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Illinois Workers’ Compensation Commission

Application for Self-Insurance

Read all instructions before completing this application.  Answer all questions.

	Return to:
Office of Self-Insurance Admin.

4500 S. Sixth St. Frontage Road

Springfield, IL  62703-5118
	Applicant’s Legal name/mailing address/Web Site

     
	Desired 

Self-Insurance

effective date:

     

	The employer (applicant) applies for the privilege of being a certified self-insurer in the State of Illinois, as provided in the Illinois Workers’ Compensation and Occupational Diseases Acts.  An applicant may not operate as a certified self-insurer until the Commission issues a Certificate of Approval to Self-Insure.

	1.  List the company representative for self-insurance.

	      Name
	     
	Title
	     

	     Company name
	     

	     Street address
	     

	     City/State/Zip
	     

	     Telephone
	     
	Fax
	     

	     E-mail address
	     

	2.  Applicant’s Federal Employer Identification Number (FEIN)
	     

	3.  Status:
	Individual  FORMCHECKBOX 
        Partnership  FORMCHECKBOX 
        Corporation  FORMCHECKBOX 
 

	4.  Nature of business
	     

	      Primary NAICS codes
	     
	     
	     
	     

	      NAICS = North American Industry Classification System, which replaces SIC.

	5.  Incorporated or organized under the laws of 

      the State of 
	     
	on
	     

	6.  Date of commencement of business in Illinois
	     

	7.  If the applicant is a subsidiary, complete the following items.

	     Exact legal name of ultimate parent
	     

	     Date parent incorporated
	     
	State
	     

	     FEIN
	     
	Web site
	     


	8.  List the corporate principals for the ultimate parent or applicant if no parent.  If necessary, attach a list.

	Name
	Title
	Street address, city, state, zip
	Telephone


	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	9.  List the subsidiaries or affiliates to be included in the self-insurance program.  If necessary, attach a list.

	Legal name
	Date of incorp.
	street address,

city, state, zip
	FEIN
	NAICS

code
	Nature of

business
	Sub.

or Aff.?

	     
	     
	     
	     
	     
	     
	 

	     
	     
	     
	     
	     
	     
	 

	     
	     
	     
	     
	     
	     
	 

	     
	     
	     
	     
	     
	     
	 

	10.  List the physical locations of each operation to be self-insured.  If attaching a list, follow the same format.

	Operation 

Name and Address
	FEIN 
	NAICS

code
	Nature of 

Business
	Average # of employees in

	
	
	
	
	Production
	Office/Sales

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	11.  List the name of current workers’ compensation insurance carrier.

	Name
	     

	Policy number
	     
	Effective dates:  From
	     
	to
	     

	Provide evidence of applicant’s current workers’ compensation coverage.


	12.  Indicate the estimated annual workers’ compensation premium for the last completed calendar

        year.  Include the premium of all subsidiaries to be covered by self-insurance in Illinois.  

       If necessary, attach a list.

	Insurance 

class code
	Insurance classification description
	# Employees
	Est. annual payroll
	Current manual rate
	Est. annual premium

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	Total
	     
	     
	     
	     
	     

	13.  Provide the following claims information for your proposed self-insured operations in Illinois for 

        the last three completed years.  Attach detailed loss runs for the last three completed years.

	
	Year ending

     
	Year ending

     
	Year ending

     

	A. Number of accidents requiring only medical attention
	     
	     
	     

	B. Number of accidents requiring lost time of more than 3 days
	     
	     
	     

	C. Total dollars paid for claims
	     
	     
	     

	D. Outstanding reserves (incl. medical, indemnity, & expenses)

     If the reserves vary by more than 20% during these years, 

     provide an explanation.
	     
	     
	     

	E. Total incurred losses (paid and reserves)
	     
	     
	     

	F. Number of fatalities
	     
	     
	     

	Attach a description of each fatality, including the employee’s name, date of accident, cause of accident, current status of the claim, and the outcome of any OSHA investigation and/or citations relating to the fatality.

	14.   List the person to whom information regarding assessments for the Self-Insurers Security Fund, 

        Second Injury Fund, Rate Adjustment Fund, and Operations Fund should be sent.

	       Contact person
	     
	Title
	     

	       Street address
	     

	       City/State/Zip
	     

	       Telephone
	     
	Fax
	     

	       E-mail address
	     

	15.  List the name of the proposed claims service agency.

	       Company name
	     

	       Contact person
	     
	Title
	     

	       Street address
	     

	       City/State/Zip
	     

	       Telephone
	     
	Fax
	     

	       E-mail address
	     


	16.  If you do not plan to retain a claims service agency, list the company representative who will be 

        responsible for the self-insurance program.

	       Contact person
	     
	Title
	     

	         Street address
	     

	       City/State/Zip
	     

	       Telephone
	     
	Fax
	     

	       E-mail address
	     

	       Describe the experience and 

       qualifications of this person.
	     

	17.  List the designated safety representative.

	       Name
	     
	Title
	     

	       Street address
	     

	       City/State/Zip
	     

	       Telephone
	     
	Fax
	     

	       E-mail address
	     

	Attach a narrative description of the safety and loss control program components for your operations in Illinois.  Do not send a manual.

