Brands
Monthly Maximum Benefits Payable
Per Member / Per Family

$0
$10 Lessor of Logic
$30
Not applicable
$30
$90
Not applicable
$250 Per Member / $500 Per Family

Covered Items
Prescription Drug: All outpatient Medically Necessary Legend non-injectable medications shown on the Formulary, unless otherwise
specifically excluded, and any of the following. Outpatient means a Prescription Drug is not taken in, or administered by, a hospital
or any other health care facility or office.
Diabetic Products - over-the-counter

Diabetic Supplies - alcohol swabs, lancets, lancet devices, test
strips & tablets (urine, blood glucose, ketone

Insulin & insulin syringes

Other Legend Drugs

Acne Products (Retin-A, up to 24th birthday)

Compounds, one ingredient must be legend

Cough & Cold

Immunosuppressants

Family Planning

Oral Contraceptives

Nutritional Products

Prenatal Legend Vitamins

All over-the-counter and injectable medications are excluded unless shown above or prescribed as preventative medications. If
classifications contain both prescribed and over-the-counter or both injectable and non-injectable products, only the non-injectable,
prescribed products will be covered unless shown above.

Exclusions / Limitations
1.

2.
3.
4.
5.
6.

7.
8.

All over-the-counter products and medications unless shown under the
definition of Prescription Drug and specifically prescribed by a medical
provider. This includes, but is not limited to, electrolyte replacement, infant
formulas, miscellaneous nutritional supplements and all other over-the-counter
products and medications.
Blood glucose meters; insulin injecting devices, other than insulin syringes.
Depo-Provera; condoms, contraceptive sponges, and spermicides; sexual
dysfunction drugs.
Biologicals (including allergy tests); blood products; growth hormones;
hemophiliac factors; MS injectables; immunizations; all other injectables unless
shown under the definition of Prescription Drug.
All other medical supplies and durable medical equipment unless shown under
the definition of Prescription Drug.
Liquid nutritional supplements; pediatric Legend Drug vitamins; prescribed
versions of Vitamins A, D, K, B12, Folic Acid and Niacin - used in treatment
versus as a dietary supplement; all other Legend Drug vitamins and nutritional
supplements.
Anorexiants; Any cosmetic drugs including, but not limited to, Renova, skin
pigmentation preps; any drugs or products used for the treatment of baldness;
Topical dental fluorides.
Refills in excess of that specified by the prescribing Physician; or refills
dispensed after one year from the original date of the prescription.

9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
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Any drug labeled “Caution - limited by Federal Law for Investigational Use” or
experimental drugs.
Any drug which the Food and Drug Administration has determined to be
contraindicated for the specific treatment.
Drugs needed due to conditions caused, directly or indirectly, by an Insured
Person taking part in a riot or other civil disorder; or the Insured Person taking
part in the commission of a felony.
Drugs needed due to conditions caused, directly or indirectly, by declared or
undeclared war or an act of war; or drugs dispensed to an Insured Person
while on active duty in any armed force.
Any expenses related to the administration of any drug.
Drugs or medicines taken while in or administered by a hospital or any other
health care facility or office.
Drugs covered under Worker’s Compensation, Medicare, Medicaid or other
Governmental program.
Drugs, medicines or products which are not medically necessary.
Diaphragms; Erectile dysfunction Legend drugs, unless specifically listed in the
definition of Prescription Drug; Infertility Legend drugs.
Epi-Pen, Epi-Pen Jr., Ana-Kit, Ana-Guard; Glucagon-auto injection; Imitrexauto injection.
Smoking deterrents, Legend or over-the-counter.
Vacation supplies and replacement of lost, stolen, spilled, broken or dropped
Prescription Drugs.
All newly marketed pharmaceuticals or currently marketed pharmaceuticals
with a new FDA approved indication for a period of one year from such FDA
approval for its intended indication.

