Rule 099.05 SELF- INSURANCE PROGRAM #099.05
PART I GENERAL - ALL SELF-INSURERS

A. Definitions. When used in these rules, the following words or terms shall have the
meaning as described in this section.

1. Certified Audit - an audit upon which the auditor expresses his
professional opinion that the accompanying statements present fairly
the financial position of the self-insurer or fund in conformity with
generally accepted accounting principles consistently applied, and
accordingly including such tests of the accounting records and other
auditing procedures as considered necessary in the circumstances.

2. Common Claim Fund - a fund maintained by a Group Self-Insurer
for the sole purpose of paying claims imposed by the provisions of
the Arkansas Workers' Compensation Law.

3. Common Self-Insurer - employers who are members of the same
trade or professional association entering into agreement to pool their
liabilities.

4. Conditional Reserves - acceptable assets equal to the security
deposit requirement plus any additional contingent reserves
established by the trustees or required by the Commission.

5. Contingent Liability - the amount that a Self-Insurer's fund may
be obliged to pay in excess of a given fund year's standard premium
collected or on hand. This liability is considered funded if a security
deposit equal to the total amount of the contingent liability has been
posted. This liability is considered unfunded if a surety bond has
been posted equal to all or a portion of the total amount of the
contingent liability.

6. Current Ratio - the ratio of current assets to current liabilities as
shown in the most recent financial statement.

7. Group - Common Self-Insurer or Homogeneous Self-Insurer.



8. Homogeneous Self-Insurer - employers who are engaged in the
same type of business activity or pursuit entering into agreement to
pool their liabilities.

9. Loss Development - the change in incurred loss from one point in time
to another.

10. Loss Fund - the retention of liability for a self-insurer, either individual
self-insurer or group self-insurer, under the terms of an aggregate excess
contract. In the absence of an aggregate excess policy, it is the amount of
money allocated to pay claims.

11. Net Safety Factor - any amount needed in a given fund year in addition
to current loss reserves to fund future loss development.

12.  Third Party Administrator - a business which has met all the
requirements of Commission Rule 099.38 and has received authorization
from the Commission to act as a third party administrator. The term "Service
Agent" is synonymous with the term “third party administrator” as used in the
workers’ compensation laws and the rules of the Commission.

13. Surplus - all other assets a fund may have on hand in excess of all loss
reserves, actual and contingent liabilities and net safety factors in all fund
years.

14. Trustees - a group of members elected by a group self-insurer for stated
terms of office, to direct the administration of a group self-insurer, and whose
duties shall include responsibility for approving applications for new
members in such group. The majority of such trustees must be members of
the group, but a trustee shall not be an owner, officer or employee of the
service agent. They may delegate ministerial authority for membership
approval to such person as they select, provided that person is not an owner,
officer or employee of the service agent.

15. Trustee's Fund - any fund under the control of the board of trustees of a
Group Self-Insurer which is not part of the loss fund or which is not required
to pay claims.

16. Working Capital or Net Current Assets - current assets less current
liabilities.



17. Written Manual Premium - As defined by Ark.Code.Ann. 11-9-303(b).
The rates used for the experience period shall be those published by the
Arkansas Workers’ Compensation Commission.

B. Acceptable Securities

1. The securities acceptable to the Commission as a security deposit shall be
certificates of deposit issued by a state chartered bank or a national chartered
bank in the State of Arkansas. The securities acceptable to the Commission
as a security deposit shall include surety bonds in a form prescribed by the
Commission which are issued by any corporate surety which meets the
qualifications prescribed in Part I, B, 2 of this rule. The securities acceptable
to the Commission as a security deposit shall also include letters of credit in
a form prescribed and approved by the Commission. These three approved
methods of posting security must follow strict compliance with this rule.

2. Any corporate surety, to be eligible for writing self-insurers' bonds in the
State of Arkansas, shall be an admitted or approved carrier by the Insurance
Commissioner of the State of Arkansas to transact such a business in the
state, and its latest financial statement on file with the Insurance
Commissioner shall at all times show assets, including surplus to
policyholders, at least equal to the latest Insurance Commissioner
requirement for admission of a new company to do business in the State.
Any securities held by the Commission may be exchanged or replaced by the
depositor with other securities of like nature and amount. Any surety bond
may be exchanged or replaced with another surety bond provided the required
thirty (30) day notice of termination of liability is given to the Commission.
Whenever an employer discontinues business in the state or desires to
terminate his status as a self-insurer, or desires to replace securities with a
Surety Bond, he shall so notify the Commission and may recover the
securities deposited with the Commission upon posting in lieu thereof a
special release bond issued by a corporate surety in an amount equal to the
total value of such securities. The special release bond shall cover all
existing liabilities under the laws and shall remain in force for a period in
accordance with the statute of limitations as specified in the Act, and until
such time, to be determined by the Commission, as all obligation under the
Act have been fully discharged. The Commission shall be authorized to
bring suit upon any surety bond so posted, to procure prompt payment of
compensation liabilities.



3. Self-insurers shall make all funded securities payable to the Arkansas
Workers' Compensation Commission, in trust for (name of depositor) as per
Commission requirements. All such securities shall be filed with the
Workers' Compensation Commission for deposit with the Treasurer of the
State of Arkansas under custody receipt. No other depository is acceptable.
The Commission shall be authorized to sell and/or collect the securities in
whole or in part, in the case of actual or imminent default of the employer or
group, to pay compensation liabilities. Interest accruing on any negotiable
securities so deposited shall be collected and transmitted to the depositor,
provided he is not in default in payment of compensation benefits or the
annual premium tax. All prefunded deposits shall remain in the custody of
the Commission for a period of time as the statute of limitations provided in
the laws may dictate, and until such time as all obligations of the employer
or group have been fully discharged, such time to be determined by the
Commission.

4. The Commission permits deposit of an “Irrevocable Standby Letter of
Credit” as an alternative security deposit. The Commission will furnish upon
requestthe prescribed and approved forms foruse in utilizing this alternative.
The Commission requires that an irrevocable standby letter of credit be
accepted only from state chartered banks or national chartered banks with
offices in the State of Arkansas. Banks eligible for use must be covered
under the Federal Deposit Insurance Corporation (FDIC) and must be
acceptable to the Commission. Letters of credit issued by a bank that do not
meet the standard as mandated by this rule may be accepted by the
Commission with a confirming letter of credit issued by a bank meeting the
prescribed criteria. The Commission shall be authorized to make demand
and collect on the posted letter of credit in whole or in part, in the case of
actual or imminent default of the employer or group to pay compensation
liabilities. All “Irrevocable Standby Letters of Credit” shall remain in the
custody of the Commission for a period of time as the statute of limitations
provided in the laws may dictate, and until such time as all obligations of the
employer or group have been fully discharged, such time to be determined by
the Commission.

C. Filings of Reports - Penalties

1. Each individual self-insurer or group shall file premium tax reports,
financial statements, summary loss dataand such other reports and statements
at such time and in such manner as the Commission shall require. This rule
places this responsibility on the employers, groups and service companies to



perform their prescribed duties and responsibilities without prompting from
the Commission. Failure or refusal of any self-insurer or group to file the
prescribed reports with the Commission within the prescribed time period
shall subject the mentioned self-insurer to a civil penalty in such amount as
the Commission may prescribe, not to exceed one hundred ($100) per
infraction per day, and shall be sufficient cause for the revocation of the
self-insurer privilege. Failure to pay such penalty within thirty (30) days of
notification shall be considered good cause for revocation of the self-insurer
privilege.

2. The Commission shall require annual or otherwise periodic payroll audits
from each employer, or group of employers, self-insured under the laws to
determine the proper assessment for tax purposes. The amount of tax shall
be based upon the written manual premium for the calendar year in question.
The tax is limited by law at three (3) percent of the tabulated written manual
premium for each self-insurer. Each Individual self-insurer or group shall
maintain a true and accurate payroll record, which shall be made available
during reasonable business hours, upon demand, to the Commission and its
authorized representatives. Unless payroll records are maintained in such
manner that a true and accurate division by workers' compensation
classification codes can readily be determined for proper rating, the entire
payroll shall be presumed to be within the classification to which the highest
insurance rate is applicable. If such audits reveal a deficiency in the amounts
reported to the Commission or amounts paid to the Commission, the
Commission may assess the cost of such audit against such self-insurer. This
audit report and payment of the proper tax is due on or before April 1 of each
year.

3. Each individual self-insurer and group shall file annual statements of
financial condition with the Commission in a form acceptable to the
Commission. Individual Self-Insurers must maintain a level of financial
strength, financial position, and financial ratios that would be required of any
new applicant. These statements must be prepared by a certified public
accountant and must be certified audits, except that an individual self-insurer
may be allowed to submit another type of statement acceptable to the
Commission. Public employers entering the individual self-insurance
program may satisfy these requirements by furnishing independent certified
audits or by furnishing the most current audit report as prepared by the
Legislative Joint Auditing Committee. Any less requirements of these annual
statements will be at the discretion of the Commission. An additional
security deposit or surety bond may be required in the absence of a certified



audit. Interim financial reports may be required in addition to these annual
financial statements at the discretion of the Commission. This report is due
on or before April 1 of each year.

4. Summary Loss Data will be filed with the Commission by each individual
self-insurer or group self-insurer under the laws. This report shall be filed
with the Commission on an annual basis, or on a quarterly basis, or on any
interim basis as prescribed by the Commission. This report will be due
within thirty (30) days after each prescribed evaluation period, and unless
otherwise directed, this report will be due not later than February 1 of each
year. This self-insurers' statement on this report will be on a form prescribed
by the Commission, and any substitute form must contain all the requested
data. This report will include but not be limited to the name of the employer,
name of the injured employee, claim number, date of accident, nature of
injury, amounts paid on the claim for indemnity, or medical, expenses, and
outstanding reserves, if any. This report will cover all incurred losses of the
evaluation period as well as any pending claims where any type payment is
made or reserve is pending. This report will require reasonable reserves on
all open pending claims.

D. Contracts for Excess Insurance

1. Aggregate and specific excess insurance with liability limits and retention
amounts acceptable to the Commission may be required as a condition of
approval of any individual self-insurer or group self-insurer as hereinafter
provided, except qualifying public employer self-insurer groups are entitled
to statutory options and limitations.

2. Any casualty insurance company to be eligible to write excess liability
coverage for individual self-insurers or group self-insurers in the State of
Arkansas, shall at all times meet the same standard as required of any
corporate surety as outlined in Part I, B 2.

3. No contract or policy of excess insurance shall be recognized by the
Commission in considering the ability of an applicant to fulfill its financial
obligation under the workers' compensation laws unless such contract or
policy:

a. Is issued by a recognized, admitted or approved casualty insurance
company with the minimum qualifications established by these rules.



b. May not be cancelled except upon thirty (30) days written notice
by registered or certified mail to the other party to the policy and the
Arkansas Workers' Compensation Commission.

c. Is renewable at the expiration of the policy period unless written
notice by registered or certified mail is given to the other party to the
policy and the Arkansas Workers' Compensation Commission, thirty
(30) days prior to such expiration, by the party desiring to cancel or
not to renew the policy.

d. If it contains any type of commutation clause, provided (1) that
any commutation effected thereunder shall not relieve the
underwriter(s) of further liability as respects claims and expenses
unknown at the time of such commutation or in regard to claims
apparently closed but which may be subsequently revived by or
through a competent authority, and (2) that in the event the
underwriter proposes to redeem any future payments payable as
compensation for accidents occurring during the term of the policy by
the payment of a lump sum to be fixed as provided in the
commutation clause of the policy, provided not less than thirty (30)
days prior notice of such commutation shall be given to the Arkansas
Workers' Compensation Commission by registered or certified mail
by the underwriter(s) or their agent.

e. In the event any commutation is permitted and effected, the
Commission shall have the right to direct that such sum either (1) be
placed in trust for the benefit of the injured employee(s) entitled to
such future payments of compensation, or (2) be invested in approved
securities and deposited with the Commission to assure such future
payments of compensation to the employee(s) entitled thereto.

f. Contains the provision that obligations due under the terms of the
policy shall be made to a party other than the employer, such party to
be designated by the Commission if it is deemed to be in the best
interest of the employees covered by these laws.

Servicing for Self-Insurers - Qualifications
1. Each individual self-insurer or group, as a condition of approval to

self-insure, shall be required to provide proof of compliance with the
provisions of this section regarding servicing requirements.



a. It shall be the sole responsibility of each individual self-insurer or
group to provide for qualified persons to service its program in the
areas of claims adjusting, underwriting, safety engineering and loss
control. Should the individual self-Insurer or group be unable or
unwilling to provide any or all of these services through the use of its
own employees, then it shall contract with outside agencies with
established qualifications to provide these services.

b. Individual self-insurers and groups may contract for claims
adjusting with only those third party administrators approved as such
by the Commission.

c. In the case where an individual self-insurer or group elects to
contract with an approved third party administrator, the Commission
may, at its discretion, choose to use the third party administrator as an
intermediary in its dealings with the employer. In the case where no
third party administrator is used, the Commission will deal with the
employer only.

d. In the case where an individual self-insurer or group elects to
contract with an approved third party administrator, the self-insurer
or group shall notify the Commission in writing prior to the effective
date of said contract.

e. In order to represent a group self-insurer client, the third party
administrator must maintain an Arkansas claims office and have at
lease one resident adjuster with check authority.

f. Each individual self-insurer or group shall designate a claim office
in_accordance with Commission Rule 099.29. Notice shall be

provided to the Commission prior to any changes in the designated
claim office.

Revocation or Termination of the Self-Insurer Privilege

1. Failure to comply with any of the rules or with any order of the
Commission within the time prescribed shall be considered good cause for
revocation or termination of self-insurer privilege, within the meaning of
A.C.A. 11-9-404. Noncompliance with any of the provisions of the Workers’
Compensation laws, particularly those relating to time and method of
compensation payments, the furnishing of medical treatment and filing of



accident and compensation reports and failure to pay any assessment, shall
likewise be deemed good cause. The Commission shall give written notice
of such revocation or termination to the employer and/or his agent(s). The
employer shall have fifteen (15) days from the date of mailing of the notice
to request a hearing on the revocation or termination. Failure to request a
hearing within the time prescribed shall result in the revocation or
termination becoming effective thirty (30) days from the date of mailing of
the original notice. In no event shall any revocation or termination become
effective prior to the date that a hearing on the question is scheduled. Such
notice shall be served personally or by certified or registered mail upon all
interested parties. This review and appeal process will also be applied to
application issues.

2. It will be necessary for a self-Insurer to notify the Commission if the status
of the self-insurer is materially changed (individual ownership to partnership
or to corporation, merger, etc.) at which time the new entity shall be required
to qualify. In the event there is a change in majority ownership of a
self-insurer, the self-insurer privilege granted to an individual self-insurer
shall be at the discretion of the Commission.

Enforcement by Commission of Order of Compliance; Order of Denial; or
Order of Termination of Self-Insured Status

Ifthe Commission has probable cause to believe that an order denying or terminating
self-insurer status is being violated or that an employer who is approved or has been
previously approved as a self-insurer is liquidating or may be about to liquidate and
distribute its assets to its stockholders or to its members without providing for its
obligation as a self-insurer to pay or arrange for the payment of compensation and
benefits as prescribed for in the law, the Commission may cause an action to be filed
in the Circuit Court of Pulaski County or in the county in which such person does
business to enjoin and restrain such person from engaging in such method, act, or
practice.

