
Benefit Sheet for 2004

These benefits are offered to full time employees  (30 or more hrs per week)

Health Insurance by Health Spring of Alabama HMO – SMM pays 70% of the employees premium.  HealthSpring requires a certificate of coverage for the last 12 months of continuous coverage.  Drug Card Included.  See the brochure for benefits applicable. 

Employee Premium                  $ 183.25  SMM pays 128.28  - Emp pays 25.37    per pay period

Family Premium                       $ 487.82  SMM pays 128.28  - Emp pays 165.94  per pay period

www.healthspringofalabama.com/members/
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Dental Insurance by HealthSpring of Alabama  –  

Employee  Premium                  $  19.55   SMM pays 13.69 – Emp pays 2.70  per pay period 

Family Premium                        $  59.39   SMM pays 13.69 – Emp pays 21.09 per pay period





Patelco Credit Union – Patelco provides employees with a credit union membership.  Offering great deals on various financial & benefit services, such as:  Loans & Insurances.  Including: Health, Disability, Auto and Homeowners.   Visa, MasterCard application and ShareBuilder Trading.  www.patelco.org
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 ADVANTAGE



             

Working Advantage – As an employee of SMM you are entitled to corporate discounts on Entertainment, Shopping, Vacations and lots more.  Go to www.workingadvantage.com enter your SMM Member ID # 500153536.             
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AFLAC Supplemental Insurance options for Southern Medical & Mobility Employees.  Let me know if you have any interest in making an appointment with our AFLAC representative.  These are employee out of pocket premiums.
We offer vacation, sick time, personal days and paid holiday benefits.  All benefits are subject to a 90 day waiting period.  Please see our website for the complete employee manual: http://www.geocities.com/southernmedicalmobility/page.html .  NOTE:  These benefits are subject to change at any time.  
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Solid partners, flexible solutions™




Schedule of Benefits for Southern Medical & Mobility
Physician & Medical



Cost to Member
Office Visits




$20 per visit for Primary Care

Consults & treatment specialists


$30 per visit

Second Surgical Opinions


$30

Diagnostic lab and xray



No charge if in conjunction with ov

Allergy testing & treatment


No charge if in conjunction with ov
Radiation therapy and chemo


No charge if in conjunction with ov
Chiropractic 12 visits per contract yr

$30
Routine eye exam (1 per 24 months)

$30
Preventative Services
Well Baby and immunizations


$20

Hearing screen




No charge if in conjunction with ov
Routine gyn exams



$20 
Periodic health assessments


$20
Mammograms




No charge

Hospital (InPatient)
Semi private room (unlimited days)

$500+ $25 per day (days 3-10 * co pay per admission 

Intensive care and other special care units
covers each of these services
Surgical and anesthesia svcs

Operating and recovery rooms, oxygen, drugs
and medications

Gneral Nursing

Xray, lab and other diagnostic services

Prescribed radiation therapy and short term

Physical therapy

Administration of whole blood or plasma

Outpatient Care
Outpatient Surgery



$300 per outpatient service

All necessary services and supplies (excluding
No Charge
Drugs) provided in connection with a hospital

Outpatient visit

Short term Physical Therapy


No Charge
Short term Speech Therapy


No Charge
Short term Occupational Therapy

No Charge
Emergency
Hospital emergency room and services

$100 per occurrence, waived if hospitalized in 24 hrs
(in an emergency as defined in the Certificate of Coverage
Ambulance when approved in advance by
No Charge
Health Spring of Al.
Maternity Care

Physician and Medical Services for prenatal, 
No Charge
Delivery and postnatal services

Complications of pregnancy


No Charge

Hospital services (as above), including

Routine nursery care



$500 +$25 per day (days 3-10) * per Admission

Mental Health
Inpatient care (30 days acute care per 
contract yr. 




50% copay* per admission
Day Care (See certificate of coverage)

$50 copay per visit
Outpatient care Short Term 20 1hr visits per        $50 copay per visit
Contract year

Alcohol and Drug Detoxication

Drug and Alcohol detox svcs only

50%* copay per admission for removal of toxic drug
& alcohol levels from the blood 

*Maximum out of pocket expense – For inpatient hospital services, there is a maximum out of pocket expense of $1000 per member per contract year.