Anthem BCBS Schedule of Benefits
Benefits

In-Network
MEMBER PAYS

Deductible per Benefit Period
Per Member
$5,000
Per Family
$10,000
All family members can contribute with no one member contributing more than the individual deductible amount.
Maximum Out-of-Pocket per Benefit Period
$6,900
Per Member
$13,800
Per Family
Physician Home and Office Services
Including Office Surgeries, allergy serum, allergy injections & allergy
Deductible, then 20%
testing
Preventive Care Services
Services include but are not limited to:
$0
Routine medical exams, Mammograms, Pelvic Exams, Pap testing, PSA tests,
Immunizations, Annual diabetic eye exam, Hearing screenings and Vision
screenings which are limited to Screening tests (i.e. Snellen eye chart) and
Ocular Photo screening.
Emergency or Urgent Care
· Emergency Room Services @Hospital
Deductible, then 20%
(facility/other covered services) (copayment waived if admitted)
· Urgent Care Center Services
Deductible, then 20%
Inpatient and Outpatient Professional Services
Limitations apply—see Summary of Benefits and Coverage (SBC)
Deductible, then 20%
Inpatient Facility Services
Limitations apply—see Summary of Benefits and Coverage (SBC)
Deductible, then 20%
Outpatient Surgery Hospital / Alternative Care Facility
ꔷ Surgery and administration of general anesthesia
Deductible, then 20%
Other Outpatient Services (including by not limited):
ꔷ Non Surgical Outpatient Services
Deductible, then 20%
For example: MRIs, C-Scans, Chemotherapy, Ultrasounds and
other diagnostic outpatient services.
ꔷ Home Care Services (Network/Non-Network combined)
Deductible, then 20%
100 visits (excludes IV Therapy)
ꔷ Durable Medical Equipment
Deductible, then 50%
ꔷ Orthotics, and Prosthetics
Deductible, then 20%
ꔷ Physical Medicine Therapy Day Rehabilitation programs
Deductible, then 20%
ꔷ Hospice Care
Deductible, then 20%
ꔷ Ambulance Services
Deductible, then 20%
Outpatient Therapy Services (Combined Network & Non-Network limits apply)
Physician Home and Office Services
Deductible, then 20%
ꔷ Other Outpatient Services @ Hospital/Alternative Care Facility
Deductible, then 20%
Limitations apply—see Summary of Benefits and Coverage (SBC)
Behavioral Health Services: Mental Illness and Substance Abuse
Limitations apply—see Summary of Benefits and Coverage (SBC)
Deductible, then 20%
Prescription Drugs:
ꔷ Level 1 Network Retail Pharmacies: (30 day supply)
Deductible, then 20%
ꔷ Level 2 Network Retail Pharmacies: (30 day supply)
Deductible, then 30%
ꔷ Home Delivery: (90 day supply)
Deductible, then 20%
Limitations apply—see Summary of Benefits and Coverage (SBC)

Out-of-Network
MEMBER PAYS
$15,000
$30,000

$20,700
$41,400

Deductible, then 50%

Deductible, then 50%

Network deductible, then 20%
Deductible, then 50%
Deductible, then 50%
Deductible, then 50%
Deductible, then 50%
Deductible, then 50%
Deductible, then 50%
Deductible, then 50%
Deductible, then 50%
Deductible, then 50%
Deductible, then 50%
Network deductible, then 20%
Deductible, then 50%
Deductible, then 50%

Deductible, then 50%
Deductible, then 50%
Deductible, then 50%
Not Covered

This Employee Benefits Guide presents an overview of your Company benefits programs, but it is not a contract. This guide does not include all plan rules and details and is not
considered a summary plan description or a certificate of coverage. The terms of your benefits are governed by legal plan documents, including insurance contracts. If there are any
differences between the benefit descriptions in this guide and the legal plan documents and insurance contracts, the legal plan documents and insurance contracts are the final
authority. Your employer reserves the right to change, discontinue or terminate the benefit plans at any time.

Employee Benefit Guide
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Frequently Asked Questions
HOW DO I KNOW I’M ELIGIBLE TO ENROLL FOR THIS COVERAGE?
All Employees who have worked long enough to meet their company's eligibility requirement, and who work the required minimum number of 30
hours per week, are eligible to enroll. Eligible dependents include spouses and children or stepchildren, under age 26.
CAN I SIGN UP FOR COVERAGE AT ANY TIME?
Provided you are eligible for this coverage, the effective date for this coverage is 01/01/20. The open enrollment period is 12/01/19 through
12/21/19. New Employees are eligible for benefits after they have worked long enough to meet their company's eligibility requirement. Phoenix
Services, Inc.'s eligibility requirement is 90 days following a 30 day training period. If you have worked long enough to be eligible for benefits, and
you work the required number of 30 hours per week, you are eligible to sign up for this coverage.
HOW ARE MY PREMIUMS PAID?
Premiums will be taken through payroll deductions. If you miss a payroll deduction as a result of absence or lack of work, you risk being terminated
from the plan. If terminated, you will not be eligible to re-enroll until the next open enrollment period unless you experience a qualifying event.
CAN I CANCEL COVERAGE AT ANY TIME?
When premiums are paid with pre-tax dollars through payroll deductions as part of a Section 125 Savings Plan, you will not be able to change
these elections until the next annual enrollment period, unless you have a qualifying event. However, when premiums are paid with post-tax dollars,
you can cancel coverage at any time.
IF I DO ENROLL, HOW DO I USE MY BENEFITS?
After enrollment, the insurance carrier, will send you a benefit kit and an ID card. Simply present this ID card to your provider at the time of service.
This card contains all the information your provider needs to submit your claims to the insurance carrier for processing. You can also use the
information on this card to contact the insurance carrier for any questions you might have. The insurance carriers contact information and website
are also located on page 1 of this guide.
WHEN WILL THE INSURANCE CARRIER SEND ME A BENEFIT KIT AND ID CARD?
The insurance carrier will mail your benefit kit and ID card soon after you have enrolled and your first payment has been made.
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Ancillary Benefits
Dental Plan V

