Application for Authority to Self Insure

      For Workers’ Compensation

State of Nevada


         
                Nevada Industrial Insurance Act and Occupational Diseases Act

Division of Insurance 

                             Chapter 616A through 616D and 617, inclusive,

Workers’ Compensation/Self-Insurance Section                                                                              of Nevada Revised Statutes              

1818 East College Parkway Suite 103
Carson City, Nevada 89706
(775) 687-0700 
NOTE:  A Non-refundable application fee of $200 made payable to the State of Nevada, Division of  Insurance, must accompany this application.

 PART A                  EMPLOYER INFORMATION                                                                                                                                      




PART A 


Employer Information (cont.)

Physical Locations.  Provide the information requested below  for each operation to be covered under the Nevada Self-Insurance Program.  (Attach a list if necessary)




PART B                 Administrative Information (cont.)




Name of Employer





Are you registered with the Nevada Secretary of State           Yes                 No





If yes, what was the date of registration?
































Do you have a parent Company          Yes                No

















Address








e-mail Address





Phone Number		           Fax #(mandatory)





Title





Physical address of main office





Mailing address





List subsidiaries, divisions, and affiliates to be included in the Nevada self-insurance program (attach a list, if necessary).


	NAME					ADDRESS



































List the principals of your organization (corporate officers, partners, or owners).  Attach a list, if necessary.


	NAME					TITLE 					ADDRESS 





























________________________________________________________________________________________________________________________________________
























































Type of ownership of the company


           Corporation                              Partnership                 Individually owned





Principal activity of the business 





Name of person to contact regarding this application or future activity regarding the self-insurance program











If yes, name of the parent company 





Address of Parent company





Under the laws of the state of





This business was organized or Incorporated (month,                                                                                                  Date of commencement of business in Nevada


day, year)





Name





                                                                                                                                              Address





PART B                 Administrative Information

















Do you plan to self-administer claims processing?                   Yes            No


If yes, please complete the below information.





What is your proposed effective date for workers’ compensation self-insurance?





Telephone Number





Account Manager(s)





Company Name





Do you plan to retain a third party administrator to administer claims processing?


NOTE:  A third party administrator must be licensed by the Division of Insurance and                             Yes                              No      If yes, please complete the 


have offices located within the State of Nevada.                                                                                                                                                 below  information.





Address





Address





Number of Employees


     Production                      Office/Sales                          Other____________





Address





Number of Employees


     Production                       Office/Sales                         Other_____________





Address





Number of Employees


___Production                        Office/Sales                        Other____________





Nature of Operation 





Number of Employees


     Production                         Office/Sales                          Other____________


            


                   


                











Name

















                                                                                                                                            Nature of Operation





Name

















                                                                                                                                            Nature of Operation 








Name

















                                                                                                                                             Nature of Operation


























Provide the name, title, address, and telephone number of each person involved in the processing of workers’ compensation claims.  (Attach a list, if necessary)








_________________________________        _________________________________        ___________________________________        _______________________








_________________________________        _________________________________        ___________________________________        _______________________








_________________________________        _________________________________        ___________________________________        _______________________








_________________________________        _________________________________        ___________________________________        _______________________





The current net worth of the applying business is:  $





PART D            Workers’ Compensation Claims Experience and Projected Payroll Information       





Audited financial statements with the accompanying footnotes and the auditor’s opinion for the three most current years must be submitted with this Application.























Number of  employees





Estimated administrative costs





Limited payroll amount





The number of medical claims, number of lost time claims, the payments made for medical and indemnity costs, the amounts reserved for claims payments, the                                                    total incurred costs for medical and indemnity payments and the total limited payroll for the last three fiscal years will need to be supplied by the present Insurer.  Please supply the insurers name, address, and policy number for all accounts that will be transferred to the self-insurance coverage.
































How many employees did your 


business have as of June 30 for


the last three years?


Have there been any fatalities in the last three 


years?  If yes, attach a detailed statement for                     Yes                                                No


each incident.


Estimated payroll information 


for the initial 12-month period 


of self-insurance























Year 1





Year 3





Year 2























What is the fiscal year of the business?