**Maximum Benefit on durable medical equipment is $2000 per member per contract year.
** Dependent cut off age is 19………..Full time student cut off age is 23

This is a summary only………this is not a contract or a legal binding agreement.

Prescriptions
Generic Copay      $15
Preferred Brand    $25

Non Preferred       $35

Mental & Nervous 50%
Participating pharmacy shall furnish the prescribed drug to the patient upon presentation of valid
id card and as long as the prescription meets the requirements following the satisfaction of an annual $100 per person deductible (3 per family)
The maximum prescription drug benefit per contract year is $1000 per member.


Dental
Benefit Maximum per individual benefit year……………………$1000.00

Co Insurance percentage per person, per individual benefit year:
Type I Services:  Routine Oral Exams, Cleanings, Flouride Treatment, Sealants, Space Maintainers

Type II Services: x, rays, fillings, extractions, incision and drainage, lab tests, pain treatment drug injections
Type III:  Endodontics, root canal therapy, complex oral surgery,  general anesthesia, minor gum disease treatment, major gum disease treatment, inlays, onlays, crowns, fixed partial dentures, bridges 
This is a brief summary and not a certificate of coverage.  Please see booklet.




Type I               Type II          Type III

During the 1st year…………..    100%                 80%               10%

During the 2nd year………….    100% 

80%
         25%

During the 3rd year………….    100%                  80%               50%

Deductible per individual benefit year           $50.00     Deductible II waived for Type I




         Southern Medical & Mobility
Employee Information/

Change Form                     

Employee SS #______________________________ Date of Hire:________________________

First Name:__________________________ MI: _______ Last Name: __________________________________

Street Address: ________________________________________ Date of birth: _________________________

City: _________________________________ State: ___________   Zip: _______________________

Home Telephone (________)_____________________ Work Telephone (________)____________________

Pager number: (_______)__________________________Cell number : (_______)____________________

Office location (circle)   Mobile

Are you:  (circle)           Full Time                 Part Time                    Seasonal

Position:  (circle)     Supervisor/Manager   Technician   Seale  Clerical    CSR     Other __________________

Earnings Info

Exempt from O/T           Salary per year  $ _____________________   Authorized by ____________________

Non Exempt from O/T    Hourly Rate of Pay     $ _____________________ Authorized by  ___________________

                                          Effective Date            _____________________  

Emergency Notification

(In the event of an emergency, please notify:)

First Name: _________________________________  Last Name: _______________________________

Street Address:  __________________________________ Relationship: ________________________

City:  _______________________________ State: _________________ Zip:__________

Home Telephone: (_______)__________________Work Telephone (_______)________________ ext ________

Employee Acknowledgment

I certify that all of the statements in this document are true and that I have not misrepresented or withheld any information.  I give SMM permission to contact any past employer or character references from any of the agents that I have supplied.   I further acknowledge that any employment offered to me or which I accept is employment at will and may be terminated by me or by the company at any time with or without cause or reason.  
I acknowledge that I will thoroughly read the SMM Policy & Procedure Manual and the SMM Employee Manual and that I may refer to either manual at the SMM website: http://www.geocities.com/southernmedicalmobility/page.html
I acknowledge that I am aware of HIPAA Compliance and will thoroughly commit myself to continuous education concerning compliance issues. 
I agree to return any company goods upon termination of employment, such as: keys, tools, credit cards, radios, cell phones, pagers, etc. and I agree that the cost of these items may be deducted on my final paycheck should I not return them upon my termination.
___________________________________________   _______________________

Signature                                                                       Date

           


    Southern Medical & Mobility
                        Drivers’ Agreement

VIN __________________________ Vehicle _______________________

This letter is to confirm your agreement to the terms and conditions under which you will be assigned a company car.  Your signature on this form confirms that you acknowledge receipt and understand all contents of the manual.

You further agree not to allow any unauthorized drivers to drive your assigned company car at any time.  

