SHORT-TERM DISABILITY
The City of Memphis gives all full-time employees the ability to apply for the Short Term Disability Plan.  The plan is administered by Standard Insurance Co and is payable for total disability resulting from a disability due to illness and/or injury that is not work related and not a result of: suicide or attempted suicide, deliberately self-inflicted injuries, war or acts of war, or injury or sickness while on full-time duty in the Armed forces. 

Full-time employees are eligible to apply during the first 31 days of their employment (persons enrolling after their eligibility period will be required to furnish evidence of insurability).  

The benefit pays 60% of Basic Weekly Earnings to a Maximum Benefit of $300 per week and includes only the portion of the 5-month period that is unencumbered by the employee’s accrued sick leave time. 

The plan benefits continue as long as the employee is disabled, but not to exceed 5 months beyond a 30-calendar day waiting period. 

The cost of the plan is $0.17 per $10.00 (ten dollars) of weekly benefits. 

For example:  An employee earning $300 per week will receive $180 of weekly benefits.     ( $300 x 60%= $180)


         The cost of the plan for this coverage would be $2.16  

           ( $180 of weekly Benefits / $10= $18 
$18 x $0.10 = $2.16)


According to your salary you qualify for  $                weekly  at a cost of $               per pay period.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                               
Coverage for this plan will end: on the date the Group Health Policy Ends, on the date you are no longer in an eligible class, on the date you are no longer actively employed, at the end of a period for which premiums have been paid, if premium payments stops, or when you retire. 

If you are enrolled in long-term disability and apply for short-term disability, your application for Short Term Disability may be deemed an application for Long Term Disability and acceptance of all benefit rules and restrictions. 

	(City of Memphis Government)

Short-Term Disability Enrollment Form

Standard Insurance Company

Portland, Oregon


	READ BOTH SIDES   -  PLEASE PRINT OR TYPE

	POLICY #
	EMPLOYEE NAME (POLICY HOLDER)
	DATE OF BIRTH
	SOCIAL SECURITY NUMBER

	
	
	
	
	
	
	----
	
	
	----
	
	
	
	

	ADDRESS


	DIVISION / DEPARTMENT

	CITY


	ST
	ZIP
	HOME NUMBER          OR             WORK NUMBER

(         )                             (         )

	Date Employed
	Workplace Location / Division
	Telephone Number

	
	
	
	
	
	
	
	

	Occupation



	FOR OFFICIAL USE ONLY - DO NOT COMPLETE

	Amount Deducted At Time Of Enrollment
	EFFECTIVE DATE OF INSURANCE
	ENTERED BY:

	
	
	


I apply for insurance under the Group Insurance Plan.  I authorize deductions from my wages to cover my contribution, if required, toward the cost of my insurance.

X_____________________________________


Date ____/____/____

