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APPROVAL APPLICATION TO ADMINISTER SELF-INSURED WORKERS’ COMPENSATION CLAIMS


Please select the applicable claims administrator type below:

 FORMCHECKBOX 
  Qualified Self-Administration
 FORMCHECKBOX 
  Third Party Administrator (TPA)
Type of coverage where approval is requested (check all that apply):

 FORMCHECKBOX 
  Worker’s Compensation
 FORMCHECKBOX 
  Employers’ Liability

 FORMCHECKBOX 
  United States Longshore and Harbor Workers Compensation (USL&H)
Please thoroughly answer all questions using additional paper if necessary, and provide the following documents: 
(Approval will not be considered until we have received all requested documents)
1. Organizational chart of claims personnel involved in the claims with the number of years of industry experience
2. Copy of your worker’s compensation claim handling procedures and/or best practices

3. Litigation guidelines (if no guidelines are in place, please advise and we can assist)

4. Sample of your data layout for comparison against our data requirements
5. If you are a TPA, please include a sample of your standard service agreement
1) General information 
   
Company name:      




Address: 
     

Phone #:       
Fax #:      




Length of time in business:       



Length of time administering workers’ compensation claims:      

Will this be the office handling claims:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  



If not, please provide details for the claims office(s) using a separate sheet if necessary:      



2) Claims department structure 

Claims Manager or Primary Contact: 

Name: 
Same address as above:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  

Address: 
Email Address: 
Phone Number: 

Where applicable, please identify the appropriate parties for the following areas: Carrier relations, compliance, account management and banking:



Name
Area
Email


     
     
     

     
     
     

     
     
     

     
     
     

Average pending caseload per adjuster:      


Indemnity:      


Medical Only:      


   

Complex Medical Only:        
    
Are caseloads assigned by claim type, or do adjusters handle multiple types (please explain):      

Are claims monitored on a diary system:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  


Please provide details for either answer:      

Do claims receive supervisor oversight:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   


Please provide details for either answer:      



Please describe your training protocols for adjusters administering claims:      

Please provide reserve, settlement and payment authority details for your claims organization:      


Does your organization utilize Best Practice guidelines:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  



Please provide details for either answer:      

Where required by law, Safety National requires entities and claims staff to obtain required licenses. Please complete the grid below by selecting the applicable choices: 
O: Office in this state
L: Licensed in the state
S: Claims administration subcontracted 


O   L   S  
O  L  S  

 O  L   S  

 O   L   S  

O   L   S  


AL
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  
AK  
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  
AZ
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

AR
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

CA
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 



CO 
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
CT  
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
DE
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

FL
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
GA
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 



HI
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  
ID  
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
IL
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

IN
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
IA
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 



KS
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  
KY  
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
LA
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

ME
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
MD
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 



MA
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  
MI  
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
MN
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

MS
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
MO
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 



MT
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  
NE  
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
NV
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

NH
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
NJ
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 



NM
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
NY  
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
NC
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

ND
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
OH
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 



OK
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
OR 
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
PA
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

RI
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
SC
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 



SD
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
TN  
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
TX
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

UT
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
VT
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 



VA
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
WA 
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
WV
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

WI
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 
WY
 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

If claims are subcontracted in any state or US territory, please provide details on the company(ies) and the process for capturing data and overseeing the claims:      
3) Reserving practices


Please describe your reserving philosophy and, if applicable, address mortality tables utilized and escalating benefits:      



Do you use a reserve worksheet:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   


If yes, please provide a copy. If no, please describe how reserves are calculated:      

How often are reserves reviewed for accuracy:      
4) Claim management systems and Loss reporting *


What type of risk management software do you use:      


Custom program:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   



Commercial program:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   


Other:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   



If applicable, do you allow insureds access to your claims system:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

 
If so, are their limitations on the data available: Please explain:      



Do you allow carriers access to your claims system:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No



If not, why:      



Does your claim system capture carrier policy numbers and effective dates of coverage:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   



If no, how do you distinguish between carrier programs:      



Do claim recoveries result in a total paid reduction:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   



If no, how are recoveries handled:      


* SN requires monthly Electronic Data Interface (EDI) concurrent with the policy term(s) until all claims are closed and/or all Carrier-reporting requirements are fulfilled, as defined by the carrier. 
* SN requires inclusion of ALL claims in applicable policy term(s) in the EDI.


Are you able to provide EDI loss runs to Safety National as defined above:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   


If we have questions about your claim data, who should we contact:

Name
Title
Email



     
     
     
Does your organization undergo any external audit process to address Service Organization Controls (SOC) attestations (generally referred to as SSAE 16 or SSAE 18):    FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  
If yes, please include a copy with your response. If not, why: 

Does your organization have a formal business continuity plan as it pertains to the administration of claims:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  


Does your organization utilize analytics to assist in the exposure evaluation on claims:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  

If yes, please include details regarding the analytical process and engagement protocols based on findings:  
5) Carrier reporting


Do you have any experience in dealing with carriers for the applicable LOBs:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No



Please provide details:      

Describe your system or procedures for monitoring and reporting claims to the carrier:      



Who is responsible for monitoring and reporting claims to the carrier? Please provide details on the process:       
6) Cost containment and other services


List vendors or firms used for the following:

A. Medical and catastrophic injury management:      
B. Medical bill review:      
· Please describe your general bill review fees for fee schedule, usual & customary reductions and additional network savings:      
C. Pharmacy Benefit Management:      
D. Fraud compliance:      
E. Outside adjuster/investigation:      


F.  Surveillance/activity checks:      


G. Law firms:      
H. Structured Settlements:      
I. Mandatory Insurer Reporting (MIR) [Medicare Secondary Payer compliance]:      


Medicare reporting procedures: For Self-Insured claims, the qualified self-insured entity is the RRE for all claims and the claims administrator must comply with Mandatory Insurer Reporting as defined by CMS.  
If applicable, please identify vendors utilized in the claims administration process that are affiliated or owned by your organization:      


What is your procedure for handling recoveries for subrogation, contributions, salvage, etc., (if applicable, please include details on fees):       
7) Miscellaneous


Please provide details or comments for anything else we should consider in the approval process:      

  Applicant Name:       


Tittle:      






 Date:      
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