Tenure of Authority

Certificates of Authority granting the privilege of being a self-Insurer for workers'
compensation purposes shall expire on May 1 of each year. To effect the renewal of
the certificate, the self-insurer must furnish or have on file with the Commission, an
acceptable financial statement for its current fiscal year and must fully comply with
the laws and the rules of this Commission. Certificates of Approval for service
companies must be renewed on an annual basis. Any information submitted by an



employer in its application to become a self-insurer or in its request for renewal of
that authority will be treated with strict confidence by the Commission. Any
information submitted by a third party administrator in its application for approval
or in its request for renewal of that approval will be treated with strict confidence by
the Commission.

PART II INDIVIDUAL SELF-INSURER - APPLICATION

A.

Each employer desiring to become an individual self-insurer, as contemplated by
A.C.A. 11-9-404, shall make application to the Commission for such privilege on a
form prescribed by the Commission, and this application shall be filed with the
Commission sixty (60) days prior to the desired effective date. The application shall
contain answers to all questions propounded and shall be under oath.

Before considering the application, the Commission will require:

1. Financial statement of a current date showing a net worth of not less than
two hundred fifty thousand dollars ($250,000) and a current ratio of more
than 1 to 1 (1:1) and a working capital of an amount establishing financial
strength and liquidity of the business to pay normal compensation claims
promptly. The requirement for a more than 1 to 1 (1:1) current ratio may be
waived in the case of a public utility or in those instances where generally
recognized accounting principles peculiar to a particular industry make this
requirement unreasonable. In no event shall the net worth be less than three
(3) times the annual loss fund, or in the event that aggregate excess insurance
is not maintained, then the net worth shall be at least three (3) times the
self-insurer's annual standard premium. Financial statements dated six (6)
months or more prior to the date of application may be required to be
accompanied by an affidavit stating that there has been no material lessening
of net worth nor significant deterioration of current ratio since the date of the
statement.

2. In considering the financial strength and liquidity of the business to pay
normal compensation claims, the Commission will take into consideration
contracts or policies of excess insurance in accordance with Part I, D.

3. Each employer shall execute and file with the Commission an agreement,
which shall be part of their application, whereby he agrees (1) to fully
discharge by cash payment all amounts required to be paid by the provisions
of the Act and (2) to deposit with the Commission acceptable securities or



corporate surety bond to secure guarantee of payment of compensation
liabilities unless waived by the Commission.

4. Each individual self-insurer shall satisfy the Commission that it has
complied with the provisions of Part I, E 1, andRute29-where-applicable
before approval for self-insurer status may be granted by the Commission.
In addition, the Commission may require periodic proof that the self-insurer
is complying with these standards on a continuing basis.

5. The application for the privilege of being a self-insurer shall be
accompanied by a remittance in the amount of one hundred dollars ($100),
payable to the Arkansas Workers' Compensation Commission. This fee will
not be refunded, regardless of the disposition of the application.

6. Each Individual self-insurer shall satisfy the Commission that it has
complied with the requirements of the Arkansas Self-Insurer Guaranty Fund.

7. An investigation and study of the financial and other capabilities of the
Individual applicant to meet its obligation under the laws, will be conducted
by the Self-Insurance Division of the Commission. The Self- Insurance
Division of the Commission will submit an evaluation report to the
Commission, after which formal approval for self-insurer status may be
granted by the Commission.

Pursuant to A.C.A. 11-9-404, each individually self-insured employer shall deposit
with the Commission acceptable securities or post a surety bond issued by a
corporate surety authorized to do business in the State of Arkansas except that the
Commission may waive the posting of any securities or surety bond by public
employers all in accordance with the following rules:

1. In every case where an application is favorably considered, the
Commission will then decide the amount of acceptable securities or surety
bond which will be required; provided, however, that in no case will the
amount of securities or surety bond be less than one hundred thousand dollars
($100,000) except that the Commission may waive the posting of any
securities or surety bond by public employers. A majority owned subsidiary
of a parent company, duly admitted as a self-insurer, may not be required to
post securities or surety bond, provided the parent company, by resolution,
guarantees payment of the liabilities of the subsidiary.



2. The minimum excess insurance requirements that an Individually
Self-Insured employer shall maintain shall be determined by the Commission.

PART III GROUP SELF-INSURER - APPLICATION

A.

In the case of group coverage as contemplated by A.C.A. 11-9-404, for the express
purpose of establishing a group self-insurer, to be administered under the direction
of an elected board of trustees, and to provide workers' compensation coverage for
a group of employers classified as a common self-insurer group or a homogeneous
self-insurer group and who are eligible for membership in accordance with the terms
of the Indemnity Agreement, application shall be made to the Workers'
Compensation Commission at least sixty (60) days prior to the desired effective date
of self-insurer status. Any application submitted with less than thirty (30) days
remaining before the desired effective date may be rejected without further
consideration. The application shall be made on forms prescribed by the
Commission and shall contain answers to all questions propounded and shall be
under oath.

1. The application as submitted by the trustees of the self-insurer group shall
be accompanied by:

a. An indemnity agreement jointly and severally binding the group
and each member thereof to comply with the provisions of the
Arkansas Workers' Compensation laws and Rules and Regulations of
the Commission. The indemnity agreement requirement mentioned
here and elsewhere in this rule is not applicable to public employer
groups.

b. Individual application of each member of the group applying for
membership in the self-insurer group on the inception date of the
Group.

c. Current financial statements supported by a certified audit of at
least two (2) members showing the combined net worth of these
members applying for self-insurer status on the inception date of the
group self-insurer to be not less than one million dollars ($1,000,000),
a combined current ratio of more than 1 to 1 (1:1) and a working
capital of an amount establishing financial strength and liquidity of
the business to pay normal compensation claims promptly and



showing evidence of the financial ability of the group to meet its
obligation under the laws. For members joining the group self-insurer
after inception date or any time after initial qualification of the group,
a certified audited financial statement shall not be required of any
member of a group either for initial membership or as a condition for
continued membership, however, such certified audited financial
statement will be accepted. For members joining an established
private employer self-insurer group they may provide in lieu of a
certified audited financial statement, a statement, certified by the
president and treasurer of the member in the case of a corporation,
and by the owner and general partners, respectively, in the case of an
individual proprietorship or partnership, to the effect that such
financial statement is true and correct to the best of the knowledge
and belief of the signing authorities. However, the Commission may
at its discretion grant a waiver to the requirement that financial
statements be submitted as part of the application process for new
members. The waivers will be issued on a group by group basis
depending on the financial stability of the group and the Group’s
consistent adherence to the Laws and Rules of the Commission. For
members joining an established public employer self-insurer group,
they may provide in lieu of a certified audited financial statement, a
statement prepared by the Legislative Joint Auditing Committee or a
financial statement certified by the member entity executive head and
the member entity treasurer in the same manner as required of private
employer members.

d. A set of by-laws governing the operation of the group self-Insurer
shall conform to the conditions specified in Part III, D 1.

e. The application for the privilege of being a group self-insurer
shall be accompanied by a remittance in the amount of one hundred
dollars ($100), payable to the Arkansas Workers' Compensation
Commission. This fee will not be refunded, regardless of the
disposition of the application.

f. Each group self-insurer shall satisfy the Commission that it has
complied with the requirements of the appropriate guaranty fund.

2. Each group self-insurer shall satisfy the Commission that it has complied
with the provisions of Part I, E 1 before approval for self-insurer status may
be granted by the Commission. In addition, the Commission may require



periodic proof that the self-insurer is complying with these standards on a
continuing basis.

3. An investigation and study of the financial and other capabilities of the
group applicant to meet its obligation under the law, will be conducted by the
Self- Insurance Division of the Commission. The Self-Insurance Division of
the Commission will submit an evaluation report to the Commission, after
which formal approval for self-insurer status may be granted by the
Commission.

4. Subsequent to the inception date of the group self-insurer, prospective new
members of the group self-insurer shall submit an application on a form
prescribed by the Commission for membership to the board of trustees. The
trustees must approve the application for membership in accordance with
these rules and the terms of the indemnity agreement for the application to be
binding upon the group self-insurer and prospective members. The
application for membership shall then be filed with the Commission thirty
(30) days prior to the desired effective date of self-insurer status. The
Commission may authorize groups to issue binders whereby the trustees may
"bind" coverage for an individual member for a period of thirty (30)days. If
such a binder has been issued, the trustees must file a copy of the binder with
the Commission within five (5) days of issuance and submit a completed
application with supporting documents to the Workers' Compensation
Commission, Self-Insurance Division within fifteen(15) days ofthe effective
date of coverage. At no time shall coverage be extended, by means of a
binder, whereby the effective date of coverage precedes the issue date by
more than ten (10) days. Failure of a group to meet the requirements
regarding the issuance of binders and/or the submission of applications may
subject the group to the loss of authority to issue binders and shall be
sufficient grounds for denying an application. The Commission retains the
right to reject the admission of any new member.

Minimum Security Deposit For Group Self-Insurer

Each group self-insurer, pursuant to A.C.A. 11-9-404, shall deposit and maintain
with the Commission acceptable securities or post a surety bond issued by a
corporate surety duly authorized to do business in the State of Arkansas, in an
amount determined by the Commission, but not less than two hundred thousand
dollars ($200,000.00). The amount of the security deposit or bond shall be
determined at least annually based on net safety factors, contingent liabilities, growth
of the group, and other data as submitted by the group self-insurers to the



Commission. The amount of the security deposit or bond requirement mentioned here
and elsewhere in this rule is not applicable to public employer groups.

C. Group Self-Insurers' Funds and Surplus

1. Each group self-insurer shall consist of two (2)separate funds, that is, the
trustee fund and a common claim fund. All premiums and assessments
charged to the member are paid into the trustee fund. The trustee fund shall
be used to pay the operational expenses of the group self-insurer.

2. From the trustee fund there shall be created a separate common claim fund.
The common claim fund shall be placed in a designated depository, and this
fund will be maintained at all times by the authorized service organization or
the designated adjuster or individual(s) charged with the handling and
payment of claims. This fund shall be adequate to cover any current incurred
and contingent liabilities as imposed by the laws.

3. Employers participating in a group self-insurer shall pay the standard
premium or percent thereof as designated by the group and approved by the
Commission, with exceptions being when at the discretion of the group
manager or fiscal agent of the group it becomes necessary to surcharge or
assess all members because of the loss experience of the group. Members of
a group self-insurer may elect to participate in the experience rating plan
established by the National Council on Compensation Insurance or any other
acceptable rating plan as approved by the Commission. In this event an
experience modification shall be determined for each member by the service
agent. Any discounts or deviations from written manual premium approved
by the Commission shall apply to all members of the group.

4. Surplus funds for a fund year in excess of the amount necessary to fulfill
all obligations under the laws for that fund year may be declared refundable
by the trustees, provided that such amount shall not be paid to the members
until approved by the Commission.

D. Solvency of Group Self-Insurer and Trustee Responsibility
1. The trustees of each authorized group self-insurer shall cause to be

adopted a set of by-laws which shall govern the operation of the fund. These
by-laws shall contain, but not be limited to, the following subjects:



a. Qualifications for group self-insurer membership, including
underwriting considerations.

b. The method for selecting the trustees, including the term of office.
c. The method for amending the by-laws.
2. In addition to the above by-laws, the trustees shall adopt regulations on the
following subjects which shall be binding on the group manager and third
party administrator:

a. Investment of surplus funds and claim reserves.

b. Frequency and extent of loss control and safety engineering
services to members.

¢. The size of the common claim fund.

d. A schedule for payment and collection of premium including a
definition of delinquent premium.

e. Membership admission and expulsion procedures.

f. Delineation of authority granted to the trustees.

g. Delineation of authority granted to the group manager.

h. Delineation of authority granted to the third party administrator.
1. Procedures for obtaining projected payroll information for initial
premium billing and actual payroll information for final premium
adjustments after the close of the policy period to determine the

actual premium to be collected for the policy period.

j. Procedures for handling disputes regarding premium paid by
members.

3. Inorder to insure the financial stability of the operations of each and every
group self-insurer, the board of trustees of each group shall be responsible for
all operations of the group. The board of trustees of each group shall take all
necessary precautions to safeguard the assets of the group, including:



a. The designation of a fiscal agent and/or group manager to
administer the financial affairs of the group, who shall furnish a
fidelity bond with the trustees as obligee, in an amount sufficient to
protect the group against the misappropriation or misuse of any funds
or securities. The amount of the bond shall be determined by the
trustees, and evidence of such bond shall be filed with the
Commission, said bond being one of the conditions required for
approval of the establishment and continued operation of the group
self-insurer. Such fiscal agent or group manager shall not be an
owner, officer, or employee of the service organization.

b. All loss funds or funds of any type shall remain in the custody of
the trustees or the authorized group manager, provided, however, that
a common claim fund for payment of compensation benefits due and
other related expenses may be established for the use of the
authorized service organization. The service organization or the
designated adjuster or individual(s) charged with the handling and
payment of claims shall furnish a fidelity bond covering its
employees, with the trustees as obligee, in an amount sufficient to
protect all funds placed in such common claim fund.

c. Requiring of the accounts and records of the Group to be audited
annually or at any time as may be required by the Commission, such
audits to be made by certified public accountants or by authorized
representatives of the Commission, with the Commission reserving
the right to prescribe a uniform accounting system to be used by
group self-insurers and/or service organizations, and the type of
audits to be made, in order that it may determine the solvency of the
group self-insurer. Copies of audits prepared by those other than
Commission personnel shall be filed with the Self-Insurance Division
of the Commission within three (3) months after the close of the
fiscal year.

d. The trustee or fiscal agent or group manager shall not utilize any
of the funds collected as premium for any purpose unrelated to
workers' compensation. Further, they shall be prohibited from
borrowing any money from the group self-insurer or in the name of
the group self-insurer without advising the Commission of the nature
and purpose of the loan and obtaining Commission approval.



e. The trustees shall be authorized to invest trustees' funds, claims
reserves and surplus funds, subject to the “Group Surplus Investment

Policy” as approved by the Commission. provided-theTrusteesshatt
. ] _five(25% f streh-firmds-{




f. The trustees shall report provide annually, as part of the statement
of financial condition of the group self-insurer, a schedule showing
all investments, by type of investment, reflecting the amount vested,
length of maturity, duration, annual percentage rate of interest, annual
percentage vield, and income earned during the fiscal year just ended.
A current schedule shall also b provided at other times as requested

by the Commission.

4. The Trustees shall review at least annually the following items for the
purpose of determining whether these areas of concern are being adequately
provided for:

. Third party administrator performance

o

b. Loss control and safety engineering

o

. Investment policies
d. Collection of bad debt

e. Admission and expulsion procedures

™H

Group Manager performance

5. Any changes in the by-laws or written regulations shall be filed with the
Commission no later than ten (10) days after their taking effect. The
Commission reserves the right to declare any by-law or regulation null and
void if it is in violation of these rules or the law.

6. The indemnity agreement required pursuant to Part III, A.1.a. shall
conform to the form of the indemnity agreement as prescribed by the
Commission, and shall contain all its provisions, but may also contain other
provisions not inconsistent with these rules or with the required provisions,
and wherever the term "service agent" appears therein the term "group
manager" or "fiscal agent" may be substituted as may be necessary to reflect
the respective authority, responsibility, and duties of these agents, consistent
with these rules.

7. The minimum excess insurance requirements that a group self-insurer
shall maintain shall be determined by the Commission, except qualifying
public employer self-insurer groups are entitled to statutory options and



limitations. (Effective date April 1, 1989; revised August 8, 1995,
effective August 29, 1995; revised effective September 20, 2001; revised
effective January 1, 2006; revised July 28, 2007.)




