                   STATE OF INDIANA
- FRANK O'BANNON, Governor

           WORKERS COMPENSATION BOARD G. Terrence Coriden ‑ Chairperson


                   402 West Washington Street, Room W 196

                       Indianapolis, Indiana 46204‑2753

                            Telephone: (317) 232‑3808

To: 
Interested Employers

From: 
G. Terrence Coriden, Chairperson

Re: 
1999 Self‑Insurance Applications

Enclosed are the 1999 guidelines and application for self‑insuring in the State of Indiana. Please keep in mind that it is important that you completely answer all of the questions on the application and provide all of the supporting documentation requested. Incomplete applications will not be approved.

The Board will carefully consider the stability and strength of the bonding company and excess insurance company used by applicants.

Please note that if you are not specifically involved in the trucking industry, it is not necessary to complete the Form SI‑5 (Truckers Supplemental Application).

Pursuant to IC 22‑3‑5‑1(b), new applicants please submit with your application a payment of $500.00. The agency will not accept cash payments. Checks or money orders must be payable to "Workers Compensation Supplemental Administrative Fund."

All applications and enclosures should be sent to the attention of Michael McNally at the above address. If you have any questions, he can be reached at (317)233‑3384.





(Revised 1998)

SELF‑INSURANCE GUIDELINES

WORKER'S COMPENSATION BOARD OF INDIANA
Authority: IC 22‑3‑5‑1 and IC 22‑3‑7‑34

DEFINITIONS

As used in these requirements, the following terms shall be construed to mean as follows:

a. "Employer" includes any individual, firm, association or corporation, or the receiver or trustee of same, or the legal representatives of a deceased person, using the services of another for pay.

b. "Employee" includes every person, including a minor, in the service of another, under any contract of hire or apprenticeship, written or implied, except one whose employment is both casual and not in the usual course of the trade, business occupation or profession of the employer.

c. "Acts" includes the Worker's Compensation Act and the Occupational Diseases Act as found in IC 22‑3.

d. "Rules" refers to the rules of the Worker's Compensation Board of Indiana as found in the Indiana Administrative Code (IAC) at Title 631. 

e. "Board" refers to the Worker's Compensation Board of Indiana.

A. Employer Self‑Insurance‑; Application
(1) An employer seeking exemption from insuring its risk under the Acts by obtaining the privilege of becoming an individual self‑insurer shall apply on the form prescribed by the Board.

(2) Initial and renewal applications shall contain answers to all questions and be executed by an officer of the corporation, a partner or the sole proprietor.

B. Employer Individual Self‑Insurance; Additional Requirements
As part of the application, compliance with all of the following shall be required:

(1) The applicant shall provide an audited financial statement disclosing the assets and liabilities of the applicant, prepared within the last six (6) months and signed by an officer, general partner or sole proprietor as is applicable to applicant's form of business. An annual report to the stockholders, if prepared within the last six (6) months and signed by an officer of the corporate
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applicant, is acceptable to fulfill this requirement. Such financial statement or annual report shall become part of the application. This information, upon receipt by the Board, shall be treated as confidential and shall not be released to any other entity.

(2) An employer shall be in business for a period of not less than five (5) years and shall demonstrate sufficient financial strength and liquidity of the business to assure that all obligations will be promptly met. An employer in business for less than five years may be considered if its liability is guaranteed by a parent corporation provided such parent corporation has been in business for five years or more or upon other terms satisfactory to the Board.

(3) Specific and aggregate excess insurance, with policy limits and retention amounts acceptable, may be required in each self‑insured program as a condition of approval.

(4) A surety bond shall be required as part of a self‑insured program in a minimum amount of Five Hundred Thousand Dollars ($500,000.00).

(a) No corporate surety shall be eligible to write self‑insurance          surety bonds unless authorized to transact such business in the 

    State of Indiana by the Commissioner of Insurance.

(b) Surety bond shall be issued on a prescribed form and may be   exchanged or replaced with another surety bond if 60 days 

    notice of termination of liability is given and the replacement                          

        is approved by the Board.

    (c) Receipt by the Board of notice of cancellation of an employer's                                                                         

        surety bond shall be grounds for a termination of the     

        employer's self‑insured status unless a replacement surety bond                                  

        acceptable to the Board is filed with the Board prior to the

        effective date of the cancellation.