Network
MEMBER PAYS

Out-of-Network
MEMBER PAYS

Calendar Year Deductible

$50 (3x Family)

Deductible Waived for

Preventive Services

Class A - Preventive Services (no benefit waiting period)

0%

0%

Class B - Basic Services (no benefit waiting period)

20%

20%

Class C - Major Services

No Coverage

Calendar Year Maximum

$750 each

The Kemper Benefit Dental plans use the Maximum Care Network™ . The Maximum Care Network™ is managed by Careington Corporation.

Vision Plus Plan

Network
MEMBER PAYS

Out-of-Network
MEMBER PAYS

$10 copay

Reimbursed up to $35

$35 wholesale allowance

Reimbursed up to $45

$110 allowance
Covered in full

Reimbursed up to $110
Reimbursed up to $250

$25 copay
$25 copay
$25 copay
$25 copay

Reimbursed up to $25
Reimbursed up to $40
Reimbursed up to $50
Reimbursed up to $80

20% off retail, minus $50 allowance

Reimbursed up to $40

20% off retail, plus corresponding standard
lens reimbursement

Corresponding standard lens
reimbursement

20% off retail

Not covered

$100 onetime/lifetime allowance

$100 onetime/lifetime allowance

Exam
Frames
Contact Lenses

(Contact lenses are in lieu of spectacle lenses and frames.)

Elective
Medically Necessary
Insured Lenses
Single Vision
Bifocal
Trifocal
Lenticular
Discounted Lenses*
Progressive
Specialty*
Lens Options*
LASIK Surgery
Frequency
Examination
Lenses (in lieu of contact lenses)
Contact Lenses (in lieu of lenses)
Frames

Once every 12 months
Once every 12 months
Once every 12 months
Once every 24 months

The Kemper Benefit Vision plan uses the Avesis network which can be reviewed accessing their website at http://www.avesis.com/Vision_home.html

Short Term Disability Insurance
Benefits (60% of Salary, up to $150 per week)
Waiting Period
Maximum Benefit Period

7 days
26 weeks

Accident Expense Insurance
Benefit Amount (Per Calendar Year)
Coverage

Employee choice of either $1,000 or $5,000
Off-the-job-only

Employee Benefit Guide
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Your Weekly Contributions
MEC

Deduction per pay period

Employee Only
Employee + Spouse
Employee + Child(ren)
Family

$8.68
$11.68
$10.52
$13.98

Limited Medical

Deduction per pay period

Employee Only
Employee + Spouse
Employee + Child
Employee + Children
Family

Managed Pharmacy Program

$9.27
$15.51
$14.80
$14.80
$21.23

Deduction per pay period

Employee Only
Employee + Spouse
Employee + Child(ren)
Family

Anthem BCBS Plan **
Employee Only
Employee + Spouse
Employee + Child(ren)
Family

$7.08
$13.63
$12.04
$19.30

Deduction per pay period
9.5% of your weekly pay not to exceed $73.14/week
Above single cost plus $116.83/week
Above single cost plus $67.10/week
Above single cost plus $203.53/week

** Only available to those employees working 30 or more hours per week.

Dental Plan

Deduction per pay period

Employee Only
Employee + Spouse
Employee + Child(ren)
Family

Vision Plan

$3.20
$6.40
$7.01
$10.21

Deduction per pay period

Employee Only
Employee + Spouse
Employee + Child(ren)
Family

Short Term Disability

$1.53
$2.90
$3.16
$4.06

Deduction per pay period

Age 18 – 49:
Age 50 – 59:
Age 60 – 64:

Accident Expense Insurance
Employee Only
Employee + Spouse
Employee + Child(ren)
Family
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$4.40
$4.98
$5.91

Deduction per pay period
$1,000 Benefit
$1.86
$3.71
$4.51
$6.52

$5,000 Benefit
$4.97
$10.06
$12.70
$18.57

HSA Plan Highlights- if enrolled in the Anthem BCBS Plan
Eligibility
To be eligible for an Health Savings Account (HSA), you must be covered under an HSA-qualified health plan on the first day of the month. Also,
you must not be:





Covered by any other health plan, including a spouse’s health insurance
Covered by your own or a spouse’s medical flexible spending account (FSA) or health reimbursement account (HRA).
Enrolled in any part of Medicare, Medicaid or Tricare
Claimed as a dependent on another person’s tax return

Contributions
The maximum amount you can deposit into your account for 2020 is $3,550 if you have single coverage and $7,100 for family coverage, even if
your policy’s deductible is less than that. If you are age 55 or older, you can also make additional “catch-up” contribution of $1,000 per year.

