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THIRD PARTY CLAIMS ADMINISTRATOR QUESTIONNAIRE

AND APPLICATION FOR APPROVAL
	1. Company Name
	     

	Street Address
	     

	City
	     
	State
	  
	Zip
	     

	Telephone
	(   )    -    

	Web Address
	     

	EIN / FED ID #
	     


2. Location of Sub-Offices and Telephones:
	Location
	Phone Number

	     
	(   )    -      Ext.     

	     
	(   )    -      Ext.     

	     
	(   )    -      Ext.     


3.
Is your firm owned by or affiliated with any other organization(s) involved, directly or indirectly, in any area or aspect of insurance or reinsurance? 
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No. 



If yes, please indicate:  
	Name
	Relationship
	Nature of Business

	     
	     
	     


4.
How long has your organization been operating as claim payor?        
5.
Principal Officers:

(A)  List Top Three Executives:
	Name
	Title
	Length of Service

	     
	     
	     

	     
	     
	     

	     
	     
	     


(B)
Senior Claims Person(s):
	Name
	Title
	Length of Service

	     
	     
	     

	     
	     
	     

	     
	     
	     


(C)
Person to Contact for:


Company Relations

     

Premium 


     

Claims 


     

Administration 

     

(D)
If any of the top three officers have not been employed with the firm for the last five 


consecutive years, provide details related to previous employer(s) and positions held:
	     


6. How may trained claims examiners, excluding the supervisor, are employed?    
      
How many other personnel?      
7. What qualifications (including experience) have been established as minimum standards

for your claims examiners?
	     


8.
Are there specified dollar limits at which supervisory personnel become automatically involved in any given claim situation?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
9.
Are all claims examiners, supervisors, draft typists and claims clerks bonded?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If yes, state limits:      
	Insuring Co.
	Policy No.
	Term

	     
	     
	     


10.
What has been the turnover of your claims department in the last three (3) years? 
	     


11.
What claims processing procedure do you use?

 FORMCHECKBOX 
 Manual
   FORMCHECKBOX 
Automated

 FORMCHECKBOX 
 System computes the claim

 FORMCHECKBOX 
 System accepts manually calculated data
12. If claims processing is automated, briefly describe hardware and software utilized.
	     


13.
Are records maintained which would allow retrieval of the following 
information:
(A) Date Medical Expense was Incurred by Claimant:
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
(B) Date Medical Expense was Paid by Fund:

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
(C) Enrollment, Eligibility and Employment Dates:
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
(D) Liability Determination (i.e. COB; Wo. Comp.)
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
14.
May IHC Risk Solutions contact other insurers and employers for whom claims are paid?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
15.
Employer-sponsored benefit plans currently utilizing your firm to administer the claim and other administrative functions:
	Group Name
	Carrier
	Contact/Title
	Phone No.
	No. of Lives

	     
	     
	     
	(   )    -    
	     

	     
	     
	     
	(   )    -    
	     

	     
	     
	     
	(   )    -    
	     


16.
List Excess Insurers (Stop Loss Carriers) who have granted your firm their authorization to administer claims for their self-funded policyholders:  (Attach supplemental sheet if additional space is needed).


	Carrier
	% of Inforce

Stop Loss Policies
	Contact
	Phone No.

	     
	     %
	     
	(   )    -    

	     
	     %
	     
	(   )    -    

	     
	     %
	     
	(   )    -    


17.
Do you have a profit commission or similar arrangement with any of these carriers? 

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, provide details.
	     


18.
Do you have binding authority for any of the Insurers named above?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, for whom?  
	     


19.
Have you ever had underwriting authority for Stop Loss Insurance?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, please provide detail.
	     


20.
Are you an approved TPA for any other Insurers (e.g. for fully insured and/or partially insured products?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    If yes, please list:


	Name of Insurer      
	Year Approved     

	Name of Insurer       
	Year Approved     


21.
Has any insurance company withdrawn their claims-paying authority or TPA approval?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If yes, please provide details.
	     