(5) All subsidiary companies shall have the parent company guarantee their liability for payment of benefits. The form and substance of such guarantees are to be prescribed by the Board.

(6) Each individual self‑insurer or its approved service company shall provide facilities and competent personnel to service its own program with respect to claims administration.

C.
Employer Individual Self‑Insurance; Compliance with Requirements;     Notice; Additional Time; Certification; and Renewal Application
(1) After considering the application and all supportive data, the Board will either grant approval or advise the employer in writing of the requirements to be met before approval is granted. The self‑insured authority will not become effective until all requirements for self‑insured approval have been met and a certificate issued.

(2) The employer may be granted additional time to meet the requirements for the self‑insured program provided it can supply security acceptable to the Board. A request for an extension of time
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shall be made in writing by the employer prior to the end of any period described in Section (C)(1). If the Board does not receive proof that all requirements for the self‑insured program have been met within the time prescribed, or an extension thereof, the application shall be denied.

(3) Upon meeting the requirements, an employer shall receive a certificate approving its status as a self‑insured employer. The certificate shall expire on the 31st day of August of the following year. The employer shall submit a renewal application no less than thirty (30) days before expiration of the self‑insured privilege together with a current financial statement that meets the Board's requirements. Upon approval of a renewal application, the privilege shall be extended for one year.

D. Evaluating Employer: Factors for Approval, Notice of Denial or Termination
(1) The Board may decline to approve an application for self‑insurance or terminate the self‑insurance privilege if the employer is unable to demonstrate that it will be able to meet all obligations under the Acts, if it cannot supply security acceptable to the Board, or for failure to comply with the provisions of the Acts or Rules. The following factors may be used in determining if the employer can meet those obligations under the Acts.

    (a) Profit and loss history. 

       (b) Organizational structure and management background. 

    (c) Compensation loss history and proposed excess insurance       

        coverage.

    (d) Source and reliability of financial information. 

    (e) Number of employees. 

    (f) Excess insurance. 

    (g) Guarantee by parent company. 

    (h) Surety bond. 

    (i) Claims administration. 

    (j) Dunn and Bradstreet rating, if any.

(2) Notice of denial or termination of self‑insured status shall be given to the employer in writing. The notice will include the grounds for denial or termination.

E. Specific and Aggregate Excess Insurance; Individual Self‑Insurance
(1) No contract or policy of specific or aggregate excess insurance shall be recognized in considering the ability of an applicant to fulfill its financial obligations under the Acts unless such contract or policy complies with all of the following:

  (a) Is issued by a casualty insurance company authorized to transact         such business in this state.

  (b) Is not cancelable or nonrenewable unless written notice by   registered or certified mail is given to the other party to the policy and to the Board not less than thirty (30) days before termination by the party desiring to cancel or not renew the policy.

(c) Any contract or policy containing any type of commutation clause shall provide that any commutation effected thereunder shall not relieve the underwriter or underwriters of further liability in respect to claims and expenses unknown at the initial commutation which is subsequently reopened by or through the Board or court. If the underwriter proposes to settle their liability for future payments payable as a lump sum to the employer, to be fixed as provided in the commutation, notice shall be given by the underwriter(s) or its (their) agent by registered or certified mail. If any commutation is effected, then the Board shall have the right to direct that such sum be placed in trust for the benefit of the injured employee(s) entitled to such future payments of compensation.

(d) If a self‑insured employer becomes insolvent and is unable to make compensation payments, the excess carrier shall make, directly to claimants or their authorized representatives, such payments as would have been made by the excess carrier to the employer after it has been determined that the retention level has been reached on the excess contract.

(e) All of the following shall be applied toward achieving the retention level in the aggregate excess policy.

(i.) Payments made by the employer (ii.) Payments due and owing to claimants of the employees (iii.) Payments made on behalf of the employer by any surety required by the Board.

(f)
A certification that such policy fully complies with the policies of the Board and the directive of the Acts.

F. Servicing Self‑Insured Employers, Application, Requirements, Noncompliance

(1) Any individual, partnership, or corporation desiring to engage in the business of providing services for an approved compensation program for a self‑insured employer shall, before entering into a contract with the employer, apply to the Board and shall satisfy the Board that it has adequate facilities and competent staff to service a self‑insurance program in such a manner as to fulfill the employer's obligations under the Acts and policies of the Board. Service may include, but is not limited to, claims adjusting, underwriting, and the capacity to provide required reporting, if any.