FINAL DRAFT - RULE 099.27
Revised July 13, 2007

RULE 099.27 MEDICAL REPORTS

Medical reports are to be requested by the insurance carrier/self-insured in a timely
manner and are to filed with the Commission upon receipt. Medical report filings should be

limited to only those reports which provide information relative to diagnosis, prognosis,

impairment ratings, and return to work information. The Commission may, at its discretion,
request other medical information.

In the event an insurance carrier/self-insured cannot obtain a medical report from the
medical provider, then the insurance carrier/self-insured will not be responsible for the payment
of the bill of the medical provider until such time as the insurance carrier/self-insured is provided
a medical report outlining the services rendered. (Effective date April 1, 1989; Revised effective

July 28, 2007.)




H———WATVERS

H———REPORTCARDS

Vo SANEHONS

DESIGNATED CLAIM OFFICE/ ADMINISTRATOR/ UNDERWRITER

I. ARKANSAS-CEAIMS-OFFICE Carrier/Self-Insurer Responsibilities
Az Each linsurance €carrier, Commisston= or approved Sself-Insuredinsurer Emptoyer (“tnsurer™)

o1 atro d O CW O a O d d 0o

shall:

a. Be approved by the Commission to handle Arkansas workers’ compensation claims.
Should the claim office be that of a third party administrator (hereafter TPA), the

TPA shall also be approved . as well as the claim office location;

b. Be responsible to the Commission for the receiving, processing, adjusting, and

submission of forms, orotherwise handling of any Arkansas workers’ compensation
claim.

A carrier or self-insurer may not utilize the services of any claim office until that office has
been approved by the Commission.

Should an insurance carrier’s designated claim office be a TPA.. it shall be the responsibility

of the carrier ro provide the designated TPA an information system whereby that TPA can
make immediate referrals to any other claim facility servicing accounts for the carrier.

a. Be an employee of the carrier, self-insurer, or of the carrier’s or self-insurer’s parent
company;
b. Serve as the Commission’s contact person and have sufficient authority to take

action and/or implement procedural changes to maintain compliance with:

) Arkansas law;



2 Commission Rules and/or Commission Advisories;

(3) Any order of an Administrative Law Judge, the Full Commission, Arkansas
Court of Appeals, or Arkansas Supreme Court;

(4) Any other Arkansas workers’ compensation matter.

C. Be someone other than the designated claim office contact person. Exceptions to

this may be allowed, subject to approval by the Commission on a case-by-case
basis.

3. Thisofficeshattbe-the-sote—contactforthe-Commitsston. An underwriting “Contact Person”
(applies to carriers only). This person shall be the contact point for insurance policy questions
regarding coverage, such as, but not limited to: policy numbers, entities covered, coverage dates.

B. Be responsible to the Commission for the actions, or inactions, of the designated claim
office or any other office in which claims are handled;

C. Work promptly and cooperatively with the Commission to resolve any questions, issues,
requests, or complaints:

D. Maintain current information for the claim office location, Administrator, and Underwriter

information.

II. WATVERS Designated Claim Office Responsibilities

The designated claim office, regardless of location at which any specific claim is adjusted, shall:

for the Commission regarding claim specific issues;

. INO "i" caquestoOVa [1TSurer-sia )e SS C1IMSUrer—ac ONSTratcs—<€o Ii CC
f 1 f 1t -+ Have a designated Claims Officer with sufficient knowledge
and authority to answer inquiries form the Commission;

C. Be able to access claim information for all Arkansas claims for the carrier/self-insurer



whether adjusted within that office or adjusted by another claim office or company:;

D. Be the office responsible to the Commission for the proper filing of all Commission forms
for the carrier/self-insurer;

E. Work promptly and cooperatively with the Commission to resolve any questions, issues,
requests, or complaints.

1. REPORT-EARDS Commission Approval of Claim Office

The Commission retains the right to approve or deny a particular claim office from serving or being
selected as the designated claim office.

A. € " ecttive- Offtcer;oradestgneeshattreportatteasttwice
each-yeartoatHnsurers-theirperformanceas-to: Claim Office Approval - In approving a designated claim



office, the Commission may require submission of evidence demonstrating knowledge, experience
and/or licensing of adjusters to satisfy the Commission of the claim office’s ability to handle
Arkansas workers’ compensation claims.

Probation - The Commission may place a specific claim office on “probation” in the event of
improper completion of forms, failure to file forms or notices with the Commission in a timely

manner, failure to respond to Commission requests for information or additional documentation,
and/or on any other grounds that prevent the timely, efficient, accurate handling of workers’

compensation claims. Any claim office on probation shall be given notice indicating the reason(s)
for probation and establishing the terms and conditions by which probation may be removed.

FArkCode Ann—$1H-9-529;-and Claim Office Approval Revocation - The Commission

may immediately revoke approval form any claim office to handle Arkansas workers’
compensation claims for any carrier or self-insured employer. If approval is revoked:

2: 1. Ark€CodeAnn—§1H-9-862;-and Notice shall be sent to the claim office providing at
least thirty (30) days notice to cease operations involving the handling of Arkansas workers’

compensation clams at that location.

3. 2. Ark—€odeAnn—$1H1-9-803+and Notice shall be sent to any carrier or self-insured
employer for which that claim office handles Arkansas workers’ compensation claims
indicating that claim offices’ approval to handle claims has been revoked and providing the

carrier or self-insured employer at least thirty (30) days in which to secure the services of,

and designate to the Commission, another claim office.




(Revised July 28, 2007.)
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RULE 31

ACCIDENT PREVENTION SERVICES

I. Purpose and Scope

A. The purpose of this rule is to promote safer Arkansas workplaces by ensuring that Arkansas
employers are provided adequate accident prevention services from their workers’ compensation insurance
companies as provided for in Ark. Code Ann. § 11-9-409(d).

B. Allinsurance companieslicensed to write or seeking license to write workers’ compensation insurance
policies in Arkansas are subject to the provisions of this rule.

C. This rule does not apply to self-insured employers.

Il. Definitions

A. “Accident Prevention Services Plan” (APSP) — A document describing the policies and procedures
used by theinsurance company to provide accident prevention services to its policyholders in accordance with
Rule 31.

B. “ApprovedProfessional Safety Source” (APSS)— Occupational health and safety consultantapproved
by the Arkansas Workers’ Compensation Commission Health and Safety Division to service employers
defined in AWCC Rule 32.

C. “Commission” — Arkansas Workers’ Compensation Commission.

D. “Days” - Calendar days.

E. “Direct Premium Written” — The amount charged to the policyholder for the workers’ compensation
policy which shall include the expense constant, any allowable deviated discounts, any experience rating
modification, any premium discount or debit, any reinsurance or deductible arrangement as common with
fronting carriers, any dividend consideration, or other trade discount.

F. “Division” — AWCC Health and Safety Division.

G. “Employee” — Any person in service of an employer as defined by Ark. Code Ann. § 11-9-102(9).

H. “Employer” — Any individual, partnership, association, or corporation as defined by Ark. Code Ann.
§ 11-9-102(10).

I.  “Field Safety Representative” (FSR) — Occupational health and safety consultant approved by the
division to service workers’ compensation accounts.

J. “Loss analysis” — An in-depth examination of root causes of losses, which may include a loss run as
one, but not the sole component.

K. “Loss Ratio” — Losses incurred during the previets-fult policy year, both paid and expected/reserved,
divided by the written manual premium. In the context of this rule “loss ratio” is used as an indicator of
whether accident prevention services must include an annual on-site visit or other appropriate services.

L. “Policyholder’ — The person or entity owning the policy of insurance.

M. “Rule 32 Program” — The program established by Ark. Code Ann. § 11-9-409(c) with criteria
established by the Amended Rule 32.

N. “Workplace” — Each business operation, facility, or location of an employer where employees are
present during part of or for the entire work shift.

O. “Written Manual Premium” — Premium produced in a given year by the manual rates in effect during
the experience period which shall exclude the premium produced by the expense constant. Further, “written
manual premium” means premium before any allowable deviated discounts, any experience rating
modification, any premium discount, any reinsurance or deductible arrangement as common with fronting
carriers, any dividend consideration, or other trade discount.

I1l. Accident Prevention Services

A. Aninsurance company desiring to write workers’ compensation insurance in Arkansas shall have the
ability to provide accident prevention services described in Section Ill. B. - E., subject to inspection by the
commission, as a prerequisite to obtaining or maintaining a license to write such insurance.



B. An APSP mustbe filed with the commission at the time an insurance company pays its filing fees prior
to writing workers’ compensation policies in Arkansas. If these fees have already been paid, an APSP must
be on file with the commission.

C. An insurance company shall provide or make available basic accident prevention services to
policyholders at no additional charge or change in premium. These may include visits to each policyholder
workplace. Accident prevention services required under Rule 32 must be provided or made available at no
additional charge to each policyholder workplace identified under that rule.

D. The insurance company, using only commission approved FSRs/APSSs, shall:

1. Provide appropriate accident prevention services to its clients as listed below. For services to be
appropriate, the insurance company must demonstrate that it actively evaluated the insured’s performance
and loss potential stated in Section Ill. D. and then offered to provide services to correct or alleviate hazards
recognizable by an occupational health and safety professional;

2. Respond to requests from policyholder for services within fifteen (15) days of the date services
were first requested and provide the actual services within sixty (60) days;

3. Provide appropriate services to each Arkansas policyholder. Ata minimum, appropriate services
shall include:

a. Annual on-site workplace visit(s) or other appropriate services to each policyholder with a
direct premium written of $25,000 or greater.

b. Annual workplace visit(s) or other appropriate services to each policyholder with a direct
premium written of $5,000 up to $24,999 whose loss ratio is equal to or greater than 100%.

c. Annual workplace visit(s) or other appropriate services to each policyholder with a direct
premium written of less than $5000, whose loss ratio is equal or greater than 150%.

d. Contacting all policyholders not serviced under the guidelines of Section lll. D. 1. — 3. at least
once during the policy year within 60 days of policy inception or renewal date, separate from the
actual workers’ compensation insurance policy to determine their need for assistance and to advise
them accident prevention services are available at no additional cost. The insurance company may
determine the method of contact (e.g., visit, letter, telephone call, e-mail, etc.).

E. Theinsurance company shall provide accident prevention services which meet the standards of the
division as required by Arkansas Code Ann. § 11-9-409(d). The program shall provide at a minimum:

1. An annual evaluation of accident prevention services for policyholders and their workplaces,
based on the following criteria:

a. Hazard, probability of serious accidents, probability of catastrophic accidents, accident
frequency, and probability of occupational illnesses or diseases;

b. Loss experience, including loss ratio as defined by this rule, experience modifiers, frequency
rates, and severity rates;

c. Totalnumber of employees,number of workplaces, and number of employees perworkplace;
2. Procedures for determining the appropriate accident prevention services to be provided to a

policyholder and to each policyholder's workplace;

3. Procedures indicating the time frame and manner in which the requested accident prevention
services as stated in Section Ill. C. will be provided;

4. Records, reports, and evidence of all accident prevention services provided to each policyholder
and each workplace;

5. Procedures for providing safety training and safety material for each policyholder;

6. Ata minimum of once a year, written notification to policyholders and policyholder workplaces of
their actual claims experience including reserves and, if the policyholder meets the criteria of Section Ill.
D. 3. or if the policyholder is identified under Rule 32, a loss analysis;

7. Procedures for providing internal documentation and written reports to the policyholders and
policyholders’ workplaces when the FSR/APSS has identified hazardous conditions and work practices;
and

8. Evidence that the notice required by Section V. is provided to policyholders.

F. The insurance company shall provide the following to the division’s Accident Prevention Services

staff:

1. An APSP, updated as necessary. The plan shall describe how the company will meet all the
requirements relating to the provision of accident prevention services presented in this rule and Ark. Code
Ann. § 11-9-409(d). The plan must meet the requirements of the division before itis accepted;

2. Annual reports as required by Section VI.; and




3. Other information as requested by the division.

V. Accident Prevention Services Required Inspection

A. Eachinsurance company’s accident prevention services program willbe inspected in accordance with
Ark. Code Ann. § 11-9-409(d) and may be inspected more frequently at the division director’s discretion. For
insurance companies licensed to write workers’ compensation insurance in the State of Arkansas, but not
actively writing workers’ compensation insurance, the inspection shall consist of areview of their APSP. Once
an insurance company starts actively writing workers’ compensation insurance in the State of Arkansas, itis
subject to an inspection of its accident prevention services in accordance with the Ark. Code Ann. § 11-9-
409(d).

B. The division shall notify the insurance company in writing of the date, time, and location of the
inspection at least minety(96) one-hundred-twenty (120) days prior to the inspection.

C. Atteastsixtydayspriortotheinspection Within thirty (30) days after Notification of Inspection, the
insurance company or company group shall provide the division, in the format requested, the following:

1. Alist of policyholders with Arkansas exposures, separated by insurance company, with physical
addresses of all Arkansas workplaces as defined in AW CC Rule 3, direct premium written and written manual
premium for Arkansas based on the insurance company’s most current records.

a. The insurance company shalllist the policyholders by written manual premium in descending
order for each year or portion of year requested.

b. For policyholders with corporate headquarters outside the state of Arkansas, the insurance
company shall list the corporate location.

c. The insurance company may send the list(s) electronically in a format agreed upon by the

division.

d. The commission will keep the list of policyholder accounts confidential.

2. A list of the names, whether employee or contractor, and AWCC FSR/APSS identification
number for each person acting as an FSR/APSS for the insurance company.

D. The division shall select the specific accounts to be evaluated and return the selected policyholder
list to the insurance company no later than fifteen (15) days after receipt of the policyholder list. For the
policyholders identified, the insurance company shall provide the following to the division to arrive no laterthan
fifteen{45)-dayspriorto-the-inspectiondate thirty (30) days after receipt of the selected policyholder list:

1. Loss controlfiles of the policyholders identified to include any surveyreports and correspondence,
in the manner and format specified by the division;

2. Documentation of all accident prevention services provided;

3. Copy of loss runs for each account;

4. A sample of training materials, and other material as requested; and

5. An Accident Prevention Services Worksheet, Form AW CC-HS-31D, for each policyholder
selected by the division.

E. An insurance company’s failure to meet one or more of the specified requirements of Rule 31 may
be construed as a failure to provide appropriate accident prevention services to policyholders. The division
may reschedule the inspection, impose fines, and/or ask the Arkansas Insurance Department to take action.
The division director shall report the insurance company’s failure to provide the information in the format and
in the time specified to other divisions within the commission for appropriate action.

F. The division shall determine the depth and scope of the inspection.

G. The division’s staff and the insurance company’s representative(s) shall review:

1. The results and recommendations of any previous inspections of the company by the
commission;

2. The insurance company’s APSP, including quality control and quality analysis provisions;

3. The insurance company’s accident prevention services provided to policyholders and
policyholders’ workplaces;

4. Any changes completed in response to recommendations made during previous inspections;

5. Any written complaints from policyholders relating to accident prevention services; and

6. Policyholder worksheets, questionnaires, and results of site visits by commission staff, including
information obtained through Rules 32 and 36 activities.




H. The division’s staff may make scheduled or unscheduled inspections of the policyholder's workplace
during normal work hours to obtain additional information regarding the insurance company’s accident
prevention services.

I.  The division staff shall prepare and file a written report of the inspection within thirty (30) days of the
close of the inspection. The report shall contain.

1. Results of the inspection including a list of deficiencies, if any, and
2. Required corrective actions, if any.

J. The division shall provide a copy of the reportto the insurance company and the Arkansas Insurance
Department.

K. Insurance companies that meet the requirements of Rule 31 will receive a Certificate of Inspection
from the commission.

