STATE OF INDIANA

WORKERS COMPENSATION BOARD

SERVICE COMPANY APPLICATION FOR PERMISSION TO SERVE 

INDIANA SELF-INSURED EMPLOYERS

The undersigned individual, partnership or corporation desires to engage in the business of providing services for approved compensation programs for self-insured employers within the State of Indiana.  Prior to entering into any contract to provide services to such employers beginning on or after September 1, 1982, the following information must be submitted to the Workers Compensation Board of Indiana to determine whether or not the undersigned has adequate facilities and competent staff to service a self-insured program in such a manner as to fulfill the employer’s obligations under the Workers Compensation and Occupational Diseases Acts and the rules and policies of the Workers Compensation Board.  Therefore the undersigned, under penalties for perjury, states the following facts: 

1. Name of Applicant __________________________________________________________

Address ___________________________________________________________________

___________________________________________________________________________

Telephone __(______)_________________________________________________________

Contact Person ______________________________________________________________

Title ______________________________    Telephone __(_____)_____________________

2. Business Organization (please check appropriate paragraph)

_______ 
Partnership
Established in ________________________________________



Names of partners __________________________________________________



_________________________________________________________________

       _______
Corporation

Date of Incorporation _____________    State of Incorporation ______________

Date admitted to do business in Indiana _________________________________

Officers:  President _________________________________________________

Treasurer _________________________________________________________

Other ___________________________________________________________

        _______   
Other



Please Describe: ___________________________________________________



_________________________________________________________________



_________________________________________________________________

3. The applicant’s principal business activity is _______________________________________

___________________________________________________________________________

4. The applicant has the following offices within the state of Indiana:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(Additional sheets may be used)

If the applicant has no Indiana offices, the location of the office that will service Indiana employers:

______________________________________________________________________________________________________________________________________________________

5. The toll free number at which the applicant can be contacted by clients and their employees:

___________________________________________________________________________

6. The applicant can provide the following services to self-insured Indiana employers (including information on Indiana bank under which compensation checks will be written):

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

7. Applicant employs _____ (number) persons qualified to administer worker’s compensation claims in Indiana.  The following persons within the applicant’s organization have the knowledge and experience necessary to handle claims under Indiana’s Workers Compensation and Occupational Diseases Act:

Name



Office



                    Telephone
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

8. Please enclose information regarding the training and experience of the individuals listed above in Indiana’s workers compensation laws, including: involvement in organizations, seminars and conferences attended, background experience and other training.

9. The applicant may submit, in narrative form, any additional information, including advertising and promotional brochures, which it believes support its application.

10. If approved to serve Indiana self-insured employers, the applicant acknowledges that it has a continuing obligation to the Board to keep the information contained in this application current.

This application is executed at _____________________________________________________

this _____________ day of _____________________________, 20______.







FOR THE APPLICANT:






By: __________________________________________









       Signature






Printed Name: _________________________________






Title: ________________________________________

FOR BOARD USE ONLY

________  
Approved

________  
Denied



Reason for Denial __________________________________________________



_________________________________________________________________
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