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In July 2021, only Self-Insurance screens will be digitally transformed. Other WCAIS
screens will continue to have the same look and feel as they currently do.
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Workers' Compensation

Med Fee Response AIS  and Integration System
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Annual Compensation Payment Data

Please provide the following data for your report of compensation paid in calendar year 2020. ACCURATE
REPORTING IS ESSENTIAL, SINCE THIS INFORMATION CANNOT BE CHANGED ONCE ASSESSMENTS ARE
CALCULATED. Please contact our office at RA-LIBWC-Si@pa.gov if you need assistance.

Compensation paid for the purpose of calculating assessments, shall be all compensation under the
Workers' Compensation Act actually paid as a self-insurer in calendar year 2020 regardless of when the
injury or disease occurred. It must include death benefits (and funeral expenses), all disability benefits
(temporary or permanent, total or partial) as well as all medical benefits for the injured workers.
Compensation paid as part of a supplemental full wage or salary program must be separated and the
applicable compensation rate included as compensation paid. The information provided should only be for
claims incurred during periods that your company was self-insured. Since self-insured subsidiaries are
assessed individually, compensation paid information must be submitted for each separately. The amounts
provided should be rounded to the nearest dollar.

Calendar Year

2020

Total Indemnity
- _ Total
Benefits Paid ~ UL UE
Insurer Medical .
(Payments for Compensation
Payment Paid($)

Self Self

Insurer { |Insurer 1
Name Type

Code AT 0D Benefits
& Paid($)

Death Benefits)($)

SELF
INSURER Group #uuH $0.00
NAME
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Below is an overview of the new digital transformation screen functions:
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Upload Document

Document Sub Category Document Type

Attachments v LIBC-350 Annual Contribution Workshe: ¥

Upload Document (Uploaded documents may not exceed 10MB)

LIBC-350.pdf Browse

Document Description

The Document Description can be viewed once the document is uploaded and can be
useful to show information about the uploaded document.

Max 500 Characters
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Modified Manual Premium Worksheet for

Make sure you provide all applicable classification codes for your Pennsylvania Operations:

Company Name

1. Provide the following on the employer's payroll (or other basis of insurance premium) and on the
Modified Manual Premium resulting from that payroll (or other basis of premium) using the
Pennsylvania Rating Bureau classification system.Manual Premium is the Loss Cost X the Basis X the
SWIF LCM(State Workers' Insurance Fund Loss Cost Multiplier).

2. PLEASE ENSURE THAT THE INFORMATION PROVIDED IS ACCURATE, since the employer will be assessed
at a later date for one-half per centum of the applicant's calculated modified manual premium. That
assessment will go towards the maintenance of the Self-Insurance Guaranty Fund.

[ ELUED
Premium

Description 1

Basis |

FIELD CROP VEGETABLE FARM
(12/1/09)

0006 $2.47 $100.00 $882.00 s u

Showing 1-10f1

Totals

Total Manual Premium($)

Experience Modification

Modified Manual Premium($)

Add Class Code

$882.00

Cancel Back
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Affiliate Addendum

PROGRAM INFORMATION v

Program Affiliates

Program Affiliates

PROGRESS

The following affiliates are associated with your Self Insurance program. To begin or resume the application, select the
respective Affiliate and select view. To terminate an affiliate, return to your Program Summary and submit a Termination
request prior to or after submitting your renewal package.

Affiliate Name | Insurer Code | ‘ Sl Status 1
1"#S6& () YoH* A Active
1"#$%&' () %ot Sttt Active
1"#S6& () %oH* e Active
1"#$%&' () %ot +Htt Active

Showing 1-10 of 10

Additional Affiliates to be included in the Self Insurance Program

A separate affiliate addendum application must be completed for each legal entity to be included in a consolidated Self-
Insurance program. Select the Add Affiliate button to search for an Employer and begin the application process. You may add
any number of new affiliate addendum applications. If you have been unable to locate the potential affiliate company name
after searching our files, and it is a new company in Pennsylvania, please contact the Self-Insurance Division at 717-783-4476. If
you wish to remove a completed or in-progress affiliate addendum application, select the 'Withdraw' hyperlink. If you do not
complete your affiliate addendum application within 90 days from the application start date the affiliate addendum

applications will automatically be deleted by the system.

I Save And Continue «
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Renewal Package

45(F (+(; &)3&7GEA()67++$

%" 17'#($1"$7'%+#2($7%™)$"$
(&%5$1&H$1"$7'27%&1($15 [N e rrormatin 5 il e e B T
)1&1#)0 Affiliate Information Certify  Documents and Correspondences

| /0$-C (:$9/(($%5(%AS$

<&/A Ifthe applicant's intrinsic ability to meet its long-term financial commitments is rated by a nationally-recognized statistical
(] rating organization of the U.S.Securities and Exchange Commission(NRSRO),provide the current rating(s) below:
| 6/0()2+8/808&"2/+)

(+'(8(%):$0(++"6$ Current Rating Previous Ratings

(@%+&<&17"'$;"7'1 standard & Poors Corporation standard & Poors Corporation
| T(U,B(0+/808"/+)+/") v

7/0$-(' (%$/(2$@ Moody's Investors Services, Inc Moody's Investors Services, Inc

PROGRAM INFORMATION Vv

Applicant Credit Rating

- Select One- v
Fitch Ratings Fitch Ratings
- Select One- v
Name of other NRSRO Name of other NRSRO

-4

2% F2' OBL(-%)7'27%8&1()$15& 1%

15($,7(+2$%&'$H($,7++ [ . 2Rl el foroihe NRSRO
A8(4)B2(-%)7'27%&1()$15& I |
15($,7(+2$7)SA&D3$

Required Documents

1. If rated by a Nationally Recognized Statistical Rating Organization, please provide evidence of your current long term financial
rating.