L. Insurance companies with accident prevention services that do not meet the standards of Rule 31
will be notified of the specific deficiencies. The commission shall determine the appropriate amount of time
for the insurance company to address the identified problems. The insurance company shall respond in
writing with the corrective actions to be taken. When the division director determines that the insurance
company has taken appropriate measures to correct the deficiencies, the division shall issue the Certificate
of Inspection. A requestfor review of the decision may be made to the director of the division and, if desired,
the Chief Executive Officer of the commission.

M. The commission may require another complete inspection of accident prevention services before
issuing a Certificate of Inspection.

V. Accident Prevention Services Notification Requirements

A. Each workers’ compensation insurance policy delivered or issued for delivery in Arkansas shall
contain the following notice on the front of the insurance policy eminently visible to policyholder or, ifthe format
does not permit, on a separate page placed in front of or on the declaration page, in a least 10 point bold type:

[Name of company] is required to provide its policyholders with certain accident
prevention services at no additional cost as required by Ark. Code Ann. § 11-9-409(d)
and AWCC Rule 32. If you would like more information, call [company’s loss control
division or provider’s telephone number]. If you have any questions about this
requirement, call the Health and Safety Division, Arkansas Workers’ Compensation
Commission at 1-800-622-4472.

B. Certain accident prevention services are basic services as described in Ark. Code Ann. § 11-9-409(d).

C. Extensive sampling ofenvironmental conditions and exposures, writing detailed safety plans (with the
exception of Rule 32 activities), and on-site management of specific safety programs, e.g., respirator, hearing
conservation, etc., are beyond the scope of basic services. The division will determine the scope of basic
services on an issue-by-issue basis if necessary.

VI. Annual Report Requirements

A. Eachinsurance company licensed to write workers’ compensationinsurance in Arkansas shall submit
to the division an annual report quantifying the accident prevention services it provided to its policyholders in
Arkansas over the previous year. AWCC Form HS 31-C, or an alternate form as approved by the division,
shall be used.

B. The division director shall send the annual report notification to each insurance company licensed to
write workers’ compensation insurance in Arkansas.

C. The insurance company shall send the report so thatitis received no later than April 1 of each year.

D. The report shall not include the expenses of underwriting visits to policyholders’ premises unless
accident prevention services are provided during the visit. In such case, the costs of the accident prevention
services shall be included in the report.

VII. Field Safety Representative (FSR)




A. Anindividualseeking to become an FSR shallapplyto the division using application AWCC Form HS-
31-A.

B. To be approved as an FSR, an individual must have at least two (2) years experience in the
occupational health and safety profession during the past ten (10) years and must meet at least one of the
following qualifications:

1. Anassociate’s degree in safety, industrial hygiene, or related field. The college or university must

submit a certified transcript directly to the division.

2. A current certification by the Board of Certified Safety Professionals as a Certified Safety

Professional or Associate Safety Professional;

3. A current certification by the American Board of Industrial Hygiene as a Certified Industrial

Hygienist or Industrial Hygienist in Training; or

4. Acurrentcertificationbythe World Safety Organization as a Certified Safety Manager, or Certified

Safety Specialist.

C. If applicants do not meet these requirements, they may still be eligible for approval as an FSR if, out
of the previous ten (10) years, they have worked atleast seven (7) years as an occupational health and safety
professional with a minimum of fifty percent (50%) of their time devoted to workplace health and safety.

D. |If applicants meet the education requirements listed in Subsection B. above, but do not have the
required occupational health and safety experience, they may be approved as an FSR in training. The
following is required to be approved as an FSR in Training:

1. A copy of AWCC From HS-31-A completed and submitted to the division;

2. The FSRin Training shallwork under the direct supervision of an approved FSR with allaccident
prevention services work documents (reports, recommendations, etc.) signed by the approved FSR as well
as the FSR in Training;

E. When two (2) years of occupational health and safety experience have been obtained, the FSR in
Training may resubmit an AWCC Form HS-31-A requesting approval as an FSR.

F. Ifanapplicantis not approved, the division shall notify the applicantin writing and state the reason(s)
for the denial. Any applications not approved shall be destroyed after ninety (90) days.

G. All FSR performances are subject to review by the division. The division may rescind FSR approval
for cause. A request for review of the decision may be made to the director of the division and, if desired, the
Chief Executive Officer of the commission.

VIII. Approval of Professional Safety Sources

A. Anindividual seeking to become an APSS pursuantto the AWCC Rule 32 Program shallapplyto the
division using application AWCC Form HS-31-A.

B. Tobe approved as an APSS, an individual must meet the FSR requirements and provide verification
of at least three (3) additional years of occupational health and safety experience and must attend the
commission’s APSS Seminar.

C. If an applicantis not approved, the division director shall notify the applicant in writing and state the
reason for the denial. Any applications not approved will be destroyed after ninety (90) days.

D. AIll APSS performances are subject to review by the division staff. The division may rescind APSS
approval for cause. A request for review of the decision may be made to the director of the division and, if
desired, the Chief Executive Officer of the commission.

E. APSSs who have been inactive in the State of Arkansas for a period of more than five (5) years shall
attend the commission’s APSS Seminar again before providing APSS services to employers in the Rule 32
program.

IX. Penalties

The commission may assess a civil penalty in an amount up to one thousand dollars ($1,000.00) per day of
violation against an insurance company that does not maintain or provide the accident prevention services
required by Ark. Code Ann. § 11-9-409, payable to the Death and Permanent Total Disability Trust Fund.
Furthermore, the insurance company shall be subject to suspension or revocation of license to do business
in this state by the Insurance Commissioner.

X. Severability



If any provision of this rule or the application thereof to any person or circumstance is held invalid, such
invalidity shall not affect other provisions or applications of this rule which can be given effect without the
invalid provision or application, and to this end the provisions of this rule are declared to be severable.

(Effective December 30, 1993; revised June 10, 2003, effective July 1, 2003; revised xx xx, 2007,
effective xx xx, 2007.)



Form HS-31-A ARKANSAS WORKERS' COMPENSATION COMMISSION

HEALTH & SAFETY DIVISION

324 Spring Street, Little Rock, AR 72201 3 l_A
Mail: P. O. Box 950, Little Rock, AR 72203-0950

501-682-3930/ 1-800-622-4472

Ark. Code Ann. “11-
9-409 & AWCC Rule

31
Rev. +=1+-266+ 7-28-
2007
Application for (check all that apply)
“Approved Professional Safety Source (APSS) “Field Safety Representative

(FSR)
(Note: Attendance at an on-site AWCC class is mandatory for APSS certification)
Section 1. Personal Information

1) Name-: 2) Telephone no.: 3) Social Security no.:
Last:
Primary: ( )
First: ML
Secondary: ( )

4) Total no. of years occupational health
and safety experience :

5) Street-Mailing address: 6) City: 7) State: 5 Zip: 8: Zip:

89)Mattaddresstifdifferentfromstrectaddress)E-Mail address:
ity

Section 2. Professional Certifications

Check all that apply. Enclose copy of current membership card. Information will be verified.

Certification Certificate No. State (if applicable)

“ Certified Safety Professional (CSP)

“ Certified Industrial Hygienist (CIH)

“ WSO Certification (speetfy-type specify Certified Safety
Manager or Certified Safety Specialist)

“—Other-eertifieation (provide explaination)

Section 3. Education and Professional Training Note: A certified transcript must be sent directly from the granting
institution to the Arkansas Workers" Compensation Commission, Health and Safety Division, P.O. Box 950, Little Rock,
AR 72203-0950, ATTN: FSR/APSS.

College or University City, Attendance Dates Sem. Hrs. Major Degree
State (From/To) Completed Earned

Section 4. Occupational Safety and Health Professional Experience Using Attachment 1, list each occupational health
and safety work assignment in chronological order, beginning with present position.



Section 5. Signature

I certify that the preceding statements, including attachments, are accurate to the best of my knowledge, and authorize the
Arkansas Workers" Compensation Commission to verify the information. [ understand thatany falsification of information
is this application, including attachments, may be cause forrejection or withdrawal of the Field Safety Representative and/or
Approved Professional Safety Source designation.

Applicant Signature: Date:
(please use ink)

HS-31-A



HS-31-A Attachment 1
Occupational Safety and Health Work Experience

Use a separate copy of Attachment 1 for each change in position, regardless of whether or not there was a change in

employers.

1) Name during employment: 2) Position with this employer::
3) Employer: Name Telephone no.: ( )

Address:

City: State: Zip:
4) Employment dates (Mo/Yr.): 5) Major product or service of this company:
From: / To: /
6) Immediate supervisor: Name Telephone No.: ( )

7) Description of occupational health and safety work experience. Indicate the percentage of your time spent in the following areas:

_ Hazard identification _ Safety & health program design _ Safety training & education

_ Hazard evaluation _ Safety & health program evaluation _ Supervision of other health & safety professionals
__ Hazard control design _ Safety & health communication _Neither health & safety or environmental

_ Environmental _ Incident investigation _ Hazard control verification

For the three (3) areas above where you spent the most time, provide a brief description of your work in those areas:




HS-31-A




Form HS-31-C

Ark. Code Ann. §11-
9-409 & AWCC
Rule 31
Rev. 1266+ 7-28-
2007

ARKANSAS WORKERS’ COMPENSATION COMMISSION

HEALTH & SAFETY DIVISION
324 Spring Street, Little Rock, AR 72201
Mail: P. O. Box 950, Little Rock, AR 72203-0950
501-682-3930/ 1-800-622-4472

HS-
31-C

ACCIDENT PREVENTION SERVICES ANNUAL REPORT

1) Insurance Company:

3) Mailing Address: 4) City, State, Zip:

2) Telephone no.: (

5a) NAIC Company no.:

5b) NAIC Group no.:

6) Total amount spent for accident prevention services during the current calendar year (salaries, travel): $

7a) Total amount of workers’ compensation insurance written manual premium in AR for year: $
7b) Total amount of workers’ compensation insurance direct premium written in AR for year: $
7¢) Premium information provided by: Name: Office:

Employee

Contract

8a) Number of Field Safety Representatives(FSRs) used by the insurance company:

8b) Number of Approved Professional Safety Sources (APSSs) used by the insurance company:

9) Number of on-site inspections performed by FSRs:

10) Identify the number of AR workers’ compensation insurance policyholders for the most recent calendar year for the premium

groups listed:
$0 - $24,999

$25,000 - $49,999 $50,000 - $74,999 $75,000 - $100,000 Above $100,000

Evidence of accident prevention effectiveness will be measured by an analysis of the Current Year

following loss data:

Previous Year

11a) Total number of medical-only workers’ compensation claims opened:

11b) Total amount paid on medical-only claims:

11c) Total number of indemnity claims opened:

11d) Total amount paid on indemnity claims:

I certify that the above information is correct to the best of my knowledge and I have read and understand the
provisions set by Arkansas Code Ann. §11-9-409.

Designated Insurance Company Representative (Print Name) Position or Title

Date




Designated Insurance Company Representative (Signature)

HS-31-C



Instructions for Completing Form AWCC HS-31-C
Accident Prevention Services Annual Report

This form must be filed with the Accident Prevention Services Section no later than M=arch April 1 of each
year.

Calendar yearis defined as January 1 - December 31. This form may be obtained from the Accident Prevention Services
Section of the Health and Safety Division, Arkansas Workers’ Compensation Commission.

Note: Complete one form for each company or sister company in the insurance group. Return the original
(copies are not acceptable). A separate report must be submitted for each sister company.

Complete all blanks. Do not use “N/A” or “not applicable.”

Items 1-5: List name, address, telephone number, NAIC insurance company number and the NAIC group number
for the insurance group of which the insurance company is a member

Item 6: This includes amounts spent for contract field service representatives, company field safety
representatives, salaries and any related expenses, to include clerical-related expenses. Expenses or costs for
underwriting visits to policyholders’ premises shall not be included.

Item 7a: Enter the total amount of workers’ compensation insurance written manual premium, less expense
constant, for calendar year. See Ark. Code Ann. §11-9-303. Check with your carrier’s tax department for help.

Item 7b: Enter the total amount of workers’ compensation insurance direct premium written for calendar year.
If the amount on line 7b is larger than that on line 7a, or lines 7a and 7b are identical, attach an explanation.

Item 7c: Enter the name and office of the person supplying the information for Items 7a and 7b.

Item 8: Enter the total number of Field Safety Representatives (FSRs) and Approved Professional Safety Sources
(APSSs) utilized by the insurance company and indicate ifthey are employees ofthe insurance company or their services
are under contract.

Item 9: “On-site” surveys do not include underwriting surveys for prospective accounts.

Item 10: Enter the number of Arkansas workers’ compensation insurance policyholders in each category; based
on written manual premium.

Item 11a: Enter the total number of medical-only workers’ compensation claims opened during the current year
and the previous year in Arkansas.

Item 11b: Enter the total amount paid on medical-only workers’ compensation claims paid during the current year
and the previous year in Arkansas.

Item 11c: Enter the total number of indemnity workers’ compensation claims opened during the current year and
the previous year in Arkansas.

Item 11d: Enter the total amount paid on indemnity workers’ compensation claims paid during the current year and
the previous year in Arkansas.



Authorized signature of insurance company’s designated representative. Insert date the report was completed by the
designated representative.

HS-31-C



Form HS-31-C

Ark. Code Ann. §11-
9-409 & AWCC
Rule 31
Rev. 1266+ 7-28-
2007

ARKANSAS WORKERS’ COMPENSATION COMMISSION

HEALTH & SAFETY DIVISION
324 Spring Street, Little Rock, AR 72201
Mail: P. O. Box 950, Little Rock, AR 72203-0950
501-682-3930/ 1-800-622-4472

HS-
31-C

ACCIDENT PREVENTION SERVICES ANNUAL REPORT

1) Insurance Company:

3) Mailing Address: 4) City, State, Zip:

2) Telephone no.: (

5a) NAIC Company no.:

5b) NAIC Group no.:

6) Total amount spent for accident prevention services during the current calendar year (salaries, travel): $

7a) Total amount of workers’ compensation insurance written manual premium in AR for year: $
7b) Total amount of workers’ compensation insurance direct premium written in AR for year: $
7¢) Premium information provided by: Name: Office:

Employee

Contract

8a) Number of Field Safety Representatives(FSRs) used by the insurance company:

8b) Number of Approved Professional Safety Sources (APSSs) used by the insurance company:

9) Number of on-site inspections performed by FSRs:

10) Identify the number of AR workers’ compensation insurance policyholders for the most recent calendar year for the premium

groups listed:
$0 - $24,999

$25,000 - $49,999 $50,000 - $74,999 $75,000 - $100,000 Above $100,000

Evidence of accident prevention effectiveness will be measured by an analysis of the Current Year

following loss data:

Previous Year

11a) Total number of medical-only workers’ compensation claims opened:

11b) Total amount paid on medical-only claims:

11c) Total number of indemnity claims opened:

11d) Total amount paid on indemnity claims:

I certify that the above information is correct to the best of my knowledge and I have read and understand the
provisions set by Arkansas Code Ann. §11-9-409.

Designated Insurance Company Representative (Print Name) Position or Title

Date




Designated Insurance Company Representative (Signature)

HS-31-C



Instructions for Completing Form AWCC HS-31-C
Accident Prevention Services Annual Report

This form must be filed with the Accident Prevention Services Section no later than M=arch April 1 of each
year.

Calendar yearis defined as January 1 - December 31. This form may be obtained from the Accident Prevention Services
Section of the Health and Safety Division, Arkansas Workers’ Compensation Commission.

Note: Complete one form for each company or sister company in the insurance group. Return the original
(copies are not acceptable). A separate report must be submitted for each sister company.

Complete all blanks. Do not use “N/A” or “not applicable.”

Items 1-5: List name, address, telephone number, NAIC insurance company number and the NAIC group number
for the insurance group of which the insurance company is a member

Item 6: This includes amounts spent for contract field service representatives, company field safety
representatives, salaries and any related expenses, to include clerical-related expenses. Expenses or costs for
underwriting visits to policyholders’ premises shall not be included.

Item 7a: Enter the total amount of workers’ compensation insurance written manual premium, less expense
constant, for calendar year. See Ark. Code Ann. §11-9-303. Check with your carrier’s tax department for help.

Item 7b: Enter the total amount of workers’ compensation insurance direct premium written for calendar year.
If the amount on line 7b is larger than that on line 7a, or lines 7a and 7b are identical, attach an explanation.

Item 7c: Enter the name and office of the person supplying the information for Items 7a and 7b.

Item 8: Enter the total number of Field Safety Representatives (FSRs) and Approved Professional Safety Sources
(APSSs) utilized by the insurance company and indicate ifthey are employees ofthe insurance company or their services
are under contract.

Item 9: “On-site” surveys do not include underwriting surveys for prospective accounts.

Item 10: Enter the number of Arkansas workers’ compensation insurance policyholders in each category; based
on written manual premium.

Item 11a: Enter the total number of medical-only workers’ compensation claims opened during the current year
and the previous year in Arkansas.

Item 11b: Enter the total amount paid on medical-only workers’ compensation claims paid during the current year
and the previous year in Arkansas.

Item 11c: Enter the total number of indemnity workers’ compensation claims opened during the current year and
the previous year in Arkansas.

Item 11d: Enter the total amount paid on indemnity workers’ compensation claims paid during the current year and
the previous year in Arkansas.



Authorized signature of insurance company’s designated representative. Insert date the report was completed by the
designated representative.

HS-31-C



Form HS-31-D ARKANSAS WORKERS’ COMPENSATION COMMISSION HS

HEALTH & SAFETY DIVISION
324 Spring Street, Little Rock, AR 72201 3 l_D
Mail: P. O. Box 950, Little Rock, AR 72203-0950
501-682-3930/ 1-800-622-4472

Ark. Code Ann. §11-
9-409 & AWCC

Rule 31
Rev. +=1+266+7-28-
2007
Accident Prevention Services Worksheet
1a) Policyholder’s name: 1b) Arkansas location(s): lc) Effective date (mm/dd/year):
2a-Stc-Code: 2e2b) Number of employees: 2d2c) Best Hazard Index:
2b2a) NAICS Code:

3) Insurance Carrier :

Current policy year First prior year Second prior year

34) Number of claims
45) Frequency indicator
56) Loss ratio
67) Number of visttscontacts
“Fa8a) Date of last site-vistt-contact (mm/dd/yyyy): For—Writtetrmanuatpremtum:

—S$

Fe8b) Experience modifier:
8a 9a) Written manual premium (unadjusted): 8b9b) Eompletedby: Direct premium written (adjusted):

$) Insuranceearriers $

Note: May Attach Additional Sheets, if needed.

910) Description of operations:

1+611) Attach trend analysis for the last three years, by year:

++12) Describe any planned, programmed or scheduled service for this policyholder:

+213) Describe training program review and provide a list of recommendations made:

1+314) Were accident analysis services provided? * Yes *No  “Not Needed

+415) Were industrial hygiene/health service s provided? ‘' Yes * No *Not Needed

+516) Comments:

17a) Completed by (print name and title, sign): 17b) Date:

(Form instructions on back side)

HS-31-D



Instructions for Completing Accident Prevention Services Worksheet

AWCC-HS-31-D (Rev. +=1266+_7-28-2007)

This form may be obtained from the Accident Prevention Services Program of the Health and Safety Division.

la. Name of policyholder (e.g., “ABC Company”).

1b. Each Arkansas location (by city).

lc. Date of annual renewal. If account is a new policy, include policy inception date.

2a. Standardindustriat-Classtfreation(SHc)—code:

2b—Natromat-Assocratiomrof frsurance-Commsstomers North American Industrial Classification System carrter code. (NAICS Number
- 5 digits, e.g. 21233)

2¢2b.
c.

Number of covered employees.
Hazard index according to A.M. Best Company.

2

s

3. Name of insurance company. If the insurance company is a subsidiary company, enter parent company.
4. Number of claims in the current policy year to date (See item 8c17b) followed by the total number of vistts-claims made each of
the two prior policy years.

45. Frequency indicator = Number of Claims X 100

Number of Employees

56. Lossratio = Incurred Losses X 100
Earmed-Written Manual Premium

67. Number of on=stte—visttsto contacts with the account made by the Field Safety Representative(s) in the current policy year to date
(see item 8cl17b) followed by the total number of visits-contacts made each of the two prior policy years.

Faga. Date of last vistt-contact to- or direct communication with the account by the Field Safety Representative.
8b. Experience modifier.
Fb9a. Written manual premium (unadjusted) for current policy year. If policy is a retrospective, cost-plus or self-rating

plan, enter your best estimate of the annual premium. Contact your carrier’s tax department for assistance.

9b. Direct premium written (adjusted) for current policy year.

Sb—Nameofpersomrwhocompteted-theworksheet:

Sc—Dateworksheet-wascompteted:

910. Enter the policyholder’s type of business. Include a description of the kinds of operations involved as well as their
size (e.g., “Wire goods manufacturing. Bulk rolls of coiled wire and sheet metal are cut to size, welded and painted or plated.
Insured has 3 locations and 12 vehicles.”)

Attach a trend analysis/loss run for each of the last three years.

+12. Describe any programmed, planned or scheduled service that has been established for this policyholder, including
type of service, frequency, etc.
+213. Describe the training programs employed by the policyholder. List training programs recommended by the Field

Safety Representative(s). Tell whether they have been implemented by the policyholder and, if so, how.
14. State whether accidents were of sufficient number to warrant an analysis to identify trends. If yes, briefly describe analysis results
provided to the policyholder.
15. State whether the policyholder’s operations required industrial hygiene/health service. If yes, describe what services were
provided by the insurance carrier.
16. Comment on response/receptiveness of policyholder to recommendation(s) by Field Safety Representative(s).
17a. Name and title (printed) and signature of person completing this worksheet.
17b. Date worksheet was completed.
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RULE 099.32 HAZARDOUS EMPLOYER PROGRAM #099.32
TABLE OF CONTENTS

I CRITERIA FOR IDENTIFYING HAZARDOUS EMPLOYERS
Il NOTICE TO HAZARDOUS EMPLOYERS

1. HEALTH AND SAFETY CONSULTATION

Iv. FORMULATION OF HEALTH AND SAFETY PLAN

V. FOLLOW-UP INSPECTION BY THE HSD

VL. REPORT OF FOLLOW-UP INSPECTION

VI. REMOVAL FROM HAZARDOUS EMPLOYER STATUS
VIII. CONTINUATION OF HAZARDOUS EMPLOYER STATUS
IX. PENALTIES

X. JUDICIAL PROCEEDINGS

XI. RULE REVIEW

I. CRITERIA FOR IDENTIFYING HAZARDOUS EMPLOYERS

A. The Health and Safety Division (HSD) of the Arkansas Workers" Compensation
Commission (the Commission) pursuant to Ark. Code Ann. Section 11-9-409(c) shall identify
hazardous employers based on criteria established by the Commission in this rule. Each
employer identified, continued, or monitored shall have the right to verify employment, iliness,
and injury data used by the HSD, obtain a review of the findings of the HSD by the Chief
Executive Officer (C.E.O.) Of the Commission, and request a hearing before the Full
Commission to contest the findings of the C.E.O.

A request for review by the C.E.O. or hearing before the Full Commission shall

be in writing, setting out the grounds therefore, and shall be filed within fifteen (15) days of the
action from which the request is made. The C.E.O. or the Full Commission, as applicable, shall
decide the issues within fifteen (15) days of receipt of the request for review or hearing.

DEFINITIONS:

1. Number of Employees - Number of employees reported to the EmptoymentSectrity
Department Arkansas Department of Workforce Services. Volunteers, elected officials, and
board members of public entities shall not be counted.

2. Incident - A work-related illness or injury for which compensation is paid, as

set out in Ark. Code Ann. Section 11-9-501. For an illness or injury to be compensable,
the affected employee must miss eight (8) or more calendar days of work. Each iliness or injury
which results in permanent partial disability without lost time, shall also be deemed an incident
for purposes of this rule. lliness or injuries to volunteers, elected officials, or board members of
public entities shall not be counted.

3. Number of Incidents - The total number of incidents reported per employer
during a calendar year. The number of incidents will be tabulated on a site-specific basis
unless reported by the employer in a different manner.

4. Expected Incidence Rate - The benchmark illness and injury rate for each S¥€ North
American Industrial Classification System (NAICS) code. The Expected Incident Rate is
obtained from data compiled from national statistics as reported to the Occupational Safety and




Health Administration (OSHA) and published by the Bureau of Labor Statistics (BLS). Lost work
day cases are defined by OSHA/BLS as those illness and injury cases which resultin one or
more days away from work. Lost work day cases do not include cases where the employee
works in restricted or light duty. If data is not available from the BLS publication, other suitable
sources are used to determine the Expected Incident Rate.

5. Employer Incidence Rate - Derived for each employer according to the
following formula:

(Number of Incidents/Number of Employees) x 100 = Employer Incidence Rate

Site-specific computations will be made only if data is reported to the
Commission by individual location.

6. Hazard Index - Derived annually and based on the preceding year"s
incidence rates for each employer according to the following formula:

Employer Incidence Rate/Expected Incidence Rate_ = Hazard Index

Site-specific computations will be made only if data is reported to the
Commission by individual location.

7. Hazardous Employer - Any employer whose Hazard Index is 1.0 or greater

may be identified as a Hazardous Employer. A Hazard Index of 1.0 or greater indicates
an Employer Incidence Rate which substantially exceeds the Expected Incidence Rate since
Employer Incidence Rates are based on cases which result in eight (8) or more days away from
work while Expected Incidence Rates are based on cases which result in one or more days
away from work.

B. The following criteria shall be used to evaluate employers and identify Hazardous
Employers:

1. Employer Incident Rates and Hazard Indexes will be calculated annually,
based on the preceding year“s incidence rates.

2. When possible, employers with multiple locations in the state shall be

evaluated by individual sites or locations and a Hazard Index will be determined for each

individual site or location. Site-specific evaluation is possible only if data is reported to
the Commission by individual site location.

3. No employer who has only one incident in any single calendar year will be

identified as a Hazardous Employer. However, if two or more incidents occur in any
single calendar year, all incidents occurring during that year will be used to calculate the
Employer Incident Rate and Hazard Index.

4. A Hazard Index of 1.0 or greater indicates an employer whose illness and

injury frequencies during the period evaluated substantially exceeded those that may

reasonably be expected in that employer"s business or industry, since Employer
Incidence Rates are based only on those cases which result in eight (8) or more days away



from work while Expected Incidence Rates are based on cases which result in one or more
days away from work.

5. Employers identified as Hazardous Employers will be ranked in descending
order (from highest to lowest) based on their Hazard Index, with priority attention given
to the higher Hazard Indexes.

C. Employers with a Hazard Index of less than 0.9 will not receive official notification
from the HSD of their status. They may request this information by contacting the HSD by
telephone, letter or fax.

D. Employers with a Hazard Index of 0.9 to 0.99 will receive a courtesy letter from the
HSD notifying them of their status. This letter will be sent to the employer only. The letter will
may contain the following information:

1. Notification that the employer is close to the 1.0 Hazard Index for Hazardous
Employer designation.

2. Programs available from the Arkansas Workers" Compensation Commission

and Arkansas Department of Labor, at no cost to the employer, designed to assist
employers to improve their overall health and safety programs, prevent illness and injuries, and
decrease their incident rate.

E. All employers with a Hazard Index of 1.0 or higher will be issued a Warning Notice. Such
notice shall be in writing and sent to the specific site the employer“s central/corporate
headquarters, and the insurance carrier. The notice shattmay include the following information:

1. Notification that the employer meets the criteria to be identified as a
Hazardous Employer and may be placed in the Hazardous Employer Program during
the twelve (12) months following the notification.

2. Data (including number of employees, number of incidents and Expected
Incident Rate) used to determine the Hazard Index.

3. Programs available from the Arkansas Workers* Compensation Commission

and Arkansas Department of Labor, at no cost to the employer, designed to assist
employers improve their overall safety programs, prevent illness and injuries, and decrease
their incident rate.

Il. NOTICE TO HAZARDOUS EMPLOYERS

A. Upon a determination by the HSD that an employer should be classified as
hazardous, the HSD shall notify the employer and the employer"s workers" compensation
insurance carrier. The notice shall be sent to:

1. The employer by certified mail at the employer"s principal place of business;

and

2. The loss control department or equivalent of the employers workers*

compensation insurance carrier or third party administrator of record in the
Commission*s files.



B. The notice shall be in writing and shall inform the employer of the following
provisions:

1. State that the employer has been identified as a Hazardous Employer;

2. State the facts on which the identification of the Hazardous Employer is
based;

3. Outline the steps the employer is required to take as an identified Hazardous
Employer;

4. Inform the employer of the penalties for failure to take steps required under
the Hazardous Employer Program.

lll. HEALTH AND SAFETY CONSULTATION

A. An employer who receives notification under Subsection II.A. of this Rule must

obtain a health and safety consultation within thirty (30) days by an Approved Professional
Safety Source (APSS) approved by the HSD for that purpose. The APSS may be from the
Arkansas Department of Labor, from the employer"s insurance carrier, an employee of the
employer, or a private consultant.

B. Upon request, the HSD shall provide a list of available Approved Professional Safety
Sources.

C. The APSS shall conduct a hazard survey at each appropriate job site and prepare a
hazard survey report. The report shall be in writing in a format prescribed by the Commission
and shall include a description of any potentially hazardous conditions or practices identified,
along with recommendations for controlling the identified potentially hazardous conditions or
practices and projected dates of correction.

D. The hazard survey report(s) and any attachments shall be filed by the APSS with the
Clerk of the Commission.

E. If the initial consultation and report cannot be completed in the time allowed under
this section, the employer may apply in writing to the HSD for a waiver of the time requirements.
In no case shall the initial consultation exceed 60 days following the date of notification.

IV. FORMULATION OF HEALTH AND SAFETY PLAN

A. Employers who receive notification under Subsection II.A. will develop a health and

safety plan within 30 days of the date of the APSS*" initial report with the assistance of the same
or other Approved Professional Safety Source as referred to in Section Ill. This plan must be
consistent with accepted industry practices. The Health and Safety plan shall include, but need
not be limited to, the following:

1. Management component - Including a written safety policy statement and
assignment, by position or title, of health and safety responsibilities and authority;
2. Analysis component - Including identified operational, health and safety



hazards;
3. Program record keeping system component;
4. Safety and health education and training component;

5. Safety and health audit/inspection component - Including identification, by title
or position, of a qualified person(s) to conduct the audits/inspections;

6. Incident investigation component - Including procedures to identify factors
contributing to near-misses and accidents and institute corrective measures; and,

7. Periodic review and revision of the health and safety program and operational
procedures component - to determine effectiveness of abatement measures.

B. An implementation time line, not to exceed 6 months after the formulation of the
plan, shall be developed and included with the plan.

C. If the employer disagrees with any or all of the plan, the employer shall sign the plan

and attach a statement containing the specific reasons for disagreement with the plan and
proposed alternative solutions to the health and safety issues cited. The HSD will review the
areas of disagreement and notify the employer and the APSS of the decision on each area of
disagreement.