(2) Application for approval to act as a servicing company for self‑insured employers shall be made on the required form. The application shall contain answers (under the penalties for perjury) to all questions propounded and approved before the service company enters into a contract with an approved self‑insurer. Applications for approval to act as a service company for self‑insurers shall be granted for an indefinite period, subject to revocation at the discretion of the Chairman.

(3) If the service company seeks approval to service claims for self‑insurers, then proof shall be required that it has within its organization, or has contracted on a full‑time basis with, at least one person who has the knowledge and experience necessary to handle claims involving the Acts.

(4) If the service company seeks approval to provide underwriting services to self‑insurers, then proof shall be required that it has within its organization, or has contracted on a full‑time basis with, at least one person who has the knowledge and experience necessary to provide underwriting services for workers' compensation excess insurance coverage.

(5) The service company shall maintain adequate staff and the staff shall be authorized to act for the service company on all matters covered by the Acts and Rules.

(6) The service company shall make available to the Board, upon demand, copies of all contracts entered into with Indiana self‑insured employers. Such contracts, if requested, shall be kept confidential by the Board. The service company will handle all claims with dates of injury or disease within the contract period until their conclusion unless the service company is relieved of the responsibility by subsequent agreement.

(7) Failure to comply with the provisions of the Acts or Rules shall be considered good cause for revocation of the approval to act as a service company for Indiana self‑insurers. Thirty (30) days notice of revocation shall be given and notice shall be served by certified or registered mail upon the employer and the service company.

(8) If incorporated, the service company must show proof that it is duly authorized to do business within the State of Indiana.

WORKERS COMPENSATION BOARD OF INDIANA

Date:__7/21/99________                G. Terrence Coriden               
                                      G. TERRENCE CORIDEN, CHAIRPERSON




WORKERS COMPENSATION BOARD OF INDIANA       STATE FORM 18488 9R13/3-990

402 WEST WASHINGTON STREET, ROOM W196       FORM SI-1 (Revised 19990

INDIANAPOLIS, IN 46204‑2753                 Approved by State Bd of Accounts
WORKER'S COMPENSATION AND OCCUPATIONAL DISEASES ACTS

EMPLOYER'S APPLICATION FOR PERMISSION TO

CARRY RISK WITHOUT INSURANCE
The undersigned, an employer subject to the provisions of the "Indiana Worker's Compensation and Occupational Diseases Acts", hereby applies for a certificate to pay compensation directly, without insurance, to injured employees or to the dependents of employees who die in consequence of illness or injury for the period of September 1, 1999 to midnight, August 31, 2000; and, for the purpose of enabling the Worker's Compensation Board of Indiana to determine whether it possesses sufficient financial ability to render certain the payment of such compensation and medical expenses. This employer, under the penalties of perjury, hereby states the following facts:

1. EMPLOYER INFORMATION

      __________New Applicant       _____________Renewal Applicant

Applicant Name:     _________________________________________________

Address:            _________________________________________________

                    _________________________________________________ 

                    _________________________________________________

Nature of Business: _________________________________________________

                    _________________________________________________

FEIN:               _________________________________________________

If rated for credit standing by Dun & Bradstreet, what is the rating?

                    _________________________________________________





2.
EMPLOYMENT INFORMATION

       Indiana Location(s)
Kind of Employment 
# of Employees

a. __________________________________________________________

b. __________________________________________________________

c. __________________________________________________________

d. __________________________________________________________

e. __________________________________________________________

3.
LOSS HISTORY

Under Amount Paid, please provide the total paid for each                            category during the calendar year, regardless of the date of 

injury.

Under # of Injuries, please provide the number of injuries which       occurred during the calendar

year that fell within, or resulted in payments in, each category     (regardless of when paid).

      Some injuries will be counted in more than one category.

If this information is not provided on a calendar year basis, please specify the appropriate

dates:_______________ 
through_________________.


1996

 
1997


1998

 


Amount Pd
# Injuries
Amount Pd
# Injuries
Amount Pd
# Injuries

Medical







TTD







TPD







PTD







PPI







Death Benefits







Burial Expenses







Settlements
 






First Report of Injury







Amputation







Prosthetic Device







TOTAL
$

$

$


4. BOND CALCULATION

(a) Determine three‑year average of total medical/compensation paid per 

    "Loss History"                     

      1996 Total Paid

$____________

      1997 Total Paid
+
$____________

      1998 Total Paid
+
$____________

      Three‑Year Total Paid
$____________  divided by
3 =  $___________





                                    3yr average


(b) Multiply 3year average by 2
                      $____________

(c) Enter total unpaid compensation liability for fatalities    $______________

(d) Add lines (b) and (c)
                            $____________

(e) Enter greater of $500,000 or line (d)                 $____________     

5. SECURITY

a. SURETY BOND:

Amount of Bond $ 
_______________________     Cost of Bond $ __________

                    ($500,000.00 Minimum)

   (Annual Premium)

Surety Name:  _________________________________Telephone:______________

Address: ______________________________________________________________

Bond #   __________________________
Effective Date:____________________

b. EXCESS COVERAGE:

Specific $______________ Self‑Insured Retention $ _____________________

Aggregate $_____________ Cost of Excess (Annual Premium) $_____________

c. Does the employer have a system to establish a reserve to pay claims for medical treatment or compensation? ________________________________

d. List other states, if any, in which the employer is self‑insured

_______________________________________________________________________






6. SELF‑INSURANCE ADMINISTRATION

It is the obligation of the employer to timely advise the Board of any changes in the information provided below which occur during the self‑insured period.

(a) Identify the person within the employer's organization who is primarily responsible for the self‑insurance program: 

Name:       ___________________________________________________________

Address:    ___________________________________________________________

Telephone:  ___________________________________________________________

Fax:        ___________________________________________________________

(b) Identify the person who is primarily responsible for the adjustment of employee claims made pursuant of the self‑insurance program (within your company or at your third‑party administrator): 

Name:       ___________________________________________________________

Address:    ___________________________________________________________

Telephone:  ___________________________________________________________

Fax:        ___________________________________________________________

Number of years of experience in the adjustment of worker's compensation and occupational disease claims: _________________________

(c) Identify the person who is primarily responsible to receive hearing notices and other official communications from the Worker's Compensation Board regarding disputed claims: 

Name:       ___________________________________________________________

Address:    ___________________________________________________________

Telephone:  ___________________________________________________________

Fax:        ___________________________________________________________

E‑Mail:     ___________________________________________________________





7. ATTACHMENTS

All applicants must attach the following items to this application:

_____An audited financial statement signed by an officer of the employer, such statement to become part of this application. A copy of the employer's last annual report to its stockholders may be accepted in lieu of a financial statement, if prepared within the last six (6) months. This information shall be treated as confidential by the Board and used only in evaluating this application. It will not be provided to any other entity.

_____Loss runs from the prior three years to verify the information provided in the Loss History and Bond Calculation sections of the application.

_____Information concerning involvement or membership in organizations or seminars specifically directed toward self‑insured workers compensation issues.

_____Additional information concerning the knowledge of the Act, education and claims experience of the person responsible for receiving notices from injured employees, and the amount of time this person devotes to the workers compensation process (if self‑administered).

Additionally, new applicants must attach the following information:

_____Premium payments made the last three years and to what carrier(s).

_____NCCI experience modification for the last three years.

_____Administrative costs anticipated in association with self‑insuring, particularly if the applicant intends to utilize a third‑party administrator.

8. CONDITIONS

  The applicant hereby expressly understands and agrees as follows:

a.
That this privilege may be revoked at any time at the discretion       of the Worker's Compensation Board of Indiana ("Board").

be
That the applicant will fully discharge by immediately negotiable instrument payment of all installments of compensation for disability or impairment promptly when due, as well as liability for physician's fees, hospital services, hospital supplies, and burial.

c. That if the Board so requires, the applicant, within thirty (30) days after its continuing liability to pay compensation to an injured employee for a definite period for a permanent injury or to the dependents of a deceased employee has been determined, by agreement or award, will make a special deposit, with a bank or trust company within the State of Indiana approved by the Board, of the full amount of such definite continuing liability. Such special deposit to be made upon such terms as are prescribed by the Board.
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d. That the applicant will promptly notify the Board of any change in condition which could ultimately affect its ability to pay medical expenses or compensation or administer its self‑insurance program.

e. That the applicant will discharge all amounts due for statutory assessments under the Acts.

f. That the applicant will furnish and file with the Board any security agreement, bond, indemnity agreement, and/or excess insurance coverage which may be required as a condition for approval of this application.

g. That the applicant, upon approval by the Board, recognizes, understands and agrees that in all cases the total assets of the applicant and its subsidiaries, if any, are pledged and available for the payment of any valid compensation or occupational disease claims made pursuant to Indiana law.

h. That the applicant understands that if its surety bond is canceled and no replacement bond is filed with the Board, its self‑insured status shall terminate upon the effective date of the bond cancellation without further notice from the Board.

The statements made herein are true and accurate to the best information and knowledge of the undersigned and are made for the express purpose of inducing the Worker's Compensation Board of Indiana to grant the applicant self‑insured status as allowed by IC 22‑3‑5‑1.

This application is executed at_____________________this ______day of

____________________,_________.

FOR THE APPLICANT:

                           __________________________________________            

                           Company)

                        BY:__________________________________________  

                          (Signature)

                           __________________________________________

                          (Printed Name)

                      TITLE__________________________________________

                           (Must be an Officer of Applicant)

          TELEPHONE NUMBER:__________________________________________

​

FOR BOARD USE ONLY:

               _______________APPROVED
______________DENIED

COMMENTS: ___________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

DATED: __________

                                  WORKERS COMPENSATION BOARD OF INDIANA

                                  _____________________________________

                                  BY: G. TERRENCE CORIDEN, Chairperson

Application Type
Amount Due
Payment Information

New application
$500.00


Renewal Application
$250.00


Late (filed after 7/31/98 or incomplete renewal Application







WORKER'S COMPENSATION BOARD OF INDIANA
                    FORM SI-4

402 WEST WASHINGTON STREET, ROOM W196
(Revised 1999)

INDIANAPOLIS, IN 46204‑2753

INDEMNITY AGREEMENT BY THE PARENT CORPORATION

FOR WHOLLY OWNED OR MAJORITY OWNED SUBSIDIARY
(Use a separate form for each subsidiary to be indemnified. Do not alter or modify.)

KNOW ALL MEN BY THESE PRESENTS, THAT __________________________________








(Name of Parent Company)

corporation, organized and existing under and by virtue of the laws of the State of __________________________________________________________

do hereby guarantee payment of the compensation, provided for under the compensation provisions of the Worker's Compensation and Occupational Diseases Acts of the State of Indiana, and in the event that said ___________________________________shall not pay or cause to be direct

      (Name of Subsidiary) 

to its employees the compensation due or that may become due under said Acts, then the undersigned parent corporation covenants and agrees that it will pay to all such employees of the named subsidiary such compensation, including a reasonable attorney fee incurred by said employees in any action brought on this agreement, with the express agreement and understanding as a condition precedent to the execution and acceptance of this agreement, that it is, for the benefit of all unknown and unnamed employees of said named subsidiary, and that said employees are hereby empowered and authorized to maintain direct action on this agreement and that the parent corporation does recognize this agreement as a direct financial guarantee to said employees or the dependents of a deceased employee; that the parent corporation shall have a right to cancel and terminate this agreement at any time upon giving the named subsidiary and the Worker's Compensation Board of Indiana at least SIXTY (60) DAYS written notice of its intent to cancel. Such cancellation shall not affect its liability as to any compensation for injuries occurring prior to TEN (10) DAYS after the date of cancellation specified in such notice.

    PROVIDED HOWEVER, that cancellation of this indemnity agreement shall be allowed only upon the presentation of proof of the financial ability of the subsidiary to pay compensation direct and upon the approval of the Worker's Compensation Board of Indiana. The liability of the parent corporation as a result of this Indemnity Agreement shall not terminate except‑upon order

of the Board.

   This agreement shall be effective as of the_____day of________19___.

Executed at______________ this________day of_______________
19________.

FOR PARENT CORPORATION:
               ATTEST:

_______________________                ________________________________ 

Signature

                     Signature of Corporate Secretary

_______________________                ________________________________    

Printed Name

               Printed Name

_______________________                

Title

(SEAL)





WORKERS COMPENSATION BOARD OF INDIANA
       FORM SI-2

402 WEST WASHINGTON STREET ROOM ill 196

(Revised 1998)

INDIANAPOLIS, IN 46204‑2753

SURETY BOND

Bond Number _______________

KNOW ALL MEN BE THESE PRESENTS THAT WE ________________________________ ____________________________, an ___________________________Corporation with principal place of business in the City of_______________________, State of ___________, as Principal, and___________________________, an

__________corporation, authorized to do business in Indiana, as Surety,

and held firmly bound unto the State of Indiana for the use and benefit of all employees of the Principal and person who may be entitled to medical treatment or compensation under the Worker's Compensation and Occupational Diseases Acts ("the Acts") of the State of Indiana, in the sum of ____________________________dollars ($ _______________________),

lawful money of the United States, for the payment of which sum we bind ourselves, our successors and assigns, jointly and severally firmly by these presents.

