[image: image2.png]




[image: image1.png]\ 4, Insurance
Arch Company

 member of Arch Insurance Group.




Arch Wexford

Self-Administrator’s Questionnaire

(Narrative  Sections Below Expand as You Type)
I.
Claims Administration Information
Administrator’s Name: 
     

Contact Name
     
 Title: 
     

Phone: 
     
 Fax:
     
 E-mail: 
     

Mailing Address: 
     

     

     
     

Street Address/ P.O. Box
City
State
Zip Code
Physical Location (If Different From Above):

     

     
 
     
     

Street Address
City
State
Zip Code

II.
Data and Information Systems
1. Claims Process System – What is the Platform on Which Claims Data are Processed?
 FORMCHECKBOX 
  Network (LAN)

 FORMCHECKBOX 
  Personal Computer

 FORMCHECKBOX 
  Mainframe

 FORMCHECKBOX 
  Model & Type       
 FORMCHECKBOX 
  Other, Describe      
2. Software – Indicate Major Source of System Software:
 FORMCHECKBOX 
  PC, Proprietary (In-House)
 FORMCHECKBOX 
  PC - Vendor - Name:       
 FORMCHECKBOX 
  Mainframe, Proprietary (In-house)
 FORMCHECKBOX 
  Mainframe - Vendor - Name:       

3.
System Security
Describe the System Security Measures You Have Established to Protect Your Data (Such As Firewalls, Authority Levels, Password Requirements, etc.):
     


Is There an Information Security Software Package on the System?
  
 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
If ‘No’ Explain How Much Information is Secured:
     


How Frequently are Backups of the Data Performed?

 FORMCHECKBOX 
  Daily

 FORMCHECKBOX 
  Weekly

 FORMCHECKBOX 
  Other:       

Are the Backups Stored On-Site?

 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

4. Disaster Recovery Plan - Do You Have a Formal Written Disaster Recovery Plan?


 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No


Attach a Copy of Your Procedures in Case of a Disaster.

5. Interface/Remote Access Support - Do You Provide System Support for an Interface?

 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No


Are Charges Assessed for This Support?

 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

If ‘Yes’, Amount and Frequency:
     

6. For Workers Compensation Claims:

A. Does Your System Require Claim Payments to be Issued Against a Specific Type of Payment (Such as Medical, Indemnity, or Expense)?  
 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No 
If ‘Yes’, Please List or Attach the Codes You Use Along With an Explanation for Their Use:

     

B. Can Your System Produce a Report of Payment Paid Against A Claim to be Broken out by Category, Such as Medical Indemnity, and Expense?


 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

C. Does Your System Capture NCCI Class Codes? 


 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No


If ‘Yes’, are Controls in Place to Ensure Proper use of Insurers’ Class Codes as Required?


 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

III.
Loss Information

Loss Reporting Capabilities

1. Frequency Loss Reports are Available:

 FORMCHECKBOX 

Weekly
 FORMCHECKBOX 

Semi-annually
 FORMCHECKBOX 

Monthly
 FORMCHECKBOX 

Annually

 FORMCHECKBOX 

Quarterly
 FORMCHECKBOX 

On request

2. Can Information be Queried From Your Database?


 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No


If ‘Yes’, Can Information be Downloaded Into a File (Such as Word, Excel or a PDF)?


 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

3. Can Information be Reviewed On-Line From a Remote Source?


 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

4. Is There a Charge for Remote Access?


 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No



Explain any Charges (Amount/Frequency of Charges):

     

5. Can You Provide a Check Register with Payee and Transaction Type?


 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

6. Can you Provide Quarterly Loss Runs by the 10th of the Following Month?


 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No
If ‘No’, When?       

IV.
Claims Technical Information
1. For What Lines-of-Business do you Administer or Adjust Claims?

     

2. Do You Provide Medical Cost Containment Services?   FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
3.
Please Provide the Names of the Following Providers: 
· Medical Bill Review
     
· Utilization Review, 
     
· Pharmacy Review, and 
     
· Medical Case Management:  
     
· Defense / Legal Panel:
     
Are These Providers Proprietary (i.e. Part of Your Corporation)?


 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

3. Explain Your Reserving Philosophy:
     

Are Reserves Discounted?  

 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

4. Do You Reserve at the Actual Anticipated Value?


 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

5. Please Provide a Copy of Your Claim Department Organizational Chart.
6. Please List Staff Case Loads for the Following Positions:
Claims Manager: 
     
Claims Supervisor:  
     
Senior Claims Examiner:  
     
Claims Examiner: 
     
Claims Medical-Only Assistant
     
7. List Below the Ratio of Adjusters to Supervisors:
     

8. List the Settlement and Reserve Authority for the Following Positions:

Manager 
     
Supervisor  
      
Senior Examiner  
     
Examiner
     
V.
Company History and Information
1. Attach Resumes with Educational Background, Work Experience and Professional Designations of All Individuals Who Will be Working on this Account.
2. How Long has Your Company Been in the Business of Adjusting Claims?

     

3. What is the Average Experience Level of Your:

Claims Management 
     
Claims Adjusters
     
Medical Clerks 
     
4. What is the Average Length of Time Your Claims Technical Staff Has Been with Your Organization?

Claims Management 
     
Claims Adjusters
     
Medical Clerks 
     
5. How are the Claims Managed and Assigned Within Your Organization?

     

6. Describe your fraud prevention activities:
     

7. Do you provide Your Staff with Either in-house Training or Other Professional Educational Opportunities?   FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
If ‘Yes’, Please Describe:
     

8. Describe Philosophy and Procedures for the use of Outside Services, i.e., Adjusters, Medical Cost Containment Programs, Medical Case Management, Attorneys, Surveillance:
     

9.
Please Provide Your Investigation and Legal Panels.

10.
Have You Been Audited by any State Agency or Department of Insurance?


 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No


If ‘Yes’, Will You Supply us a Copy of the Latest Audit(s) if Requested?


 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No
VI. 
Completed By:
Name: 
     
Title:
     
Date: 
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