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Arch Wexford
Application for Excess Workers’ Compensation

New             
 FORMCHECKBOX 

Effective Date  
     

Renewal 
 FORMCHECKBOX 

Quote By Date  
     

Applicant’s Name (exact name to appear on contract); Include all Subsidiaries to be Covered (List Only Qualified Self-Insureds)
     


Address       


Description of Operations, Processes and Products of Applicant and Subsidiaries 
(Attach Copy of Current and Comprehensive Loss Prevention Procedures and Inspection Reports, Product Brochure, Annual Report or 10-K Report)


     


State(s) in Which the Applicant is Qualified for Self-Insurance       


Describe any Substantial or Unusual Changes in Operations That Are Planned or Have Taken Place in the Past Five Years:       


List all Subsidiaries to be Covered
 
Subsidiary 
Address
Description of Operations   

1.      
 
     
 
     

2.      
 
     
 
     

3.      
 
     
 
     

Present Program

Carrier       

Expiration       

Specific Limits:  WC  
     
  EL  
     
  Self-Insured Retention  
     

Rate       
  Premium       
  Extensions (if any; see special exposures.)       

Desired Program
Specific Limits:  WC  
     
  EL  
     
  Self-Insured Retention  
     

Extensions (If any, See Special Exposures)      
 Alternative Program      

Rating Information (Attach Separate Page If Necessary.)

	State
	Code No.
	Classification
	No. of Employees
	Estimated Gross Annual Payroll


	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


Historical Account Data (Please Provide a Minimum of 7 Years)
	Policy Year
	Payroll
	Policy Year
	Payroll

	1.      
	     
	6.      
	     

	2.      
	     
	7.      
	     

	3.      
	     
	8.      
	     

	4.      
	     
	9.      
	     

	5.      
	     
	10.      
	     


Claims Administration

Service Company/TPA Information (if no claims service company, attach or request a Self-Administrator’s Questionnaire.)

1. Name of Service Company       

2. Address of Service Company:       

3. Service Company Contact Name:        

Telephone Number:     

E-Mail:      

4. Is Service Company Responsible for Providing Specific Excess Claim Reporting and Follow-Up Detail to Excess Carrier?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
     If “No”, who is Responsible?       
 

5. Does Service Contract Require That Claims be Handled to Conclusion?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
       IF “No”, Provide Details.
     

6. How Many Years Has Service Company had Service Contract With Applicant?       

7. Is Service Contract Concurrent with Policy Period?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  If “No,” What are the Effective and Expiration Dates of Service Contract?      


8. Does Applicant Agree to Let the Excess Carrier Know About any Changes in the Service Company
or in the Kind or Amount of Services to be Performed by the Service Company? 
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

9. Does Applicant Have an Alternative Duty Return to Work Program in Place for all Departments?
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

10. Does Applicant Provide In-House Medical Attention for First Aid Injuries?
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If “Yes”, Who Provides Treatment?      

11. Does Applicant Have a Process in Place in Which all Injuries are Internally Investigated and
Reported to Their Claim Service Company Within 24 Hours?
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

12. Does Applicant Conduct Regular or Quarterly Claim Reviews With Their Claim Service Company?
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

13.  Does Claim Service Company Permit Electronic Access to Excess Claims Files?
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

14. Check the Following Managed Care Programs That Apply to Applicant’s Program: 


 FORMCHECKBOX 
 PPO
 FORMCHECKBOX 
 Contracted Pricing
 FORMCHECKBOX 
 Other      

 FORMCHECKBOX 
 Fee Scheduling
 FORMCHECKBOX 
 Nurse Case Management
Loss Prevention Services

Name of Service Company:       

Address of Service Company:       

Provide Details of Types and Frequency of Services that will be Provided by Service Company       

1. Does Applicant Have a Formal Safety Program?  (If “Yes,” Attach Copy) 
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

2. Does Applicant Have Dedicated Safety Professionals on Staff Who Are Not
Human Resources Personnel?
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

3. Does Applicant Have Safety Committees?
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If “Yes”, Do They Have Management Participation?
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

4. Does Applicant Provide New Hire Safety Training?
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

5. Does Applicant Provide Job Specific Safety Training Thereafter? 
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

6. Does Applicant Have A Cost Allocation System in Place Which Links Workers’ Compensation
Costs to the Department or Facility?
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

7. Does Applicant Have any Incentive Plans in Place Linking Individual and Department
Workplace Safety to a Rewards System?
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

8. Does Applicant Agree to Forward Copies of Loss Prevention Inspection Reports to Excess Carrier
as Inspections are Performed? 
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Claims Experience

Valued as of  
     
  By  
     


Please provide the latest experience report for A minimum of 7 years.  (Valuation Data Must be Within the last 3 Mo.)
[image: image2.png](Loss Runs or Summarized Electronic Data if Available)

medical
indemnity


	Policy Year
	No. of Claims
	Paid
	Total Medical       

      Incurred 
	Paid
	Total Indemnity
          Incurred
	Claims Expense
	Total Incurred 

Losses

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     


Please Provide Descriptions of all Losses in Excess of $100,000 for A minimum of 7 Years.
	State
	Date of Loss
	Number of Employees Involved
	Description of Loss
	Total Paid
	Total Incurred

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


Large Loss Experience

All Individual Incurred Losses Greater Than $100,000 Must Include the Following Information:
· Claimant Name

