WORKERS’ COMPENSATION INSURANCE RFP NO. 2014-15-27

	Section
3

	QUESTIONNAIRE



1. Name of Carrier/Pool:
_________________________________________________________________________________________________________________

2.    Please show premiums for the following:
a. Guaranteed Cost ________________________________________________________________________________
b. Basic program with no annual aggregate stop-loss feature:

	

	Limits

	Employers Liability
 $1,000,000

	Workers Comps Texas Statutory Benefits

	
Total:



			
c. Are any of the premiums subject to audit?    				 |_| Yes   |_| No
If so, please indicate on what basis.
________________________________________________________________________________________________________________________________________________________________________________________________________


d. Do any of the premiums have a minimum? 				|_| Yes   |_| No
If so, please indicate.
________________________________________________________________________________________________________________________________________________________________________________________________________

3. The date of occurrence is define as the date established by the laws of the appropriate jurisdiction.
													|_| Yes   |_| No

4. Occupational disease coverage is triggered by the date established by the appropriate jurisdiction.
													|_| Yes   |_| No

5. Is there a time limit for reporting claims? 						 |_| Yes   |_| No
Please indicate any penalty for later reporting. __________________________________________________________________________________________________________________________________________________________________________________________________________________________7 | Page


													
6.	For any claim involving subrogation:
	a. The insurer agrees to reimburse the City for collection expenses first.		|_| Yes   |_| No
	b. The insurer is responsible for collection expenses, if no recover is made.		|_| Yes   |_| No


7. Please indicate location of claims servicing office. _______________________________________________________

8. Are volunteers included as covered employees?					|_| Yes   |_| No
	If no, what is the additional premium to include coverage for volunteers?_______________________________


9. Please indicate method of premium payment (monthly, quarterly, annually, etc.) ______________________


10. Indicate the term of the coverage.________________________________________________________________________
	If more than one (1) year, are rates fixed?						|_| Yes   |_| No
	If your answer is no, explain how your rates will be determined.
__________________________________________________________________________________________________________________________________________________________________________________________________________________________

11. Is your quote contingent on writing any other lines?					|_| Yes   |_| No
	 If yes, what line(s)? _______________________________________________________________________________________

	  ____________________________________________________________________________________________________________

12. Please attach a schedule showing the rating and applicable rates.
















	
	
	

	Company
	
	Authorized Signature

	
	
	

	Agent Name
	
	Phone Number

	
	
	

	Email
	
	Fax Number
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