I agree to idemnify and hold harmless Southern Medical & Mobility, Inc. and any related subsidiaries, divisions or companies, free and harmless from any liability, loss, cost, damage or expense, including attorney’s fees, which the Company may suffer or incur as a result of any claims which may be made by any person against the Company, its agents, employees, officers or directors, or as a result from the use or operation of the assigned Company car by an unauthorized driver, whether such claims are based on negligence, whether of Company, agents, breach of warranty, absolute liability or otherwise.

The above idemnification and hold harmless agreement makes you personally liable in the event of an accident resulting from the use or operation of your company car by an un-authorized driver. 

Please indicate your complete agreement to the above by signing this form below:

Agreed by: ___________________________________  Date ________________

Social Security # _____________________________   Location;__________________

       


     Southern Medical & Mobility
Receipt & Acknowledgment of

Southern Medical & Mobility Employee Manual

This Employee Manual is an important document intended to help you become acquainted with SMM.  This manual will serve as a guide; it is not the final word in all cases.  Individual circumstances may call for individual attention.

Because the general business atmosphere of SMM’s economic conditions is always changing, the contents of this manual may be changed at any time at the discretion of SMM.  No changes in any benefit, policy or rule will be made without due consideration of the mutual advantages, disadvantages, benefits and responsibilities such changes will have on you as a team a member on SMM.

Please read the following statements and sign below to indicate your receipt and acknowledgment of the SMM Employee Manual.

· I have received and read a copy of the SMM Employee Manual.  I understand that the policies, rules and benefits described in it are subject to change at the sole discretion of SMM at any time.  I understand that this manual supersedes all other previous employee manuals for SMM.

· I further understand that my employment is terminable at will, either by myself or by SMM, regardless of the length of my employment or the granting of benefits of any kind.

· I understand that no contract of employment other than “at will” has been expressed or implied, and that no circumstances arising out of my employment will alter my “at will” employment relationship unless expressed in writing, with the understanding specifically set forth and signed by me and the President of SMM.

· I am aware that during the course of my employment, confidential information will be made available to me, i.e., client lists, pricing policies and other related information. I understand that this information is critical to the success of SMM and must not be disseminated or used outside of SMM premises.  In the event of termination of employment, whether voluntary or involuntary, I hereby agree not to utilize or exploit this information with any other individual or company.

· I understand that my signature below indicates that I have read and understand the above statements and acknowledge that all employee information is for my review at our company website: http://www.geocities.com/southernmedicalmobility/page.html
Signature ______________________________________ Date _______________

Witness ____________________________________________




   Southern Medical & Mobility

Safety & Injury Reporting Procedures

The personal safety and health of each employee of this company is of primary importance.  We will maintain a safety and health program to avoid and prevent occupational-induced injuries and illnesses.  This objective can only be achieved with your cooperation in all health and safety matters, not only between you and your supervisors, but also between your fellow workers.

All employees are required to:

Understand and practice safety rules applying to his/her job so he/she does not endanger himself/herself, fellow employees or customers.

Report all work related injuries, illnesses and incidences to supervisor immediately, no matter how small.  Failure to comply with may result in immediate termination

Complete the Employee’s Report of Injury form and return it to Administration immediately.

Wear the personnel protective equipment assignment.  Maintain equipment to ensure proper working conditions.  Report any problems or damages to supervisor immediately.

Use only equipment, tools, and machinery for which he/she is qualified and authorized to operate.

Report any unsafe conditions and for procedures which may cause injury or illness to supervisor immediately.

In the event a job related injury/illness occurs, the injury/illness must be reported IMMEDIATELY to your supervisor.  After the injury/illness has been reported, necessary medical treatment will be decided upon.  An Employee’s Report of Injury must be completed and turned in to Corporate IMMEDIATELY.

If an on the job injury/illness occurs and the above procedures are NOT followed, you may ultimately be responsible for any obtained medical bills.

By my signature, I acknowledge that I read the above Safety and Injury Reporting Procedures and understand and agree to abide by them.