D. The employer"s signature is understood to exclude those areas of the plan for which
there is a stated disagreement, pending a final determination by the HSD.

E. The employer will begin implementation of any or all parts of the plan that are not
subject to the employer"s disagreement. The time lines specified in the plan shall remain in
effect for those parts of the plan the employer is directed to implement. During the review of
the plan by the HSD, the HSD may direct the employer and the APSS to implement a
procedure in lieu of the part of the plan that is in disagreement.

F. The employer shall be responsible for filing the health and safety plan with the HSD
within 30 days of the date of the consultant"s initial report.

G. Reference material for the development of a health and safety plan may be obtained
from the HSD.

V. FOLLOW-UP INSPECTION BY THE HSD

A. Six months after the formulation of the employer“s health and safety plan, or earlier

when requested by the employer with the concurrence of the APSS, the HSD shall conduct a
follow-up inspection to ensure compliance with, and the effectiveness of, the health and safety
plan at the employer"s premises.

B. The inspection shall be conducted and completed during normal work hours.

C. The employer shall allow the HSD access to the employer"s premises, including
remote job sites, and employees during normal work hours to conduct the follow-up inspection.



D. At the time of the inspection, the HSD may consider as evidence of compliance,

information which includes, but is not limited to, visual verification, written policies and
procedures, attendance rosters for training programs, employee interviews, and purchase
orders or receipts for equipment or services necessary to support the accident prevention plan.

VI. REPORT OF FOLLOW-UP INSPECTION

A. The employer, the APSS, and the employer"s workers" compensation insurance
carrier, shall be provided copies of the report of the follow-up inspection by the HSD.

B. The report shall be in writing and shall specify whether the employer has, or has not,
implemented the health and safety plan or other acceptable corrective measures approved by
the HSD.

C. If the employer is found not to have implemented the health and safety plan, the
report shall also contain:

1. A notification that the employer"s Hazardous Employer status is being
continued;

2. Alist of the specific areas of the health and safety plan which have not been
implemented;

3. Alist of the specific actions required of the employer to correct the identified
deficiencies.

VIl. REMOVAL FROM HAZARDOUS EMPLOYER STATUS

An employer shall be removed from Hazardous Employer status if, upon inspection the
HSD determines that the employer has complied with the terms of the health and safety plan.

VIIl. CONTINUATION OF HAZARDOUS EMPLOYER STATUS

A. An employer shall remain on Hazardous Employer status if the employer is found

under Section V. of this Rule (Follow-Up Inspection by the HSD) to have failed or refused to
implement a health and safety plan or other suitable hazard abatement measures as approved
by the HSD.

B. If an employer is not certified for removal from Hazardous Employer status after the
follow-up inspection, the employer shall take the actions specified in the follow-up inspection
report, or other suitable hazard abatement measures as approved by the HSD, as a condition
for removal from Hazardous Employer status.

C. An employer shall file a progress report with the HSD every 60 days until the
employer has been removed from Hazardous Employer status. The report shall include:

1. For Subsection A. of this section only, the list of areas of the health and
safety plan and/or hazard survey report which were identified as not being fully
implemented or abated at the time of the follow-up inspection;



2. Additional areas identified in the follow-up inspection report; and
3. The steps which are being taken to address them.

D. After the required corrective actions have been taken, the employer shall notify the
HSD and request a re-inspection. The request for re-inspection shall be made no later than six
months after the date of the follow-up inspection.

IX. PENALTIES

The Commission may assess a civil penalty against an employer who, at any time in the
process, fails or refuses to implement the recommended health and safety plan or other
suitable hazard abatement procedures, in an amount up to one thousand dollars ($1,000.00)
per day of violation, payable to the Death and permanent Total Disability Trust Fund. Further,
the Commission may petition the appropriate Chancery Court for an order enjoining the
employer from engaging in further employment until such time as the employer implements the
health and safety plan or abatement measure described above and/or makes payment of all
civil penalties. Ark. Code Ann. Section 11-9-409(c).

X. JUDICIAL PROCEEDINGS

The identification as a Hazardous Employer under this rule is not admissible in any

judicial proceeding unless the Commission has determined that the employer is not in
compliance with Rule 32 and that determination has not been reversed or superseded at the
time of the event giving rise to the judicial proceeding.

Xl. RULE REVIEW

The Arkansas Workers" Compensation Commission encourages all interested parties to
participate in promulgating changes to the Rules governing the Hazardous Employer program.
Those who desire input into said changes should submit them in writing to the HSD. After
analysis, the Commission may incorporate such changes to the Rule, following public comment,
pursuant to Ark. Code Ann. Section 11-9-205.

(Revised effective July 28, 2007.)




Form HS-32-A

Ark. Code Ann. §11-
9-409 & AWCC
Rule 32
Rev—1+t+266+

Rev. 6-1-2007

ARKANSAS WORKERS’ COMPENSATION COMMISSION

HEALTH & SAFETY DIVISION
324 Spring Street, Little Rock, AR 72201
Mail: P. O. Box 950, Little Rock, AR 72203-0950
501-682-3930/ 1-800-622-4472

HS-
32-A

AWCC File No.

Hazard Survey Report

Employer Information

1) Company name:

1612) Telephone no.: ( )

2) Mailing Address: 3) City: 4) State: 5)Zip:

6) Physical Address: 7) City: 8) State: 9) Zip:

106) Employer Representative: 117) Title:

128) Address: 139) City: 1416) State: | 15tt) Zip:
1713) Fax no: ( ) 18+#) e-Mail:

Consultant Information

25296) Telephone no.: ( )

1915) Name: 2016) Address:
214%) AWCC/APSS no.: 2218) City: 23) State: 2419) Zip:
262t) Fax no.: ( ) 2722) e-Mail:
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MANAGED CARE

Pursuantto Ark. Code Ann. § 11-9-508 (Rpl. 1996), the following rule is hereby established
in order to implement a voluntary managed care program.

Rule 33 provides for certification, administration, evaluation and enforcement of managed
care organizations (MCO) and internal managed care systems (IMCS).

Pursuant to Ark. Code Ann. § 11-9-514(a)(3) an Arkansas Managed Care System shall be
deemed to exist for a carrier, employer, and/or self-insured employer when more than one
approved MCO is available for contracting purposes to cover the insurance carrier/femployer, and/or
self-insured’s employees.

Managed care becomes effective when:
1. the insurance carrier/employer or self-insured has either contracted with a certified MCO

or the insurance carrier/self-insured or employer has obtained certification of its internal managed
care system (IMCS), and
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2. Notice (Form H) has been posted in accordance with Commission Rule 7.

The applicable MCO/IMCS plan will provide all treatment for work related injuries occurring
after notice is posted. Previous notice given to employees by a certified MCO shall fulfill the above
notice requirements.

. DEFINITIONS
For the purpose of this rule, unless the context requires otherwise:

1. Administrator. “Administrator” means the Administrator of the Medical Cost
Containment Department of the Arkansas Workers’ Compensation Commission.

2. Health Care Providers:

a. Initial Health Care Provider. “Initial health care provider” means a
physician/provider who is primarily responsible for the treatment of a workers’ compensable injury
orillness and who is a medical doctor, osteopath, podiatrist, dentist, optometrist, ophthalmologist,
chiropractor, or oral surgeon, practicing in and licensed under the laws of Arkansas; or under the
laws of another state. This definition shall apply to initial treating physician, regular treating
physician, primary care physician, and initial primary care physician as referred to in Ark. Code
Ann. § 11-9-508 (d)(5)(A) and § 11-9-514(a)(3)(A)(ii).

b. Nonparticipating Health Care Provider. “Nonparticipating health care provider’
means any person, provider, company, professional corporation, organization, or business entity
which chooses not to contract with an MCO/IMCS for the delivery of medical services or supplies
to injured employees.

c. Participating Health Care Provider. “Participating health care provider” means
any person, provider, company, professional corporation, organization, or business entity with
which the MCO/IMCS has contracts or other arrangements for the delivery of medical services or
supplies to injured employees.

d. Regular Treating Physician. “Regular treating physician” means the
provider/physician who is the regular treating physician of the employee and has maintained the
medical records of and has a documented history of treatment with the employee prior to the date
of injury.

e. Optometric or Ophthalmologic Provider. The injured employee shall have
direct access to any optometric or ophthalmologic medical service provider who agrees to provide
services under the rules, terms, and conditions regarding services performed by the managed care
entity initially chosen by the employer for the treatment and management of eye injuries or
conditions. Such optometric or ophthalmologic medical service provider shall be considered a
certified provider by the commission. See Ark. Code Ann. § 11-9-508(e).

3. Internal Managed Care System. “Internal managed care system” (IMCS) means a
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certified in-house managed care system established and operated by an insurance carrier,
employer, or self-insured employer.

4. Managed Care Entity. “Managed care entity” means a Commission approved MCO or
IMCS. See Ark. Code Ann. § 11-9-508 (d)(1), § 11-9-508(d)(5)(A) and § 11-9-514(a)(3)(A)(i) and
(ii).

5. Managed Care Organization. “Managed care organization” (MCO) means an entity
certified by the Arkansas Workers’ Compensation Commission that provides for the delivery and
management of treatment to injured employees and markets these services.

6. Probation. “Probation” means that an MCO/IMCS has been given a specified length
of time in which to remedy any problem(s) of which it has been notified pursuant to Section XIV of
this rule.

7. Revocation. “Revocation” means the termination of certification of an MCO/IMCS to
provide services.

8. Specialized Medical Services. “Specialized medical services” means health care
services other than those provided by an initial health care provider.

9. Suspension. “Suspension” means thataMCO’s authority to enter into new or amended
contracts with insurance carriers, employers or self-insured employers has been suspended by the
Arkansas Workers’ Compensation Commission for a period of time.

Il. INITIAL CHOICE OF PHYSICIAN

The employer shall have the right to select the initial primary care physician from among
those associated with managed care entities certified by the Commission. See Ark. Code Ann. §
11-9-508(d)(5)(A) and § 11-9-514(a)(3)(A)(i). The Insurance Commissioner may allow a rate
reduction for employers who use their carriers’ contracted MCO or IMCS exclusively.

lll. REFERRALS
1. Participating Providers
All referrals by participating health care providers or initial health care providers shall
be to providers who agree to abide by the rules, terms, and conditions of the insurance
carrier/employer/self-insured employer's MCO/IMCS.
2. Non-Participating Providers

a. Non-Participating providers may provide services under the following
circumstances:

(1) Change of physician.



FINAL DRAFT - RULE 099.33
Revised July 12, 2007

When approving a change of physician, the Commission may authorize a
nonparticipating provider/physician to provide services to a worker if:

(a) the provider/physician is the regular treating physician of the employee; and

(b) the provider/physician agrees to refer the employee to the insurance
carrier/employer/self-insured employer's MCO/IMCS for any other treatment thatthe employee may
require; and

(c) the provider/physician agrees to comply with all of the rules, terms, and
conditions of the insurance carrier/employer/self-insured employers MCO/IMCS pursuant to Ark.
Code Ann. § 11-9-508(d)(5).

(2) Emergency Medical Treatment.
(3) When the employee is referred to such provider/physician by the MCO/IMCS.
IV. CHANGE OF PHYSICIAN

Employees should initially request a change of physician from the insurance
carrier/employer/self-insured employer. Within five business days of the employee’s initial request
for a change of physician, the insurance carrier/employer/self-insured employer shall notify the
employee of its decision to grant or deny the change of physician.

Pursuant to Ark. Code Ann. § 11-9-514(a)(3) where the employer has contracted with a
managed care organization certified by the commission, the claimant employee, however, shall be
allowed to change physicians by petitioning the Commission one (1) time only for a change of
physician, to a physician who must either be associated with the managed care entity chosen by
the employer or be the regular treating physician of the employee who maintains the employee’s
medical records and with whom the employee has a bona fide doctor-patient relationship
demonstrated by a history of regular treatment prior to the onset of the compensable injury, but
only if the primary care physician agrees to refer the employee to the managed care entity chosen
by the employer for any specialized treatment, including physical therapy, and only if such primary
care physician agrees to comply with all the rules, terms and conditions regarding services
performed by the managed care entity initially chosen by the employer.

Where the employer does not have a contract with a managed care organization, certified
by the commission, the claimant employee, however, shall be allowed to change physicians by
petitioning the Commission one (1) time only for a change of physician, to a physician who must
either be associated with any managed care entity certified by the Commission or be the regular
treating physician of the employee who maintains the employee’s medical records and with whom
the employee has a bona fide doctor-patient relationship demonstrated by a history of regular
treatment prior to the onset of the compensable injury, but only if the primary care physician agrees
to refer the employee to a physician associated with any managed care entity certified by the
Commissionfor any specialized treatment, including physical therapy, and only if such primary care
physician agrees to comply with all the rules, terms, and conditions regarding services performed
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by any managed care entity certified by the Commission.

Treatment or services furnished or prescribed by any physician other than the ones selected
according to the foregoing, except emergency treatment, shall be at the claimant’s expense.

Pursuant to Ark. Code Ann. §11-9-706, the Medical Cost Containment Division may hold
a person or party in contempt for failure to provide documentation necessary to facilitate a request
for Change of Physician.

V. MULTIPLE MCOs

When an insurance carrier, employer, or self-insured employer contracts with more than
one MCO, the insurance carrier/self-insured employer shall designate to the Commission one MCO
whose rules, terms and conditions will apply to services rendered by change of physician and
referral providers.

VI. RULES, TERMS, AND CONDITIONS OF MCO/IMCS

Rules, terms, and conditions shall be made available upon request by the Arkansas
Workers’ Compensation Commission.

VIl. MCO APPLICATION FOR CERTIFICATION
1. MCO Certification.

a. Any person or entity may make written application to the Administrator for
certification as an MCO.

b. Two (2) copies of the application must be submitted. The application must
include the following specific information to ensure the MCO will be able to meet the provisions of
this rule:

(1) The names of all directors and officers of the organization and the name,
address, and telephone number of a communication liaison for the proposed plan.

(2) The names, addresses, and specialties of the individuals who will provide
services under the MCO.

(3) A statement describing how the plan will ensure an adequate number of health
care providers to give employees convenient accessibility to all categories of providers.

(4) The rules, terms, and conditions regarding the services the MCO will be
providing.

(5) All entities, with whom the MCO has an agreement to perform any of the
functions of the managed care plan, and a description of the specific functions to
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be performed by each such entity. A sample contract which complies with Rule 33,
Section VII.2.d. must be furnished.

(6) A copy of the organizational documents of the applicant, such as the articles of
incorporation, articles of association, partnership agreement, trust agreement, or other applicable
documents, as well as the by-laws or similar document, if any.

(7) A description of the MCO’s Quality Assurance Program which shall include, but
is not limited to:

(a) An internal dispute resolution program.

(b) A medical peer review program.

(c) Pre-admission review program which complies with Rule 30.

(d) Second surgical opinion program.

(e) Utilization Review Program which includes concurrent and retrospective review.
The MCO utilization review program must meet the requirements of Ark. Code Ann. §§ 20-9-902,
et seq. (1989), the Rules & Regulations for Utilization Review in Arkansas, and must be certified

with the Arkansas Department of Health Utilization Review Certification Program as a Private
Review Agent.

(f) Technical and professional review programs which shall comply with Rule 30, and
satisfy the requirements of Ark. Code Ann. §§ 20-9-902, et seq. (1989).

c. The MCO must provide programs through which participating health care
providers may obtain information on the following topics:

(1) treatment parameters adopted by the Commission;

(2) end of healing period;

(3) permanent partial impairment rating;

(4) return to work and disability management;

(5) health care provider obligation in the workers’ compensation system; and

(6) other topics the MCO or Commission deems necessary to obtain cost effective
medical treatment and appropriate return to work for an injured employee.

The medical director of an MCO must document attendance for a minimum of six
(6) hours of education during the first year, and three (3) hours each year thereafter, covering any
of the topics listed in items (1) to (6) above. The documentation shall be submitted to the
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Administrator upon request. The medical director or designee must be available as a consultant
on these topics to any health care provider delivering services under the MCO.

d. The MCO must describe its program for medical case management which must
at a minimum comply with the following rule requirements:

(1) A description of how medical case management will be provided.
(2) Retention of Medical Case Manager.

A medical case manager shall monitor, evaluate, and coordinate the delivery of
quality, cost effective medical treatment and other health care services needed by an injured
employee. Medical case managers should ensure that the injured or disabled employee is
following the prescribed medical care plan, and shall promote an appropriate, prompt return to
work. Medical case managers shall facilitate communication between the employee, employer,
insurance carrier/self-insured, health care provider, managed care plan, and any assigned
vocational rehabilitation counselor to achieve these goals.

(3) Qualifications of medical case manager.

A medical case manager for the purposes of this Rule means an individual who
provides or supervises the provision of medical case management services under the MCO and
who is either:

(a) a physician licensed in Arkansas; or

(b) a Designated Certified Case Manager (CCM) by the Certification of Insurance
Rehabilitation Specialists Commission for Case Manager Certification; or,

(c) currently licensed as a Registered Nurse (RN); or,
(d) currently licensed as an Occupational Health Nurse; or,

(e) currently licensed as a Licensed Practical Nurse (LPN) and have 18 months
supervised clinical experience and 6 months acceptable case management experience.

e. Each application for original certification, or application for certification following
revocation, must be accompanied by a non-refundable fee of $500.

f. An application received by the Commission shall be approved within forty-five (45)
days of receipt of all required information if such application meets all certification requirements.
Further information or clarification of submitted information may be requested from the applicant.
Failure to respond to a request from the Commission or failure to meet the requirements shall
result in a denial of certification. A letter detailing the reason(s) for denial shall be sent to the
applicant within five (5) working days of the decision by the Commission to deny the application.
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d. An applicant denied certification shall be permitted to reapply no earlierthan thirty
(30) days after receipt of the notice of denial of certification. Such application shall be
accompanied by a non-refundable fee of $250. In no event shall an entity be allowed to reapply
for one (1) year after having been denied certification three (3) consecutive times.

h. MCOs shall be initially certified for two years and must undergo certification
review every two years thereafter.

2. Contracts.

a. In order to provide management of treatment for injuries and diseases
compensable under the Arkansas Workers’ Compensation Act, an MCO may contract with:

(1) An insurance carrier licensed by the Arkansas Department of Insurance to write
workers’ compensation insurance in this state that has provided the Commission with a current A-
13[*], or

(2) An individual employer or group of employers approved for self-insurance by the
Commission.

(3) An employer.

b. An MCO shall provide comprehensive medical services in accordance with its
certification to all injured workers covered by the insurance carrier/employer/self-insured contracts.

c. Copies of all contract agreement(s) shall be made available upon request from
the Arkansas Workers’ Compensation Commission.

d. When a MCO contracts with an insurance carrier/employer/ self-insured
employer to provide services, the contract shall specify those employers governed by the contract.
The MCO contract must include the following terms and conditions when establishing who is
governed by the contract:

(1) Insurance carriers/employers/self-insured employers may contract with more
than one MCO to provide services for employers, however, all workers at any specific employer’s
location with accepted compensable injuries shall be governed by the same MCO(s).

(2) To ensure continuity of care, the MCO contract shall specify the manner in which
injured workers with compensable injuries will receive medical services when an MCO contract
terminates. When MCO coverage for an injured work is transferred from one MCO to another, the
worker may continue to treat with his/her attending physician until a change of physician occurs.

e. Notwithstanding the requirements of this rule, failure of the MCO to provide such
medical services does notrelieve the insurance carriers/employers/self-insured employers of their
responsibility to ensure that medical benefits are provided to injured workers.
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VIIl. IMCS’s APPLICATION FOR CERTIFICATION
1. Anyinsurance carrier, employer, individual self-insured employer, or group self-insured
employer may make application to the Administrator for certification of its in-house managed care

system.

2. The application must include the following specific information to ensure the IMCS will
be able to meet the provisions of this rule:

a. The name, address, and telephone number of a communication liaison for the
IMCS.

b. A description of the IMCS. The description of the IMCS must include the rules,
terms, and conditions regarding the services the IMCS will be providing.

c. Alist of the names, addresses, and specialties of the individuals who will provide
services for the IMCS.

d. The name(s) and qualifications of those individuals who will be providing case
management services for the IMCS.

e. The description of a program for medical case management which shall not be
limited to but which must at a minimum comply with Section VII.1.d. of this rule.

f. The description of a program for quality assurance which shall not be limited to
but which must at a minimum comply with Section VII1.1.b.(7) of this rule.

3. Each request for certification of an IMCS must be accompanied by a non-refundable
application fee of $500.00.

4. Approval of certification is dependent upon proof of compliance with the above.

5. An approved IMCS may provide services only to their policyholders, employees, and/or
group self-insured employers.

IX. REPORTING REQUIREMENTS
1. MCO Reporting Requirements.

a. In order to maintain certification, each MCO shall provide within thirty (30) days
following each anniversary of certification the following information for the previous calendar year:

(1) a current membership listing by category of medical service providers, including
provider names as required in Section VIII of this rule; and
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(2) a listing of all employers covered by each contract.

(3) a summary of any sanctions or punitive actions taken by the MCO against
participating health care providers;

(4) a summary of actions taken by the MCQO’s peer review committee which shows
the number of cases reviewed, issues involved, and action taken;

(5) a list of entities other than health care providers that perform any of the functions
of the MCO plan, which were not previously provided with the application for certification.

(6) any other information requested by the Commission which is deemed
reasonable/necessary to monitor the MCO’s compliance with the requirements of this rule.

b. The MCO must report to the insurance carrier/employer/self-insured employer,
and Arkansas Workers’ Compensation Commission any data regarding medical, surgical, and
hospital services related to a workers’ compensation claim requested by the insurance carrier,
employer, self-insured employer, or Arkansas Workers’ Compensation Commission.

2. IMCS Reporting Requirements

In order to maintain certification, each IMCS shall provide within thirty (30) days
following each anniversary of certification the following information:

a. a summary of any sanctions or punitive actions taken by the IMCS against
participating providers;

b. a summary of actions taken by the IMCS’s peer review committee which shows
the number of cases reviewed, issues involved, and action taken;

c. any other information requested by the Commission which is deemed
reasonable/necessary to monitor the IMCS’s compliance with the requirements of this rule.

d. any significant changes in the certified plan or provider network.
X. RECORD MAINTENANCE

1. Every MCO/IMCS that is certified to provide medical services as required by this rule
shall maintain records for three (3) full calendar years.

2. If the insurance carrier’s/lemployers/self-insured employer’s contract with the MCO is
canceled for any reason, all MCO records relating to treatment provided to workers within the MCO
must be forwarded to the insurance carrier/employer/self-insured employer upon request.

3. Individual MCO/IMCS participating providers must maintain claimant medical records.
The records must be legible and cannot be kept in a coded or semi-coded manner unless a legend
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is provided within each set of records. The records shall contain:
a. objective and subjective findings; and

b. complete case history of the services rendered (diagnostic and therapeutic
procedures employed) to each claimant, and the time involved if the procedure being billed is
based upon time.

Xl. DISPUTE RESOLUTION
1. MCO/IMCS Internal Dispute Resolution Program

Disputes, other than choice and change of physician, which arise on anissue related
to managed care, such as the question of inappropriate, excessive, or not medically necessary
treatment, medical disputes, disputes regarding non-participating providers, etc., between the
employee, health care provider, managed care plan, insurance carrier/self-insured employer, or
employer shall first be processed without charge to the employee or health care provider through
the dispute resolution process of the MCO/IMCS. Disputes must be in writing and filed within thirty
(30) days of the dispute. The MCO/IMCS dispute resolution process must be completed within
thirty (30) days of receipt of a written request. If the dispute cannot be resolved, or one of the
parties so requests in writing, the Administrator shall assist in resolution pursuant to the
administrative review process as set out below. For change of physician see Section IV of this rule.
For choice of physician see Section Il of this rule.

2. Administrative Review.
The process for administrative review of such matters shall be as follows:

a. Therequestforadministrative review shall be madein writing to the Administrator
within ninety (90) days of the disputed action. No administrative review shall be granted unless the
request is in writing and specifies the grounds upon which the action is contested and is received
by the Administrator within ninety (90) days of the contested action, unless the Administrator or
his/her designee determines that there was good cause for delay or that substantial injustice may
otherwise result.

b. When the request for administrative review is received by the Administrator and
it is determined that the Commission has jurisdiction over the cause of action, all parties shall be
notified by certified mail return receipt requested. All parties shall have thirty (30) days from the
date of receipt of notification to submit further evidence, documentation, or clarification to the
Administrator.

c. The review may be conducted by the Administrator or the Administrator’s
designee. The review may include a hearing where all parties to the dispute will be required to
attend. All hearings will be recorded. Failure to appear at such hearing may result in dismissal of
the request for administrative review.
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d. An order or award shall be issued within thirty (30) days.

e. Any party feeling aggrieved by the order of the Administrator shall have ten (10)
days from the date of the notification to request a rehearing. A request for rehearing shall be in
writing and shall state the grounds upon which the moving party relies. Upon a finding that the
record is not complete or that error was made in the hearing process, the Administrator may order
a rehearing. A rehearing shall follow the same procedure as the initial administrative review.

f. Any party feeling aggrieved by the rehearing order of the Administrator shall have
ten (10) days from the date of the notification to appeal the ruling to an Administrative Law Judge
of the Arkansas Workers’ Compensation Commission. The notice of appeal shall be filed with the
Clerk of the Commission. The notice of appeal shall contain the following:

(1) a copy of the Administrative Review Order appealed; and

(2) copies of all materials submitted to the Administrator in the administrative review
proceedings; and

(3) a statement identifying each portion of the Administrator’s order claimed to be
in error; and

(4) an explanation of how each portion of the Administrator’s order conflicts with
Rule 33.

The appealing party shall mail a copy of all materials which are filed in the appeal
to each opposing party. No response to the appeal of the Administrator’s order is required. A
decision must be entered by the Administrator or Administrator's designee before any appeal may
be brought.

An order or award of an Administrative Law Judge shall become final unless a party
to the dispute shall, within thirty (30) days from the receipt by him of the order or ward, petition in
writing for a review by the Full Commission of the order or award. See Ark. Code Ann. § 11-9-711
(a)(1)(1987).

An order or award of the Commission shall become final unless a party to the
dispute shall, within thirty (30) days from receipt of the order or award, file notice of appeal to the
Court of Appeals. See Ark. Code Ann. § 11-9-711(b)(1987).

Xll. MONITORING/AUDITING

1. The Commission for good cause may monitor and conduct periodic audits and special
examinations of the MCO/IMCS as necessary to ensure compliance with the MCO/IMCS
certification and performance requirements and any applicable Rule 30 requirements.

2. All records of the MCO/IMCS and their individual members shall be disclosed within a
reasonable time upon request of the Commission. These records must be legible and cannot be
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kept in a coded or semi-coded manner unless a legend is provided for the codes.
Xlll. CHARGES AND FEES

1. Billings for medical services under a MCO/IMCS shall be submitted in the form and
format as prescribed in Rule 30. The payment of medical services may be less than, but shall not
exceed, the maximum amounts allowed pursuant to Rule 30 of the Arkansas Workers’
Compensation Commission.

2. Fees paid to medical providers who are not subject to the terms of an agreement with
an MCO/IMCS shall be governed by the provisions of Rule 30 of the Arkansas Workers’
Compensation Commission.

3. Balance billing as defined in Rule 30 by medical providers and/or facilities is specifically
prohibited. The MCO/IMCS must have an effective plan for handling balance billing.

XIV. COMPLAINTS/INVESTIGATION

1. Complaints pertaining to the operations of a MCO/IMCS shall be directed in writing to the
Administrator. Upon receipt of a written complaint, or after monitoring the MCOs/IMCSs, the
Administrator may investigate the alleged violation. The investigation may include, but shall not
be limited to, requests for and review of pertinent MCO/IMCS records, interviews with the parties
to the complaint, or consultation with an appropriate committee of the medical provider’s peers.
If the investigation reveals a violation, the certification may be suspended or revoked or the IMCS
may be placed on probation. The Administrator may return the complaint to the originating party
for completion if the complaint does not satisfy the requirements of this rule. The complaint must:

o

state the grounds for alleging a rule violation;
b. include the specific contentions of error;
c. state the complainant’s request for correction and relief; and
d. include sufficient documentation to support the complaint.
2. Upon completion of the investigation, if the Administrator determines there has been a
\r/lij(lj(ljtion, the Administrator may issue sanctions and/or penalties pursuant to Section XV of this

XV. SUSPENSION/REVOCATION

1. The certification of an MCO/IMCS may be suspended, placed on probation or revoked
by the Administrator if:

a. the MCO/IMCS Plan for providing services fails to meet the requirements of this
rule;
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b. service under the plan is not being provided in accordance with the terms of the
certified plan;

c. any false or misleading information is submitted by the MCO/ IMCS or any
participating providers of the organization;

d. the MCO/IMCS continues to use the services of a health care provider whose
license, registration, or certification has been suspended or revoked; or

e. there is a change in legal entity of the MCO/IMCS which does not conform to the
requirements of this rule;

2. For the purpose of this rule:

a. “Suspension” means an MCO may not enter into new contracts with insurance
carrier/lemployers/self-insured employers for a specified period of time. The suspension period
may be imposed for a period up to a maximum of one year.

b. “Probation” means that an IMCS has been given a specified length of time in
which to remedy any problem(s) of which it has been notified pursuant to Section XIV of this rule.

c. “Revocation” means a permanent revocation of a MCO/IMCS's certification to
provide services under this rule.

3. A show cause hearing may be held at any time the Administrator has reason to believe
a MCO/IMCS has failed to comply with its obligations under the Arkansas Workers’ Compensation
Act, Commission Rules, or orders of the Administrator, or when serious questions of operation of
an MCO/IMCS warrant a hearing.

4. Suspension, probation, or revocation under this rule will not be made until the
MCO/IMCS has been given notice and the opportunity to be heard at a hearing before the
Administrator to show cause why it should be permitted to continue to provide services under this
rule.

5. The process for suspension/probation/revocation shall be as follows:

a. The Administrator shall provide the MCO/IMCS written notice of an intent to
suspend, place on probation, or revoke the MCO/IMCS'’s certification and the grounds for such
action. The notice shall also advise the MCO/IMCS of its right to participate in a show cause
hearing and the date, time and place of the hearing. The notice shall be sent by certified mail at
least thirty (30) days prior to the scheduled date of the hearing.

b. After the show cause hearing, the Administrator may issue an order suspending,
placing on probation, or revoking the MCO/IMCS.