Tax Benefits




Cash contributions you make to a HSA during a tax year are deductible from your federal gross income. Contributions made through payroll
deduction are made pre-tax and not subject to Federal, State, Local or FICA taxes.
Interest earnings are tax-deferred - and you will never pay taxes on them if you eventually spend the money on qualified medical expenses.
Withdrawals from your HSA for qualified medical expenses are free from taxation. Withdrawals for non-qualified are subject to ordinary income
and 20% penalty.

Frequently asked questions
Does tax filing status (joint vs. separate) affect my contribution?
Tax filing status does not affect your contribution.
I have a HSA but no longer have HDHP coverage. Can I still use the money that is already in the HSA for medical expenses tax-free?
Once funds are deposited into the HSA, the account can be used to pay for qualified medical expenses tax-free, even if you no longer have HDHP
coverage. There is no time limit on using the funds.
Can I use the money in my HSA to pay for medical care for a family member?
Yes, you may withdraw funds to pay for the qualified medical expenses of yourself, your spouse or a tax dependent without tax penalty.
What if my dependents are not covered by my HSA qualified plan?
You may still pay for their qualified medical expenses with your account, if they are an IRS tax dependent.
What happens to my HSA if I enrolled in Medicare?
Participation in any type of Medicare (Part A, Part B, Part C -Medicare Advantage Plans, Part D, and Medicare Supplement Insurance -Medigap),
makes you ineligible to contribute to an HSA. However, you can continue to use your HSA for qualified medical expenses and for other expenses
for as long as you have funds in your HSA. Loss of Eligibility in Month You Turn 65. You lose eligibility as of the first day of the month you turn 65
and enroll in Medicare.
Example. Jim is covered by a self-only HDHP and eligible for an HSA in 2020 but turns 65 on July 2, 2020, and enrolled in Medicare. Jim will lose eligibility for an
HSA as of July 1, 2020. For 2020, Jim was eligible for 6 months of the year. The federal HSA limit for Jim is $4,550 ($3,550 individual HSA limit plus a $1,000 catch
-up). Accordingly, Jim’s calculation is 6/12 X $4,550 = $2,275. Jim’s maximum contribution for 2020 is $2,275.

Can I use my HSA to pay for medical expenses incurred before I set up my account?
No. You cannot reimburse qualified medical expenses incurred before your account is established. We recommend you establish your account as
soon as possible, even if you only fund it with the minimum amount required to open the account.
Do unused funds in a Health Savings Account roll over year after year?
Yes, the unused balance in a Health Savings Account automatically rolls over year after year. You won’t lose your money if you don’t spend it
within the year.
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Important Information for All Employees
Phoenix Services, Inc. is required to provide you with certain notices each year. Federal law requires plan
sponsors to provide a Summary of Benefits & Coverage (SBC) for each medical plan available.
In addition, there are many additional notices required and these have been condensed into the attached
Annual Notice which is specific to your company. We encourage you to read all documents at your earliest
convenience.

Phoenix Services, Inc. has posted the following documents on eHealthApp:

 Summary of Benefits and Coverage (SBC) for each medical plan offered
 Annual Notice

You can access the website by going to http://teamkaminsky.ehealthapp.com .
Use the following login information:
Username: first and last name; no spaces
Password: Phoenix19
Group Identifier: PSIStaffing
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Important Information for All Employees

This Employee Benefits Guide presents an overview of your Company benefits programs, but it is not a contract.
This guide does not include all plan rules and details and is not considered a summary plan description or a
certificate of coverage. The terms of your benefits are governed by legal plan documents, including insurance
contracts. If there are any differences between the benefit descriptions in this guide and the legal plan
documents and insurance contracts, the legal plan documents and insurance contracts are the final authority.
Your employer reserves the right to change, discontinue or terminate the benefit plans at any time.

PHOENIX SERVICES
5800 MONROE ST., STE D
SYLVANIA, OHIO 43560
PHONE: 419-885-2151

BROUGHT TO YOU BY:

