 WORKERS' COMPENSATION ADMINISTRATION

APPLICATION FOR INDIVIDUAL SELF-INSURANCE

The undersigned, hereafter referred to as employer (or applicant) hereby applies for self-insurance under the New Mexico Workers' Compensation Act, Chapter 52, Article 1, NMSA as amended, and submits the following reports in support of said application. (Filing fee of $150.00 is attached).

Please answer all questions completely. If the space provided is insufficient, continue on a separate page making sure to clearly label each attachment. Where appropriate, attach any back-up documentation. You may attach any additional information you wish us to consider. Provide the most current data available. If there are any questions, call (505) 841-6833. Regulations and forms may be found at http://www.workerscomp.state.nm.us .

1.
Employer/Applicant name: ____________________________________________________

2.
Applicant street and mailing address: ____________________________________________


___________________________________________________________________________

Phone number: ______________________________________________________________

3.
Type of business: ____________________________________________________________

4
 Entity type (corporation, partnership, sole proprietor, other):  ________________________
5.
Incorporated in the State of _______________________on _____________ ____, ________

6.
Date New Mexico operations began: _____________________________________________

7.
Date licensed in New Mexico: __________________________________________________

8.
FEIN: _____________________________________________________________________


Unemployment (UI) number:   __________________________________________________

NM Tax Id (CRS) number:  ____________________________________________________

9.
Primary contact person within your company, for New Mexico self-insurance program.   


Name: _____________________________________________________________________


Address: ___________________________________________________________________


Phone #: ____________________
Fax #: _________________________________________


E-mail address: ______________________________________________________________

10.
Agent for service of process:


Name: _____________________________________________________________________


Mailing and street address: _____________________________________________________


___________________________________________________________________________


Telephone #: _________________________
Fax #: __________________________________

E-mail address: ______________________________________________________________


11.
Parent(s) Affiliates and Subsidiaries of Applicant:

(a) List parents of applicant in hierarchical order, beginning with ultimate parent company regardless of New Mexico operation.

           Ultimate parent company street & mailing address (if applicable):_________________


          ______________________________________________________________________


          ______________________________________________________________________


           Phone  number:__________________________   FEIN:________________________



(b)
Provide a parental guarantee from applicant's uppermost parent guaranteeing payment 


of all lawful claims under the New Mexico Workers' Compensation Act for all self-


insured subsidiaries operating in New Mexico (form attached).

(c) 
In order to be exempted from providing proof of insurance, list all affiliates and 
subsidiaries of applicant that are operating within New Mexico, including 


FEIN that will be included under your self-insurance program.



 ______________________________________ FEIN_________________________




CRS #_________________________________  UI# __________________________




_______________________________________ FEIN_________________________




CRS #_________________________________   UI# __________________________



_______________________________________ FEIN_________________________




CRS #_________________________________   UI# __________________________



(d)
If applicant is a brother-sister corporation applying as one self-insured, provide 



mutual guarantees from each corporation. (form attached).



(e)
If applicant is a corporation, provide a resolution adopted by the Board of
Directors 


(form attached).



(f)
If applicant is a governmental entity, provide similar guarantee and resolution as in 


(d) and (e) above from governing body.
12.
Claims Handling


(a)
Third Party Administrator's (TPA) Name:___________________________________



Address: _____________________________________________________________



Telephone #: __________________________________________________________



Fax #: _______________________________________________________________  



E-mail address: ________________________________________________________



Contact Person: _______________________________________________________


New Mexico Licensed Adjuster: __________________________________________

(b) If claims are adjusted in house 

            In-house department or division name:______________________________________



Address: _____________________________________________________________



Telephone #: __________________________________________________________



Fax #: _______________________________________________________________



E-Mail Address: _______________________________________________________



Contact Person: _______________________________________________________



New Mexico Licensed Adjuster number: ___________________________________

(c) Provide a detailed explanation of the handling of claims from the initial notice of accident though the claim process to include services provided by a TPA. (Attach separate page if necessary).


_____________________________________________________________________



_____________________________________________________________________



_____________________________________________________________________



_____________________________________________________________________



_____________________________________________________________________


(d)
All claims are required to be reserved for the lifetime of the claim. Do you understand and agree to comply with this requirement?


Yes (   )
No (   )

If no, please describe.


(e)      
Workers' Compensation benefits must be paid through a New Mexico financial institution.


            Name of financial institution: _____________________________________________


             Address:_____________________________________________________________


              ____________________________________________________________________


             Phone number: _______________________ Fax number:____________________

13.        Safety & Loss Prevention

(a) Person in charge of company safety program (NM operations and Corporate) 



____________________________________________________________________


Address/Telephone #: __________________________________________________


E-Mail Address: ______________________________________________________


Must provide a copy of safety manual including a description of safety program.

(b)
If outside safety services are utilized, provide the following:



Name of Service Company: ______________________________________________



Address: _____________________________________________________________



Telephone #: __________________________________________________________



Contact Person: _______________________________________________________



Attach a description of services received and safety program.

            E-mail address: _______________________________________________________


(c)        List each New Mexico location (physical address and phone number) that will be



             included under applicants self-insurance program: (attach separate page if necessary)                                                       
             
________________________________________________________________________


________________________________________________________________________

(d)
If your Workers' Compensation Premium was greater than $5,000 during the past 
year, provide a copy of the most recent yearly safety inspection report.


*All self-insured employers are required to comply with this provision yearly. (Please refer to Section 52-1-6.2 of the Workers' Compensation Act).

14.
If you are rated by Standard & Poors, Dunn and Bradstreet, or other rating organizations, show the latest ratings:


Standard & Poors: ___________________________________________________________


Dunn & Bradstreet: __________________________________________________________


Other: _____________________________________________________________________

15.
If you have ever been denied a new or renewal self-insured permit or a certificate of authority for workers' compensation, indicate the name of the state and why you were not accepted or not renewed. ________________________________________________________________


___________________________________________________________________________

16.
Furnish information on any substantial or unusual change (increase or decrease) in operations in New Mexico that are planned or have taken place in the last three years.       

17.
(a)
List all states or jurisdictions in which employer operates as a qualified self-insurer or non-subscriber.



_____________________________________________________________________



_____________________________________________________________________



_____________________________________________________________________

(b)
Are there any measures in place that limit effects of losses on the company in these states? (i.e. posted security, other insurance policies)?



_____________________________________________________________________
(c )
Has you company’s authority to operate as a self-insurer been denied, revoked, not renewed or placed on probationary status by any other state?



Yes (   )
No (   )

If yes, please describe.



_____________________________________________________________________



_____________________________________________________________________
18. 
Provide the following:



(a)
For the last 3 years provide the following:



Insurance Company

          Policy Period                        Policy Number  
                      __________________            __________________
          _______________________

                      __________________            __________________          _______________________

                      __________________            __________________          _______________________



(b)
Number of employees:



1.
Worldwide: ____________________________________________________



2.
Nationwide: ____________________________________________________



3.
New Mexico: ___________________________________________________


    
(c)
Payroll:



1.
Worldwide: ____________________________________________________



2.
Nationwide: ____________________________________________________



3.
New Mexico: ___________________________________________________



(d)
Provide a detailed annual New Mexico loss run for the last 3 years.
Include 
amounts for incurred, paid and outstanding by category (indemnity, medical, 
other) for each claimant. Provide subtotals by year. 



(e)
In the following chart, provide summary loss information for the past three 

years for all states including New Mexico.

ANNUAL LOSS HISTORY

	
	LIABILITY
	PERIOD
	
	
	
	
	
	

	
	From
	To
	Gross

Pay-

Roll
	Total

Incurred

Losses
	Paid

Losses
	Open

Reserves
	No. of

Employees
	No. of Claims



	
	
	
	New
	Mexico
	(only)
	
	
	

	1
	
	
	
	
	
	
	
	

	2
	
	
	
	
	
	
	
	

	3
	
	
	
	
	
	
	
	





(f)
Of the above claims, list any that were due to occupational disease along 



with a description of the incident.



_____________________________________________________________



____________________________________________________________




_____________________________________________________________




_____________________________________________________________
















_____________________________________________________________
















_____________________________________________________________




(g)
Give the following information regarding the State of New Mexico
(if more 


space is needed, use separate page):

	*WC 

Code No.
	*Classi -

fication
	Number of employees
	Estimated

gross

payroll
	Current

manual

rates
	Manual

premium

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


*Generally available from your insurance agent or excess carrier.



(h)
Do employees receive any supplemental benefits in addition to workers' 


compensation benefits?



Yes (   )
No (   )

If yes, please describe.


_________________________________________________________________________


_________________________________________________________________________

_________________________________________________________________________
19. Financial Statements:

(a)
Provide a complete copy of the company’s most recent audited financial statements.