	18.  What medical facilities are available to your employees?      First aid  FORMCHECKBOX 
        In-plant doctor/nurse  FORMCHECKBOX 

       Local clinic  FORMCHECKBOX 
          Hospital  FORMCHECKBOX 
           Other  FORMCHECKBOX 
 (please explain)  

	19.  If any of the applicant’s employees have exposure in any degree to substances that may cause occupational disease, indicate the substance and approximate percentage of employees exposed.  
       If necessary, attach a list.  Include asbestos, silica dusts, any toxic, injurious, or hazardous substances, compounds, or chemicals, caustics, 

        fumes, noise, radiation, communicable diseases, and any other occupational disease exposures.

	Substance
	Percentage of employees exposed
	# Accident Reports Filed

	     
	     
	     

	     
	     
	     

	     
	     
	     

	20.  Has an application for workers’ compensation insurance ever been 

        refused or a policy cancelled?
        If yes, attach an explanation of circumstances, including the date, jurisdiction, and carrier.
	Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 


	21.  Has an application for self-insurance ever been denied or a 

         certification revoked? 

       If yes, attach an explanation of circumstances, including the date and jurisdiction.
	Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 


	22.  Is the applicant self-insured in any other jurisdiction?

        If yes, attach a list of jurisdictions.
	Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 


	23.  If the applicant is rated, provide the latest ratings, including the date of the rating.

        If not rated, mark N/A.  Use the parent company’s rating if the applicant is a subsidiary.

	
	Rating
	Date

	Moody’s Investors Service
	     
	     

	Standard & Poor’s
	     
	     

	Dun & Bradstreet
	     
	     

	Other
	     
	     


Application for Self-Insurance

Agreements

In consideration of being granted the privilege of self-insurance under the Illinois Workers’ Compensation and Occupational Diseases Acts, the applicant hereby agrees:

1.
To promptly pay benefits due to injured employees or their dependents in accordance with the Illinois Workers’ Compensation and Occupational Diseases Acts.

2.
To promptly report compensable injuries, diseases, and deaths to the Commission as required by law.

3.
To promptly notify the Commission of any change in financial condition that will impact the company’s ability to self-insure.

4.
To immediately notify the Commission before the contemplation of liquidation, sale, or transfer of ownership is made, and to make arrangements satisfactory to the Commission for the payment of all existing liabilities.  

This application should be signed and sworn to by the appropriate person or persons as stated below:

if the applicant is an individual, the owner shall sign;

if the applicant is a partnership, all of the partners shall sign; 

if the applicant is a corporation, its president or vice-president and its secretary or assistant secretary shall sign.  
Affidavit

State of Illinois

County of       
Each person listed below, first being sworn on oath, deposes and states that he or she is acquainted with the affairs of this applicant employer, including the representations and statements set forth in this application; that he or she has read said application and all documents submitted, knows their contents, and verifies that the representations and statements are true in substance and in fact.


     

Applicant’s legal name
___________________________________________
___________________________________________

Signature of affiant and Date
Signature of affiant and Date
     
     
Name and title of affiant
Name and title of affiant
Subscribed and sworn to before me

on  ______________________


_________________________________________


Notary public

Application for Self-Insurance

List of Attachments
A.
A nonrefundable application fee of $500 for each separate legal entity applying for the self-insurance privilege, made payable to “Illinois Self-Insurers Administration Fund.”  

B.
Evidence of each applicant’s current experience modification factor.  Explain if factor is greater than one.  

C.
An organizational chart showing the hierarchical position of all corporate entities, including the ultimate parent.  Note the percentage of ownership and clearly indicate which entities with operations in Illinois are seeking coverage under the certificate of self-insurance.

D.
(1)
If the applicant has an ultimate parent, provide the ultimate parent company’s audited financial statements for 



the most recent three years.


(2)
If the applicant has no ultimate parent, provide the applicant’s audited financial statements for the most recent 



three years.


(3)
If certified audited financial statements are not prepared, provide the financial statements prepared by an outside 



accountant for the most recent three years.

E.
Provide the most current 10-Q or internal quarterly balance sheet and income statement of applicant and parent.

F.
Copies of the applicant’s excess insurance quotations, should the applicant purchase excess insurance.  (A copy of the excess policy must be submitted if the application is approved.) 

G.
Evidence of the applicant’s current workers’ compensation coverage.  See question 11.
H.
Detailed Illinois loss runs for each applicant for the last three completed years.  See question 13.
I.
A narrative description of the safety program components for each operation in Illinois.  See question 17.
J.
Provide an explanation of workers’ compensation insurance being refused or cancelled, if applicable.  


See question 20.
K.
Provide an explanation of application for self-insurance being denied or revoked, if applicable.  See question 21.
L.
A list of all other self-insured jurisdictions, if applicable.  See question 22.
All of the above-mentioned items must be submitted 

before a review of the application may be completed.

Submission of an incomplete application 

may delay the review process.

Disclosure of this information is voluntary under the Illinois Workers’ Compensation Act, but failure to complete the form may prevent the IWCC from processing it.  
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