Did the business have negative earnings 


in any of the last 


three years?                    Yes               No

















Pursuant to NRS 616B.300 explain what administrative resources are in place to enable you to promptly report, administer, and settle all claims.





Upon approval for self-insurance, how do you plan to notify your employees of the change in coverage, administration of claims, and employee rights?

















Do you have a formal safety program?                              Yes                                   No





Provide the name of the person responsible for the administration of your loss control program


Name                                                                                                      Title                                                                                      Telephone number          











Give a brief description of your safety and loss control program.  (Do not send manual.)























What medical facilities are available to your employees?                  First Aid                     In-Plant Staff               Local Clinic                      Hospital


Explain: 

















Do you have a light duty program available for employees who, either temporarily or permanently                 Yes                   No


cannot return to their normal duties because of a workers’ compensation injury or illness?                                                                                   


Explain:























If more current audited financial information is available, these must also accompany the application.  Please indicate the type of information supplied.


      


      Annual Report          10-K Report       Other________





PART C		Financial Information





As of (month, day, year)








Nevada requires a security deposit for all self-insured workers’ compensation employers.  This deposit is computed in this office and successful applicants will be notified of the required amount.  The deposit must be in place before a certificate of authority can be issued.











Excess limits, Specific          			Aggregate











$					$





Expiration date





Effective date





Policy number





Self-Insured retention, Specific			Aggregate











$					$





Nevada countersigning agent





Insurance Company














Nevada assesses an initial insolvency fee of .50% of the initial deposit.  In subsequent years the annual assessment is .25% of the deposit amount as of June 30 of that year.  The successful applicant will be notified of the initial assessment after the security deposit is calculated.  Self-insured employers are sent an invoice for the annual assessment, along with the annual report, on July 31, and the payment and report are due by September 30 of each year.  The initial assessment fee must be received before the certificate of authority can be issued.





PART E           Nevada Requirements for Excess Insurance and Deposits and Fees�
�









Nevada requires a self-insured employer to provide an excess policy of insurance for workers’ compensation.  This coverage must have a minimum self-insured retention amount of $100,000, a minimum of 60 days written notice of cancellation and must be countersigned by a licensed Nevada agent.  This policy does not have to be supplied to this office until approval has been granted, but it must be in place before a certificate of authority will be issued.  If this information is known at the time of application, please complete the following:





 ______________________________________________________________________________________________________________________________________











State of___________________________________





County of__________________________________





	This instrument was acknowledged before me on  ________________________________  by





_____________________________________________  as  ________________________________________





of______________________________________________








								________________________________________                        


                                                                                                                  (Signature of notarial officer)


                   (Seal, if any)





                                                                                                ________________________________________


                                                                                                                   (Title and rank (optional))





                                                                      (My commission expires (optional):________________________)








Title





Title





Printed name





Printed name





Signature





Signature





In consideration of being certified for workers’ compensation, self-Insurance in the state of Nevada, the applicant hereby avers and agrees:











That the information in this application and the required attachments are true and correct.





That the liabilities for compensation to injured employees or their dependents will be promptly discharged in accordance with the requirements of the                                                          


         Nevada Industrial Insurance Act and Occupational Diseases Act, Chapters 616A through 616D and 617 inclusive, including any amendments.





3.      That all reports of compensable or reportable injuries, diseases, and deaths will be promptly furnished to the Division of Industrial Relations or the 


         Commissioner of Insurance as required by law.





That the Commissioner of Insurance will be promptly notified of any changes in financial condition which are material and effect the employer’s 


         Ability to self-insure claims.





That before any liquidation, sale, or transfer of ownership is made, the Commissioner of Insurance will be notified 60 days in advance and, subject to                


          this approval, arrangements for the payment of all existing liabilities will be made.





That the applicant will comply with any and all Self-Insurance Workers’ Compensation statutes and regulations.











AFFIDAVIT


NOTE:  If applicant is an individual, the sole proprietor shall sign; partnership, all partners shall sign; LLC, a member shall sign; corporation, an officer shall sign.





Being duly sworn on oath deposes and says that I have read the above foregoing application, that I am acquainted with the affairs of the applicant employer and that the representations and statements set forth are true in substance and in fact.














PART F			Agreements














































































































































































