(b)
If the statements are over 6 months old, attach an affidavit signed by the treasurer of the company stating that there has been no material lessening of net worth or other adverse changes since the date of the statement.  If there has been a lessening of net worth or other adverse change, an explanation should be attached.  Additionally, provide financial statements for the past 3 years along with the company’s most recent 10K report, if applicable.

(c)
Indicate where on the financial statement, the workers’ compensation reserve liability is being or will be shown.
20.
Self-insurers are subject to an assessment under the New Mexico Self-Insurers' Guarantee Fund Act and must report and pay this assessment upon becoming certified. After the initial payment you will be required to make contributions for an additional two years. Please see enclosed description entitled "Guarantee Fund
Assessment" and/or Section 52-8-7 of the Workers' Compensation Act or applicable section of the current rule. Provide a history of paid losses by year, for the last three 
years by completing the following chart. Be sure to use the same year type that will be used for the actual assessment.

NEW MEXICO WORKERS’ COMPENSATION 

PAYMENTS MADE IN PREVIOUS THREE YEARS

	
	  Most recent
	Year
	2nd most
	recent year
	3rd most 
	recent year

	Inclusive

Dates
	
	
	
	
	
	

	YEAR OF

INJURY
	PAID BY

APPLICANT
	PAID BY

INSURER
	PAID BY 

APPLICANT
	PAID BY INSURER
	PAID BY APPLICANT
	PAID BY INSURER

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	TOTALS

	
	
	
	
	
	


21. All employers subject to the NM Workers’ Compensation Act are required to pay quarterly the workers’ compensation fee, NMSA 52-5-19. Do you understand this requirement and are you in compliance (if applicable)?


Yes (   )          No (   ) If no, please explain.


________________________________________________________________________


________________________________________________________________________

TESTAMENTS

A.
Do you understand the Director reserves the right by regulations/agreement to examine 
now or in the future, the application or activities of any self-insurer, or to 
investigate any 
representation made by the applicant/self-insurer at the expense of the applicant or self-
insurer? Yes (   )
No (   )

If no, please explain.

_________________________________________________________________________

_________________________________________________________________________

B.
Self-insurers are subject to an assessment under the New Mexico Self-Insurers' Guarantee Fund Act and must report and pay this assessment upon becoming certified and in each of the succeeding two years. Do you understand and accept this obligation?    Yes (   )          No (   ) If no, please explain.

_________________________________________________________________________


_________________________________________________________________________
C.
Do you understand that prior to certification for self-insurance you will be required to 
post security of at a minimum, $200,000? Yes (   )
No (   )
 If no, please explain.

_________________________________________________________________________


_________________________________________________________________________

D.
Do you understand that you will be required to post excess insurance as per regulation? It must show a maximum retention of $250,000, statutory upper limits, the New Mexico Amendatory Endorsement (form attached) and include coverage for all benefits provided for under the New Workers' Compensation Act.


Yes (   )
No (   )
 If no, please explain.


_________________________________________________________________________


_________________________________________________________________________

E.
Have you read and understand the rules governing self-insurance in New Mexico 
NMAC 
Title II, Chapter 4 Part 8?


Yes (   )
No (   )
 If no, please explain.


________________________________________________________________________


________________________________________________________________________


If granted certification to be a self-insurer in New Mexico, as a condition of 
certification as a self-insurer under the Workers' Compensation Act, Chapter 52, 
Article
1, 
NMSA 1978, as amended, the undersigned employer hereby agrees:  To comply fully 
with the New Mexico Workers' Compensation Act, Chapter 52, Article 1, NMSA 1978, as 
amended and rules and regulations governing self-insurance in New Mexico.






Employer: _______________________________________






By: ____________________________________________






Title: ___________________________________________


NOTE:
This application must be signed by the proprietor or, if the employer is partnership by a general partner or, if the employer is a corporation by an authorized officer of the Corporation.


CORPORATE

              
SEAL

AFFIDAVIT


STATE OF _______________________________)

                                                                                              )


COUNTY OF _____________________________)

I, _______________________________________ being duly sworn upon my oath, dispose and state that I am the person who signed the foregoing application; that I am the __________________________________ of __________________________________________


                               (Title)                                                              (Employer)

and that I have read the application, know the contents thereof and that the representations and statements therein are true to the best of my knowledge, information and belief.

______________________________________

SUBSCRIBED AND SWORN before me by ___________________________________________


this ______________ day of_________________, _________.


My Commission Expires:


__________________________________

______________________________










        Notary Public










3
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