· Paid Amount/Outstanding Reserve/Total Incurred

· Date of Loss - Description of accident – include type of injury 

Special Exposures
Yes
No

A) Are There any Occupational Disease Exposures Involved in Applicant’s Operation Including Asbestos, Silica, Dust, Hazardous Chemicals, Radiation, Communicable Diseases or any Other Occupational Disease Exposure?  If “Yes”, Describe: 
  
 FORMCHECKBOX 

 FORMCHECKBOX 


     

B)
Are There any Operations Which Have Resulted in Carpal Tunnel Syndrome, Repetitive Motion or Cumulative Trauma Claims?  If “Yes”, Describe: 

 FORMCHECKBOX 

 FORMCHECKBOX 


     


C)
Does Applicant Have any Employees Who May be Subject to the Longshore and Harbor Workers’ Compensation Act, Jones Act or Federal Employer’s Liability Act?  If “Yes”, Describe: 

 FORMCHECKBOX 

 FORMCHECKBOX 


     

D)
Does Applicant Perform any Underground, Subaqueous or Tunneling Operations?
 FORMCHECKBOX 

 FORMCHECKBOX 

E)
Does Applicant Perform Wrecking, Dismantling or Demolition Work?
 FORMCHECKBOX 

 FORMCHECKBOX 

F)
Does Applicant Outsource or Utilize Contract Staffing for any Job Function?  If “Yes”, Describe Measure Taken to Assure Coverage by Staffing Company. 

     _______________________________________________________________________________
 FORMCHECKBOX 

 FORMCHECKBOX 

G)
Do the Operations of Applicant Involve Exposure to Burns?
 FORMCHECKBOX 

 FORMCHECKBOX 

H)
Has Workers’ Compensation Coverage Been Cancelled or Non-Renewed in the Last 5 Years?
 FORMCHECKBOX 

 FORMCHECKBOX 

I)
Is There any Owned, Leased or Chartered Aircraft? (if “yes”, please complete Aircraft questionnaire.)
 FORMCHECKBOX 

 FORMCHECKBOX 

J)
Does Applicant Have any Foreign Operations or Employees who Travel to Foreign Countries?  If “Yes”, Provide Details Including Countries Traveled to, Number of Trips, Number of Employees Per Trip, Average Length of Stay.  
 
 FORMCHECKBOX 

 FORMCHECKBOX 

     _______________________________________________________________________________
K)
Is Applicant Engaged in Manufacturing, Producing, Refining, Storing, Distributing or Transporting Gases, Gasoline, or Flammables?

 FORMCHECKBOX 

 FORMCHECKBOX 

L)
Is Applicant Engaged in Manufacturing, Handling, Transporting, Distributing, or Storing Explosives or Explosive Substances?

 FORMCHECKBOX 

 FORMCHECKBOX 

M)
Do the Operations of Applicant Involve Exposure to Heights?
 FORMCHECKBOX 

 FORMCHECKBOX 

N)
Do the Operations of Applicant Include Volunteer or Donated Labor?   If “Yes”, Describe Number of Volunteers, Job Function and Imputed Income. 


     

 FORMCHECKBOX 

 FORMCHECKBOX 

O)
If Volunteers Are Not To Be Covered Under This Policy, Are They Covered Elsewhere?
 FORMCHECKBOX 

 FORMCHECKBOX 

P)
Has Applicant Been Cited for any OSHA Violations in the Past 5 Years?  If “Yes”, Provide Details. 
 

     

 FORMCHECKBOX 

 FORMCHECKBOX 

Q)
Does Applicant Provide any Employee Transportation?

 FORMCHECKBOX 

 FORMCHECKBOX 

(If “Yes” to any of the above, please enclose detailed information.)

Complete the Following Information on Owned or Leased Vehicles:

A.
No. of: Passenger Cars      
  Trucks      
  Buses         Vans        Tractors        Trailers        

B.
Number of Commercial Vehicles Owned:  by Applicant       
  By Owner/Operator      


C.
Is Applicant Responsible for W.C. Coverage on Owner/Operators? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If “No”, Does Applicant Obtain Certificate of W.C. Insurance From Such Operator?  
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
D.
With Respect to Commercial Vehicles:


1.
State(s) in Which Vehicles Operate       



2.
Average Number of Persons in Each Unit       


3.
Does Applicant Transport Chemicals, Hazardous Materials, Explosive Material, Flammable Material or Petroleum Products?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   ii
E.
Does Applicant Provide any Transportation for Employees to or From the Workplace? Y FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

id     If “Yes”, Describe the Types of Conveyance, Frequency of Trips and Number of Employees.

     

Attached Employee Concentration Worksheet Must Be Completed and Submitted With Each Application.
Completion of this application creates no obligation upon the applicant to accept insurance or upon Arch Insurance Company to offer such insurance; however, in the event that such is accepted by the applicant or that it is issued by Arch Insurance Company, this application will form the basis for that acceptance and issuance.
Company 
     
 Name 
     

Address 
     
 Title 
     

Date 
     
 Signature 
     

Arch Wexford 

	San Francisco Office:
	New York Office:
	Chicago Office:

	Four Embarcadero Center

Suite 2000
	One Liberty Plaza
17th Floor
	311 south wacker drive

Suite 3700

	San Francisco, CA  94111
	New York, NY  10006
	Chicago, IL  60606

	
	
	

	Tom Linchey:  (415) 490-1851

Tlinchey@archinsurance.com
	Gerry Caffrey: (212) 271-8372

gcaffrey@archinsurance.com
	David Winkelman:  (312) 601-8482

dwinkelman@archinsurance.com
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