2. Audited Financial Statements for the last complete fiscal year, as required under 34 Pa. Code 125.3(c)(3) and (c)(4), or Security
and Exchange Commission Form 10-K for the last complete fiscal year, if any, PLEASE NOTE: We can no longer accept URLs
directing us to your Financial Statements online; the document must be uploaded with your renewal application. If all of your
required financial statements are not available at this time, provide an explanation below identifying when the financial
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38/A8&O)6 y 00&84 ##/ng/annt Active

I<T(LON+1,88+7() —

. Excess Insurance Certificate ' '
COMPANY NAME Group RE/BR/HRRH - (8 2827& ()678((+
Member
COMPANY NAME o P e
Member z
E g Group Fund: GROUP FUND NAME View S| Program Summary,
) . Group -y x g = —— ——— ‘
COMPANY NAME BR/ER/EEEE oS Status Start Date Fund Type nsurer Code
Member o Active S/ Public Employers o
o w
z
Showing 1 - 25 of 99
A

Please click here to terminate your entire S| Group Fund

R NN S ey qwi wmber tothd EXcess Insurance Policy Information
To Update or File a New Excess Insurance Certificate click here

9] aLte YOUT Y (=] Insurer (required) Insurer Type (required)

Insurer Name Workers Compensation v

*(+(%1$15($#$%&' ()/8)V2- ()&):( ; ) Policy Number (required) Effective Date (required)

1<7(L1)+1,88+7(). (8" 278" ()7-276) N
F(8( +7IA$I"$1m+&A()38/A8&O) Expiration Date o

1&H$" $16($N+1, 8&+7()38/A880) ’ oo % :

6,00884 1"$'&879& 1($1"$LE(@1) e e
\+1,88+7(). (8"2827&" ()%/(('3 specific Liability Limits§| 2> 2! 2 @ *# %

27 28 29 30
$

pecific Retention Amount($) (required)

$ 1,000,000.00

ggregate Retention Amount($)

$

Aggregate Liability Limifg¢

$

110)7'9515(3. & (+%88)17/+)67++$27): +&0SQES:
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Please upload a certificate of insurance verifying the coverage outlined above.

Upload Documents (requireq)

?2$%",7/<&17"$67++$27);+&0$65('$15(
2"%#<("1$7)$#;+"&2(2%$)#%%()),#++03

% |

@ The document has been successfully uploaded.

A5($#$-/8&%)
5/7,0(+")H#11"$
67++$27);+&0%&$;";

Uploaded Documents (1)

Document
Description Date

Excess
insurance
Certificate

Excess insurance
certificate

Submitted

06/04/2021

#:$67'2"6$65(/($

| ° |¢ 0"#$%&'S) (+(%1$15(3

L@%())$.)#/&'%($
=(/17,7%&1(3

Submitted

Submission |

By Method

45(% (- (11/+)67++$
/(<"8($15($

LAST FIRST Online
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87(6Q2"6'+"&2$15($#:+"&2(2$
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Update Amounts

Self Insurer Name Self Insurer Type

SELFINSURER NAME Group

Insurer Code

H#HiHH

Indemnity Benefits Paid($) (required) Medical Benefits Paid($|

Annual Compensation Payment Data
$ 5000.00 $ 100000

Annual Compensation Payment Paid($)

Please provide the following data for your report of compensation paid in calendar year 2020. ACCURATE RH
ESSENTIAL, SINCE THIS INFORMATION CANNOT BE CHANGED ONCE ASSESSMENTS ARE CALCULATED. Pleg $6,000.00
office at RA-LIBWC-SI@pa.gov if you need assistance.

Compensation paid for the purpose of calculating assessments, shall be all compensation under the Workel
Act actually paid as a self-insurer in calendar year 2020 regardless of when the injury or disease occurred. It
benefits (and funeral expenses), all disability benefits (temporary or permanent, total or partial) as well as a
for the injured workers. Compensation paid as part of a supplemental full wage or salary program must be 4
applicable compensation rate included as compensation paid. The information provided should only be for
during periods that your company was self-insured. Since self-insured subsidiaries are assessed individually,

information must be submitted for each separately. The amounts provided should be rounded to the neareqg Cancel

Calendar Year

2020

45($<&'2&1"10$,7(+2)$67++$ 24 £OGH)

Medical
Benefits
Paid($)

Group #HER $5,000.00 $1,000.00 $6,000.00 f I/())7I9$15($ %2' &%l?“l$67++$%&#ﬂw'®
*0/,+'1;"; -#;$67'2"6$1"$27);+&03

Compensation
Payment Paid($)

Insurer 1 | Insurer 1 Code (Payments for wages lost AND
Name Type Death Benefits)($)

COMPANY

Showing 1-1o0f1

By submitting the above information, | verify that the facts set forth on this annual report are true and correct. This verification
is made subject to the penalties of the Crimes Code, 18 Pa. C.S.A section 4904, relating to unsworn falsification to authorities.

If you have any questions or concerns, please contact us at 717-783-4476.

cancel
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*(+(%17'9$1BIB([6F/ 5 )*%M&+7(%)6(&STF) .
B/8).-820 +7'A$67++$%8H#)($&227 17" &+ SN &/%5S
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.
Claim File Date From To
Date of Injury From To
*(8/%5$/()H+1)$67++$27);+80 e
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| T e S e e
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Thank you!

The Self Insurance Division can be reached at ra-libwc -si@pa.gov )
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