SPECIALTY E&O PLAN

SPECIALTY ERRORS AND OMISSIONS LIABILITY INSURANCE POLICY APPLICATION

THIRD PARTY ADMINISTRATORS/REVIEW BOARDS SUPPLEMENT

1.
Name of Your firm:       
2.
Do You provide TPA services for:

	Accident & Health?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Property & Casualty?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Workers’ Compensation?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Pension and/or Retirement Plans?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


3.
Please provide a breakdown of the percentage of Your total services:

	Benefit Administration
	     %
	Actuarial Services
	     %

	Claims Administration
	     %
	Marketing of Plans
	     %

	Investment Management of Plan Funds
	     %
	Benefit Plan Design
	     %

	Placement of Reinsurance/Stop-Loss Coverage
	     %
	Utilization Review
	     %

	Administration of COBRA Benefits
	     %
	Other – specify:       
	     %

	Other – specify:       
	     %
	Other – specify:       
	     %

	TOTAL
	100%


4.
Provide the number of:

	Accounts You provide services for:
	     

	Plans You administer:
	     

	Participants in the plans You administer:
	     


5.
How many of Your employees are:

	Actuaries
	     %
	Claims Administration Personnel
	     %

	Data Processing Personnel
	     %
	Certified Public Accountants
	     %

	Lawyers
	     %
	Financial Planners
	     %

	Investment Managers
	     %
	Insurance Agents/Brokers
	     %

	Licensed Physicians
	     %
	Nurses
	     %


6.
Do You provide any services to other Third Party Administrators?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


If yes, what services?       

(Please provide a copy of agreement for services provided.)

7.
Are You ever responsible for issuance of checks for payment of claims/benefits?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


If yes, provide the amount of Your draft authority:  $     
8.
Do You maintain fidelity insurance on Your operation?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


If yes, provide the limit carried:  $     
9.
a.
Do You perform services as a fiduciary, as defined under ERISA?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


b.
If so, do You have written procedures in force to ensure plans administered by You comply with ERISA?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

10.
Do You manage or provide any services for any Preferred Provider Organization, Health Maintenance Organization or other 

managed care program?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, provide complete details of services You perform and provide a copy of standard contracts between You and the managed 

care organization(s).       
11.
Are all independent contracted medical personnel verified to have valid and active medical licenses?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


Do You require them to show proof of malpractice insurance maintained?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

What is the minimum limit of malpractice insurance You require them to maintain?  $     
12.
Are Your utilization review services accredited by the Utilization Review Accreditation Commission?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

13.
Are Your services audited by Your insurance company or self-insured clients?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


If yes, how often?       

Please provide a sample copy of a recent audit report.

14.
Do Your clients sign-off or approve in writing the materials You distribute?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


If no, advise why not:       
THIS THIRD PARTY ADMINISTRATORS/REVIEW BOARDS SUPPLEMENT IS ATTACHED TO AND FORMS A PART OF THE SPECIALTY ERRORS AND OMISSIONS LIABILITY INSURANCE POLICY APPLICATION.  IT IS SUBJECT TO THE SAME PROVISIONS CONCERNING REPRESENTATIONS MADE AS IN THE BASIC APPLICATION.

     











__________________________________________________

Date
















Your Signature/Title

NOTE:  THE SIGNATURE MUST BE THAT OF AN ACTIVE OWNER, PARTNER OR EXECUTIVE OFFICER OF YOUR FIRM.

M1 119 03-97 
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