Employee Signature:   ____________________________________________  Date: ________________

Print Name: ____________________________________________

           


     Southern Medical & Mobility
                                                Non Disclosure Agreement


This non-disclosure agreement is made and entered into on this ________day 

of _______________________________ 200_____ between Southern Medical & Mobility, Inc. and  

______________________________________________.

I _______________________________________, am currently employed by Southern Medical & Mobility, Inc., and I understand and agree that the Company provides unique and specialized training and information concerning the Company’s services, processes, techniques, and equipment which was developed at considerate effort and expenses to the Company and for the Company’s sole and exclusive use, and which could be misappropriated by the Company’s competitors’ to give them unfair business advantage.  I understand and agree that the Company provides me with certain confidential and highly sensitive information relating to: 1) the identity of the Company’s customers and customer prospects; the special needs of the Company’s customers; confidential market studies; pricing studies information, and analyses; advertisements; business projection; financial statements and information; special processes, procedures and services of the Company; customer databases; company manuals; Company contracts; company and customer profiles; company reference materials; activity reports; company transactions; processes and procedures involving Medicare and Medicaid; and other similar materials.  I understand and agree that this information, if disclosed, could place the company at a competitive disadvantage.  Consequently, I understand and agree that such information constitutes “confidential trade secret information.”  I also understand and agree not to disclose any information designated as “confidential trade secret information” under this agreement to any person who is not a current employee of the Company at any time prior to, or subsequent to, the termination of this Employment Agreement, without the expressed, written consent of the Company.  

Choice of Law


Both parties understand and agree that the law of Alabama will govern the validity, interpretation, and effect of this agreement, as well as any other disputes arising out of or relating to the employment of the Employee by the Company.

Entered into on this  __________day of ________________________  _________.

___________________________________     ________________________________

Employee



    Southern Medical & Mobility, Inc.

___________________________________     _________________________________

Witness                                                              Witness

 


 Southern Medical & Mobility
Southern Medical & Mobility

7970 Zeigler Blvd.
Mobile, Al. 36608
251 633-3250
Receipt of Company Goods
SMM requires drug and alcohol testing for all new hires.  Employees will be directed to a specific clinic for testing.  
__________________________________________________

Employee Signature                                                                            Date

READ:

I hereby authorize this provider to release the results of my alcohol/drug screening to be released to my employer Southern Medical & Mobility              

           

              (251) 633-4133 Valerie Heidel (phone)               vheidel@bellsouth.net (email)                 (251)633-4575 (fax)

    


       Southern Medical & Mobility

BACKGROUND  INQUIRY   RELEASE
I understand that an investigative background inquiry is to be made on myself including, but not limited to, consumer credit history, criminal history, driving history, education and other reports obtained by Research Services, Inc., in behalf of Southern Medical & Mobility, Inc. These reports may include information as to my character, work habits, job performance, and experience, along with reasons for termination of past employment.  I further understand that information will be requested from various Federal, State, and other agencies, which may maintain records concerning my past activities relating to my driving, credit performance, criminal conduct, civil court, and other experiences.

I authorize, without reservation, any party or agency contacted to furnish the above information.

I hereby consent to your obtaining the above information.  And, I further understand that, to aid in the proper identification of my file or records, I am providing the following information, as well as any other information that may be required at a later date. 

********PLEASE READ AND FILL OUT THIS FORM COMPLETELY********
HAVE YOU EVER BEEN CONVICTED OF A CRIME?         YES____              NO____







If “YES”, in what State? _______Year ____)

Print  Name:__________________________________________________________________________

List ALL other first & last names ever used:_________________________________________________

Soc. Sec. #___________________________________Date of Birth______________________________

Driver’s License #:___________________________State Issued:_____________Expires   ___________

Telephone: ____________________CURRENT Street Address:_________________________________

City _____________________State____________Zip_________  How long at address?______________

PREVIOUS Address:  ___________________________________________________________________

City ____________________State________________Zip_________  How long at address?__________

Last School/College Attended  _______________ State ____    Last Year Attended _____ Graduated? ___ 

 If you graduated , indicate   __ Certificate   __ GED   ___Diploma     __ Degree (Level/Major 

Applicant’s Signature:_________________________________________________Date:______________
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 (All blanks need to be completed accounting for last 10 years)


Requested by…. V. Heidel      Phone….. 251 633-4133   Fax ……251 633-4575


Criminal Report  (State of  _________ )  and  Driver History Check ________


PHONE:  860-678-0066	   FAX FORM TO:  860-678-0077 OR 860-678-0099
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