22.
List details of cases you are presently administering:













No. of Cases

No. of Covered EE's
(A) Fully Insured



     


     
(B) Partially Self Insured Cases

     


     
(C) Fully Self Insured Cases

     


     
(D) MET's, Associations or Unions
     


      
Cost Containment Information

23.
How are potential Large Claims identified for case management?  
	     


24.
Who do you use for Case Management?
	     


25.
What is the name of the Utilization Review Firm you use?

	     


Telephone (   )    -    

Fax (   )    -    
26.
Is the UR Firm affiliated with the Network?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
What percent of cases have UR?      %
27.
What PPO Networks do you use?

	     



28.
Approximate number of stop loss quotations you expect to request during the next 12 months.

     
What percentage do you expect to close?      %
29..
Are all stop loss markets used in every situation?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
30.
Are you a member of any professional society?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, please specify.   


	     


31.
Bank Reference:
	Name of Bank
	Contact/Title
	Telephone No

	     
	     
	(   )    -    


32.
Have any legal actions been brought against your firm or any of the principals, during the past three (3) years?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  


If yes, please attach details.

	     


33.
Are there any pending law suits or Insurance Dept. complaints, and/or were there any during the last year?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, please attach details regarding nature of action and status. 

	     


34..
Do you carry:


A)  Fiduciary  Insurance? 
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If yes, please provide:

Name of Carrier:
     
Policy Number:
     
Limit of Liability:  
     
Term:  

     
B)  E&O Insurance? 
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If yes, please provide:

Name of Carrier:
     
Policy Number:
     
Limit of Liability:  
     
Term:  

     
35.
Are you audited annually by an outside firm?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, please state name and address:
	Name:
	     

	Address:
	     

	
	     


36.
Are you in a state that requires Administrators to be licensed?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, please provide a copy of license. Also, please provide your current state Accident 


& Health license(s) for either your firm or any individuals, if the state requires same.

37.
How is new business developed?   FORMCHECKBOX 
 Brokers    FORMCHECKBOX 
 Salaried Reps.   FORMCHECKBOX 
 Principals

38.
Your firm's gross annual income profile:
Insurance Commissions      %   Administration      %

39.
Will your firm provide a credit report?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
40.
What type of "Fee Structure" (flat per-claim charge, cost plus, percentage of claims, etc.) is utilized by your firm?
	     


41.
Are any substantial changes in your organization projected in the foreseeable future?     
	     


42.  Please attach the following to this completed questionnaire:
 FORMCHECKBOX 
 Brief resume on executives.
 FORMCHECKBOX 
 Brief resume on claims supervisor and senior claims staff.

 FORMCHECKBOX 
 Sample of plan document format currently used.

 FORMCHECKBOX 
 Copy of promotional material currently used.


 FORMCHECKBOX 
 Sample of claim and management reports provided to clients.


 FORMCHECKBOX 
 Details of law suits or Insurance Department complaints, if applicable.
 FORMCHECKBOX 
 Copy of your latest financial report.
 FORMCHECKBOX 
 Evidence of Current Errors and Omissions Coverage
 FORMCHECKBOX 
 Evidence of Fiduciary / Employee Crime Coverage
 FORMCHECKBOX 
 Copies of Current Third Party Administrator Licenses (If required by state)
 FORMCHECKBOX 
 Copies of Entity / Producer Licenses
 FORMCHECKBOX 
 Copies of Individual Agent Licenses
I HEREBY CERTIFY THAT TO THE BEST OF MY KNOWLEDGE AND BELIEF THE ABOVE INFORMATION IS CORRECT. I ALSO UNDERSTAND THAT AS A MATTER OF PROCEDURE, A ROUTINE INQUIRY MAY BE MADE BY THE COMPANY OF ANY OR ALL OF THE INDIVIDUALS AND FIRMS NOTED AS REFERENCES IN THIS QUESTIONNAIRE.
Signed:











Title:












Date:
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