
SMA SERVICES, INC.
EMPLOYEE BENEFITS ENROLLMENT FORM

In some states, in order to enroll in the SMA Services, Inc. group health insurance program, you must become a member of
one of the Southern Medical Association’s two new membership categories.  See enclosed information.  This requirement
enables SMA Service’s, Inc. to offer group health coverage to employees (working at least 30 hours per week) of SMA
members.

For assistance in completing this application call 800-423-4992
ALL QUESTIONS MUST BE ANSWERED FOR APPLICATION TO BE PROCESSED!

1.  Employee Name:  _________________________________________________________________________
Last First Middle

2.  Home Address:  __________________________________________________________________________
Street Address

     City ____________________________________ State _____________________ Zip __________________

3.  Social Security Number ______ - ____ - ______ 4.  Home Telephone (_____) _____ - ______

5.  � Male �  Female 6.  Office Telephone (_____) _____ - ______

7.  Occupation: _________________________ 8.  Date of Birth:  ______ - ______ - ______

9.  Date of Hire:  _____ - _____ - _____ 10.  Eligibility Waiting Period:  _______________
     “Active Employment” means you are working a (time employer requires before applying)
      minimum of 30 hours per week

11.  Are you presently insured under the SMA Services, Inc. Insurance Plan?  ____ Yes   ____ No

12. Employer SMA Group Number ______________________________

13. Employer Name:  ________________________________________________________________________
Last First Middle

14. Employer Address:_______________________________________________________________________
Street Address City State Zip

15. Is Employer an SMA member?  �  Yes  �No 16.  If Yes, give SMA Number ________________

17. � If No, please send appropriate information and application.

AUTHORIZATION

SMA Services, Inc. is authorized on my behalf to review any needed information and medical records in
connection with any normal underwriting. I hereby authorize SMA Services, Inc., and all representatives, to have
full access to all such information and medical records.

Employee Signature ________________________________________________ Date ____________________
The presentation of fraudulent or incorrect information on this application may result in the immediate
rescission of this coverage and return of unearned premiums.

EMPLOYER AUTHORIZATION

I attest that the above named applicant is employed by ______________________________________________
and is eligible to participate in the SMA Services, Inc. Insurance Program.

Employer Signature _____________________________________________________ Date _______________

NOTE:  Please answer all questions relative to the coverages for which you have applied.  Please make
certain that you complete and submit the SMA Services, Inc. Statement of Physical Condition and
Standard Medical History Statement that can be found on the Standard website.

I AM APPLYING FOR THE FOLLOWING BENEFITS

You must also complete Standard Insurance Company’s Medical History Statement if applying for Life,
Long Term Disability or Short Term Disability

NOTE:  If you are increasing or altering coverage in any way, do not mark the additional amount of coverage,
please indicate the TOTAL AMOUNT of coverage you desire.

TERM LIFE

Employee coverage is available in $10,000 increments from $20,000 to $500,000.  Spouse coverage is one-half
member benefit with a maximum of $250,000.  Child coverage amount is $7,500.

18.  Benefit Desired:  __________________ Employee_________________ Spouse_____________ Child



Applicant Name:  ____________________________________________________________________________

ACCIDENTAL DEATH & DISMEMBERMENT

Employee coverage is available in $10,000 increments from $20,000 to $500,000.  Spouse coverage is one-half
member benefit with a maximum of $250,000.

19.   Benefit Desired:  ___________________ Employee ___________________ Spouse

COMPLETE IF YOU ELECTED LIFE AND/OR ACCIDENTAL DEATH & DISMEMBERMENT

Beneficiary Name:  __________________________________________________________________________
Last First Middle

Relationship ________________________________ Social Security Number ____________________________

Beneficiary Address:  ________________________________________________________________________
Street City State Zip

This beneficiary designation revokes any previous designations for coverage.  The right to further change
beneficiary is reserved unto the owner.

LONG TERM DISABILITY

20.  Total monthly disability coverage currently carried? $__________________________

21.  Is any of this current disability coverage provided by or through another group or franchise contract including
employer provided group coverage?    �  Yes �   No

22.  Total monthly income earned BEFORE taxes:  $_____________ 23.  Waiting Periods:  � 90 days � 180 days

24.  Available in $100 increments from $100 to $5,000.   Benefit desired:  $_________________________

SHORT TERM DISABILITY
Available in $100 increments up to $500

25.  Total monthly income earned BEFORE taxes:  $_________________________________

26.  � Option 1 (15/15/75) � Option 2 (15/15/165) � Option 3 (30/30/60) � Option 4 (30/30/150)

27.  Benefit Desired:  _____________________________

NOTE:  The Southern Medical Association sponsored group disability income policy coordinates with social
security as well as other individual, group or franchise coverage.  Please be advised benefits offered by this policy
may not be payable or may be greatly reduced if social security, individual or other group or franchise coverage is
in force.  Please be sure to discuss with a representative the coordination between Long Term Disability and
Short Term Disability.

DENTAL PLAN
You must also complete CIGNA Statement of Dental Condition Form

28.  Coverage Desired:  �  Employee Only  �  Employee & Spouse
�  Employee & Child(ren) � Employee & Family

HEALTH INSURANCE

NOTE:  When applying for health coverage you must also apply for or already have in force, the minimum amount
of Term Life ($20,000) through SMA Services, Inc.

31.  Choose one of the following:  �  Open Access Plan (PPO)

32.  Choose Deductible:  ______________

33.  Coverage Desired: �  Employee � Employee & Spouse
�  Employee & Child(ren) � Employee & Family


