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The ALA 2024 Benefit Guide

_____I understand my election can only be changed during the open enrollment period which takes plan once each year. I want my 
contribution to be deducted from my check as indicated above as allowed under Section 125 of the Internal Revenue Code. 
_____I Acknowledge that should I choose to retain this election in future year, my contribution may increase and I hereby authorize the 
increase in my payroll deductions.

Signature________________________________________________               Date________________________

2024 Benefit Election Form

Benefit 
Plans Options

Enroll/ 
Waive

Per Pay Period Cost
Pre-Tax        Post-Tax

Plans Options Continued, Cost semi-monthly
Single Family

Allstate Identity Protection** $4.98 $8.98 $

Guardian Critical Incidents** Single
EE+SP/
EE+CH Family

Hospital $9.43
$17.02/ 
$15.05 $22.65 $