WHEREAS, the principal has been granted the privilege of self‑insuring its workers' compensation liabilities under the Acts, as amended,

WHEREAS, the principal, by virtue of said self‑insurer status, has undertaken to pay employees all compensation, benefits and payments that are due, or which may become due, then under the terms of the Acts, as amended, on account of occupational disease, injury or death, with a personal injury date that occurs while it is self‑insured.

NOW, THEREFORE, the condition of this obligation is such that if the principal, its heirs, executors, administrators (or its successors and assigns in case of a corporation), shall well and truly discharge and pay all compensation and all other benefits or payments for which it is liable, or may become liable under the said Act on account of injury, disease or death with a personal injury date that occurs during the effective period of this bond, then this obligation shall be void, otherwise it shall remain in full force and effect.

THE CONDITION OF THE FOREGOING OBLIGATION IS SUCH that the following conditions shall also apply to this surety bond:

1) The Surety does, by these presents, undertake and agree that the obligation of this bond shall cover and extend to all past, present, existing and potential liability of said Principal, as a self-insurer, to the extent of the penal sum herein named, without regard to specific injuries, date(s) of injuries, happenings or events.

2)
This bond shall be continuous in form and shall remain in full force and effect unless terminated in the manner hereinafter provided.

3) In the event said Principal shall fail to pay any award or awards which shall be rendered against it by the Worker's Compensation Board of Indiana ("Board") with thirty (30) days after the same becomes, or became, final, the Surety shall forthwith pay, to the extent of its liability under this bond, said award or awards, to the entitled thereto upon the order of the Board.

4) If the said Principal shall suspend payment or shall become insolvent or a receiver shall be appointed for its business, the undersigned Surety will pay said award(s), to the extent of its liability, under this bond, before the expiration of thirty (30) days after the same becomes, or became, final, without regard to any proceedings for liquidation of said Principal.

5) The undersigned are held and firmly bound for the payment of all legal costs, including reasonable attorney fees incurred in all or any actions in proceedings taken to enforce payment of this bond, or payments of any award or judgment rendered against the undersigned Surety, on account of the execution by it of this bond.

PROVIDED, the Surety herein, by and in the execution of this bond, does hereby recognize that said bond is a direct financial guarantee to and for the benefit of all unknown and unnamed employees of the Principal in connection with the Indiana Worker's Compensation and Occupational Disease Acts only.

IT IS FURTHER AGREED AND STIPULATED that this Bond may be cancelled at any time by the surety upon giving 60 days notice to the principal herein and to the Board, in which event the liabilities of the surety shall, at the expiration of said 60 days, cease and terminate, except as to such liabilities of the principal with a personal injury date of disablement that occurred during the effective period of the bond and prior to the expiration of said 60 days.

This Bond shall be effective until ______________ , or until canceled.

IN WITNESS WHEREOF, the said Principal has caused these presents to be executed by the signature of its___________________ and attested by its________________
and said Surety has likewise caused these presents to be executed by the signature of its _______________________

and has caused its corporate name and seal to be attested by the signature of ____________________________,its _________________________


PROVIDED FURTHER, this Bond shall be effective as of the_________
day of ___________19___.

Signed, sealed and delivered this________
day of _________
19_________





                                FOR PRINCIPAL:

                                _______________________________________

                                (Signature)

                                _______________________________________

                                (Printed Name)

                                _______________________________________

                                Title

ATTEST:

_______________________________

(Signature)

_______________________________

(Printed Name)

_______________________________

(Title)

                                FOR SURETY:

                                _______________________________________

                                (Signature)

                                _______________________________________ 

                                (Printed Name)

                                _______________________________________

                                (Title) 

ATTEST:

________________________________

(Signature)

________________________________

(Printed Name)

________________________________

(Title)




WORKER'S COMPENSATION BOARD OF INDIANA
                   FORM SI-3

402 West Washington Street, Room W196
              (Revised 1999)

Indianapolis, IN 46204

WORKER'S COMPENSATION AND OCCUPATIONAL DISEASES ACTS

CERTIFICATE OF EXCESS INSURANCE
This certifies that a Worker's Compensation and Occupational diseases Excess Insurance Policy has been issued and delivered to the Employer named below, and that by issuance and delivery of the said policy and the filing of this certificate of insurance, it is admitted that said excess policy was effective on the date stated below and that the coverage provided therein is applicable to benefits under the Worker's Compensation Act and the Occupational Diseases Act of the State of Indiana and that said policy shall remain in full force and effect until thirty (30) days after receipt by the Worker's Compensation Board of notice of its cancellation.

NAME OF INSURED EMPLOYER:______________________________________________

ADDRESS: ______________________________________________________________

NAME OF INSURER: ______________________________________________________

ADDRESS: ______________________________________________________________

NAME OF AUTHORIZED AGENT: _____________________________________________

ADDRESS: ______________________________________________________________

TELEPHONE NUMBER:  ____________________________________________________

SIGNATURE OF AUTHORIZED AGENT: ________________________________________

POLICY NUMBER: ____________________________

EFFECTIVE DATE: ____________________EXPIRATION DATE: __________________

A copy of the policy is attached to this certificate.

FORM OF COVERAGE: Specific Excess________________ Aggregate Excess_____

     POLICY LIMITS: ___________________________________________________

     SELF‑INSURED RETENTION: __________________________________________

It is specifically understood and agreed to by the excess insurance carrier that this excess policy is issued for the purpose of inducing the Worker's Compensation Board of Indiana to approve the Self‑Insurance application of the employer herein named and covered by this policy.

N0TE:
This excess insurance coverage shall be for both worker's compensation and occupational diseases unless otherwise specifically designated herein and the express approval of the Board is specifically endorsed hereon.





WORKERS COMPENSATION BOARD OF INDIANA
                   FORM SI-5

402 WEST WASHINGTON STREET, ROOM W196
               (Revised 1994)

INDIANAPOLIS, IN 46204‑2753

TRUCKERS SUPPLEMENTAL APPLICATION

1. Do you or your employees operate out of a base terminal? ___YES__ NO

A. If YES, please give terminal address(es):

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

  A list of drivers and their addresses assigned to each terminal must be attached.

B.
If NO, do you or your employees spend a majority of driving time in any one state?

_____YES ‑ Give state of majority driving time for yourself and/or each employee:

_______________________________________________________________________

_______________________________________________________________________

_____NO ‑ Give your and/or your employees' state(s) of residence:

_______________________________________________________________________

_______________________________________________________________________

2. Do you lease employees to other firms?
___YES    ____NO

A.
If YES, list firm name(s) and street  address(es) of locations where leased employees are operating:

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________




                                                                 PAGE 2

AGREEMENT OF APPLICANT

The undersigned employer hereby certifies that the statements in this application have been read and understood. Furthermore, in consideration of the issuance of the approval to self‑insure in the State of Indiana, the undersigned also certifies under the penalties of perjury, that the statements in this application are true and agrees:

A.____To maintain a complete record of all payroll transactions in such a manner as the Worker's Compensation Board may reasonably require, and such record will be available to the Board at the designated address.
B.
The applicant certifies that only those truckers/employees shall be assigned to this state in which the base terminal from which they truck on a regular basis is located.

For purposes of these procedures, the following definitions shall apply:

BASE TERMINAL: A permanent location with central loading docks and/or storage facilities where a trucker regularly goes to load, unload, store or transfer freight.

STATE OF RESIDENCE: The state in which the trucker resides as evidenced by the location used for the filing of federal income taxes.

REGULAR: A pattern of 40 hours per week or any other pattern that appears on a continuing basis.

STATE OF MAJORITY DRIVING TIME: State where trucker spends more time driving in or through than any others. Must be verifiable.

C.
To comply substantially with all laws, orders, rules, guidelines, and regulations in force and effect made by the public authorities and with all reasonable recommendations made by the Worker's Compensation Board, relative to the welfare, health and safety of the employees.

_________________________              ____________________________     

BUSINESS NAME OF EMPLOYER              SIGNATURE OF COMPANY OFFICER

_________________________              ____________________________    

DATE OF APPLICATION
               TITLE OF COMPANY OFFICER