¢. Upon suspension or probation the MCO/IMCS may continue to provide services
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in accordance with the contracts in effect at the time of the suspension/probation. Prior to the end
of the suspension/probation period the Administrator shall determine if the MCO/IMCS is in
compliance. If the MCO/IMCS is in compliance, the suspension/probation will terminate on its
designated date. If the MCO/IMCS is not in compliance, the suspension/probation may be
extended without further hearing or revocation proceedings may be initiated. A suspension/
probation may be set aside prior to the designated end of the suspension/ probation period if the
Administrator is satisfied that the MCO/IMCS is in compliance with Rule 33.

d. If the MCO/IMCS certificate is suspended, placed on probation or revoked the
Administrator shall allow for a rehearing and shall give the MCO/IMCS at least ten (10) days notice
of the time and place of the rehearing. Within thirty (30) days after the hearing, the Administrator
shall either affirm or withdraw the revocation and give the MCO/IMCS written notice thereof by
registered or certified mail. If revocation is affirmed after rehearing by the Administrator, the
revocation is effective ten (10) days after the MCO/IMCS receives notice of the affirmance, unless
the MCO/ IMCS appeals to an Administrative Law Judge.

e. If the revocation is affirmed following judicial review by an Administrative Law
Judge, the revocation is effective ten (10) days after entry of the final decree of affirmance.

6. After revocation of a MCO/IMCS’s authority to provide services under these rules has
been in effect for one (1) year or longer, it may petition the Administrator to restore its authority by
submitting a plan and application in the form and format as required by Sections VIl and VIII of this
rule.

7. Insurance carrier/employer/self-insured employer contractual obligations to allow aMCO
to provide medical services for injured workers shall be null and void upon revocation of the
MCO/IMCS certification by the Administrator.

8. Any contractual obligations of a health care provider or other entity to deliver medical,
surgical, or hospital services pursuant to the Arkansas Workers’ Compensation Act or to comply
with any rules, terms, and conditions of the MCO/IMCS or to make referrals into the MCO/IMCS
shall be null and void upon revocation of the certification of the MCO/IMCS.

XVI. SERVICE OF ORDERS

1. When the Administrator suspends/places on probation or revokes certification of an
MCO/IMCS or assesses a penalty, the order, including a notice of the party’s appeal rights, shall
be served upon the party.

2. The order shall be served by delivering a copy to the party through certified mail return
receipt requested or in any manner provided by the Arkansas Rules of Civil Procedure.

XVil. AMENDMENT/CHANGES

Any amendments and/or changes to the certified MCO/IMCS plan must be approved by the
Administrator before becoming effective.
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XVIIl. APPLICABILITY OF RULES

1. This revised rule was adopted December 3, 1996 and shall govern all Arkansas Workers’

Compensation managed care organizations and/or internal managed care systems from January
20, 1997 forward.

2. The provisions of these rules shall be applicable to all such managed care organizations
and/or internal managed care systems and services rendered thereby, subsequent to the effective
date of this rule.

* Form A-13 was replace by WCC Form | (Insurance Coverage), a 6" x 4" card.

(Adopted July 1, 1994; Revised Effective January 20, 1997; Revised effective November 14, 1999;
Revised effective July 28, 2007.)



FINAL DRAFT - RULE 099.33
Revised July 12, 2007



Form HS-36-A

Ark. Code Ann. §11-
14-101 & AWCC

ARKANSAS WORKERS’ COMPENSATION COMMISSION

HEALTH & SAFETY DIVISION
324 Spring Street, Little Rock, AR 72201

HS-

Rev ?‘i'i?}g L Mail: P. 0. Box 950, Little Rock, AR 72203-0950 36-A
o 501-682-3930 / 1-800-622-4472

Application Type: Qlnitial/first time application

Application for Voluntary Drug-Free Workplace Program

JRenewal (Approval no. ) 1 Termination of Participation

Company Information

1) Company name: 2) Address:
3) City: 4) State 5) Zip:
6) FEIN: 7) SIENAICS: 8) Effective date of drug-testing program:

9) Company contact: 10) Telephone no.: ( )

11) Title: 12) e-Mail:

13) Workers’ compensation insurance (WCI) status: OSelf-insured Purchase (WCI)

14) Insurance carrier or third party administrator (TPA):

15) Average number of employees during the most recent calendar year: 15a) Full-time: 15b) Part-time:

+Hor-Averase-numberolleased-or temperan—emploveesdurinothe most recenicalendaryear——M

+A-Eisteasingcompanies OF- LEMPOrary agencies us

Nrua Tactina Pracram

Collection-site:Program Manager or Third Party Administrator +816) Name:

1917) Address:

2018) City: 2119) State: 2220) Zip: 2321) 2422) Dirbert Heito e

Testing Lab: 2623) Name:

2724) Address:

2825) City 2026) State: 3027) Zip: 3128) Telephone no.: ( )
Certification 3229) SAMSHA 3330) CAP-FUDTAP 3431) Other (specify):
MRO: 3532) Name: 3633) Address:

3734) City: 3835) State: 3936) Zip: 4037) Telephone no.: ( )

4138) MRO certification no.: 4239) Other qualifying certification (please attach explanation describing how this meets the

Rule 36 requirements for an MRO):

HS-36-A




_(40)Summary Statistics
Please-provide-the-following-informationfor-the-mostrecently-completed-calendar-year-Please attach the most recent year-end
summary report from your testing laboratory or a letter certifving that no tests were required to be performed and who (no hires,
no accidents, etc.).

Job Heasonable Post-decident Follow—Up Routine Fitness | Other-(please
Applicant Suspieion for-Duty speciy)

433 Fotabpo- ot drus
tests

44 Totab nosof

45 Martidana

46) Opiates

R
48 -Amphetamines

Shetither
verHbed positive
alcoholtests)

Employer Certification (complete for all applications)

I certify the above information is, to my best knowledge, true and accurate. I further certify that I understand submitting false
information on this application may constitute workers’ compensation fraud (Ark. Code Ann. §11-9-106). I certify that at each of the
above mentioned locations a drug-free workplace program has been put in place which is in full compliance with the requirements of
AWCC Rule 36.

(3341)

Signature of Owner/Officer and Title Date

(5442)

Notary/Date and State of Commission Date

The completed and notarized application should be sent to:
Voluntary Drug-Free Workplace Program
Health and Safety Division
Arkansas Workers’ Compensation Commission
P.O. Box 950
Little Rock, AR 72203-0950
HS-36-A
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AWCC Rule 099.39 #099.39

FILING REQUIREMENTS / REPORT CARDS / SANCTIONS

1. FORM FILING / PAYMENT REQUIREMENTS

A. Form Filing

1. General

a. Claims to be filed with the Commission shall include, but not be limited to:

(1) Claims involving more than seven (7) days of disability:
(2) Controverted medical only claims:

3) Claims involving Commission assisted change of physician;
(4) Any other claim where filing with the Commission is desired to preserve any

rights.

b. All forms filed with the Commission shall reference, if previously established, the
Commission file number.

C. Any form, notice, or First Payment of compensation required by the Act,

Commission Rule and/or Advisory shall be filed or paid in the form and manner, and
within the time prescribed by the Commission.

d. Any claim filed with the Commission and receiving a Commission file number must
include a Form 1. Form 2. Form 3 (where applicable), and a Form 4, filed in the form

and manner prescribed by the Commission.

(1) Form 1 filings may be returned if determined by the Commission the claim

involves medical only benefits. unless the Form1 is clearlymarked to indicate
anticipated indemnity benefits or pending controversion.

(2)

(a) All original claims filed with the Commission require a response from the

carrier or self-insurer as to the acceptance or controversion of the claim via
a Form 2 filing. If the claim is controverted, the Form 2 shall clearly state the
reason(s) the claim is not accepted as compensable. If, after the initial
indication as to acceptance or controversion of a claim, the position of the
carrier or self-insurer changes, the claim office shall make an amended Form

2 filing reflecting its current position as to acceptance or controversion.
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b) All claims filed with the Commission will be deemed to be temporary total
disability (TTD) cases unless specifically marked otherwise via a Form 2

filing.

3 A Form 4 must be filed with the Commission in order for a claim to be closed
by a carrier or self-insurer.

2. Acceptability

All applicable boxes/blanks are to be completed on all submitted Commission forms. Any
form filed with the Commission with missing, incomplete, or inaccurate information or
containing data that requires additional documentation may be “rejected” and shall be
considered as not filed. Any carrier or self-insured having a form rejected by the Commission
may be subject to sanctions. Upon determination of a form as “rejected”, the Commission

shall provide notice to the designated claim office of the determination and the specific
reason(s) for the rejection of the form.

3. Claims for Compensation - Form C Filings

a. All claims established with the Commission by a claimant (or claimant’s attorney)
utilizing Commission Form C (Claim for Compensation) will be subject to the
established Report Card standards for form filing timeliness.

b. Upon receipt of a Form C, the Commission shall send notice to the designated claim
office of the carrier or self-insurer (includes group self-insurers and individual self-

insurers) on record as having coverage for the employer listed on the Form C as of
the date of the injury or death. The date of such notice shall serve as the date on
which the employer was notified for Report Card purposes, and shall not relieve the
employer of its obligation to file a Form 1, Form 2, or any other form required within
the time frames provided by law.

C. If a Form C is filed subsequent to the establishment of a claim, the designated claim

office shall provide to the Commission a narrative response indicating the current
status of the claim and addressing the claim(s) made in the Form C filing. Ifa Form

2 has previously been filed, an amended Form 2 is only necessary if the position of
acceptance or controversion has changed.

I1. TIMELINESS STANDARDS / REPORTS

A. Timeliness Standards

1. The Commissioners have established minimum filing standards, including time frames by
which the standard will be based, for the timely filing of a particular form or notice or for the
timely making of any compensation payments. Establishment of a minimum standard shall
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not be considered as condoning a late filing or payment or preclude the Commission from
assessing civil penalties (fines) as provided under Arkansas law.

2. The established minimum. acceptable standards as to the timely filing of specific forms and
the timely making of compensation payments for all claims involving indemnity benefits
whether accepted or controverted, are as follows:

a. Form 1 - (Workers’ Compensation - First Report of Injury or Illness) - A minimum

70.00% of Form 1 filings required by Arkansas law, Commission Rule, or
Commission Advisory shall be filed in a timely manner.

b. Form 2 - (Employer’s Intent to Accept or Controvert Claim)- A minimum 70.00%
of Form 2 filings required by Arkansas law, Commission Rule, or Commission
Advisory shall be filed in a timely manner.

c. First Payment - (First payment of compensation paid to the claimant) - A minimum
80.00% of First Payments are to be paid to claimants in uncontroverted cases as

required by Arkansas law, Commission Rule, or Commission Advisory in a timely
manner.

d. Form 4 - Zero claims appearing in the “Unresolved” section of the “AR-4
Monitoring Report”.

B. Calculation of Timeliness -

For Report Card purposes only, timeliness shall be calculated from the latter of, the date of
employer’s receipt of notice or knowledge of injury, or the first date of disability or date indemnity
triggered to the earliest receipt of an acceptable version of the specific form. First Payments shall be
calculated to the date on which the first payment of compensation was issued to the claimant.

1. Date indemnity triggered applies only in those cases where disability is not continuous from
the first day of disability to the eighth (8th) day of disability. In the event of intermittent

disability, the eighth (8") day of disability shall be used as the date indemnity triggered and
indicated on the Form 2.

2. Cases involving only Permanent Partial Disability (PPD) benefits shall use the date on which
medical documentation of the PPD rating was received by the employver, carrier, self-insurer,

designated claim office, or any claim office handling the claim for the carrier as the date
indemnity triggered (disability date) and indicated on the Form 2.

3. Form submissions via Electronic Data Interchange (EDI)
a. Form transmissions via EDI that do not meet the Technical Edit and Mandatory Data
requirements will be rejected and returned to the reporting entity.
b. EDI transmissions received on the “transmission date” indicated in the EDI Trading

Partner Agreement shall reflect the date the form was input into the reporting entities
system as the date received by the Commission.

C. EDI transmissions received after the “transmission date” indicated in the EDI
Trading Partner Agreement shall reflect the date of the transmission to the

Commission as the date received by the Commission.




Final Draft - Rule 099.39

Last Revised - June 18, 2007 (3:15 pm)

C. Reports

The Commission shall issue, to each carrier and each self-insurer, reports reflecting the performance
or status of the carrier or self-insurer in meeting any standard for any filing or payment for which a
standard has been established. No report shall be issued to a carrier or self-insurer when, for a
specific standard, there are no cases for which performance or status can be rated. Reports shall be
issued with a frequency to coincide with any time frame established for such standard. Reports shall

be furnished to the designated Administrator and designated claim office.

1. Report Card

The Commission shall issue to each carrier and self-insurer a “Report Card” indicating its
performance as to the timely filing of Form 1, Form 2 and the timely making of the First

Payment of compensation. The Report Card shall indicate the percentage of timely filings
or payments for that quarter and also provide a vear to date (calendar year basis) percentage.

The Report Card will consist of two (2) parts; The Form 1 Report Card and the Form 2
Report Card (which will include First Payments).

a. The Form 1 Report Card shall list claims based on the receipt date of the Form 1.

b. The Form 2 Report Card shall list claims based on the “due date” of the Form 2. The
due date of the First Payment will always be the same as the due date of the Form 2.

For Form 1 and Form 2 “grades.” the Report Card shall list all claims reported to the

Commission during the previous quarter involving indemnity benefits (whether accepted or

controverted). For the First Payment grade, claims involving controversion of benefits shall
not be considered in grade determination.

2. Form AR-4 Monitoring Report

The Commission shall issue to each carrier and self-insurer a report indicating those claims
for which a Form 4 has been rejected. and an acceptable Form 4 has not been received. This

report will have two (2) sections: “Rejected AR-4's” and “Unresolved AR-4's”

(1) The “Rejected AR-4" section will list all claims for which a submitted AR-4

was rejected in the quarter immediately preceding the date of the report and
the Commission has not yet received an acceptable Form 4 (and/or required

documentation).

(2) The Unresolved AR-4 section will list all claims appearing in the “Rejected”
section of the previous quarter’s Form AR-4 Monitoring Report for which the
Commission has not yet received an acceptable Form 4 (and/or required
documentation). Any claim appearing in the “Unresolved” section will
remain in unresolved status until an acceptable Form 4 (and supporting
documentation) is received.
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The Form AR-4 Monitoring Report shall be cumulative. Any claim listed shall continue to
be listed until any deficiencies are corrected.

D. Correction Requests

1. Report Cards - For any claim listed on either the Form 1 or Form 2 Report Cards which
reflects incorrect data, a “correction request” may be made. Correction requests may be
made for only those claims listed in the quarter immediately preceding the issuance of the
Report Card. Such correction request shall:

1 Be submitted to the Commission only by the designated claim office (even

if other claim offices are utilized) or by the Administrator.

(2) Be made in writing, including contact information for the writer;

(3) Be received by the Commission within thirty (30) days of the issuance of the
Report Card:;

(4) Identify the claim in question by AWCC file number, claimant’s name, and
date of injury.

(5) State the specific nature of the correction to be made;

(6) State why the correction should be made;

(1) Include any necessary documentation to support why the correction should

be made; the Commission may require a revised form.

All correction requests are subject to approval or rejection by the Commission, on a case by

case basis and for good cause. The Commission may allow corrections to prior quarters at
its discretion.

2. Form AR-4 Monitoring Report

As this report is cumulative in nature, and is based on the acceptability of the Form 4,
“corrections” are not typically required or necessary: however, situations may arise that
necessitate a “review” of a particular claim.

a. Should a claim be listed for which proper documentation and/or arevised Form 4 has
been previously submitted. a “review” request may be submitted. Such request shall:

(1) Identify the claim in question by AWCC file number and claimant’s name;

(2) Indicate the reason for review (specify corrections and/or documentation
submitted);

(3) Indicate the date on which the revised Form 4 and/or documentation was
provided (including the method of submission).

b. Should a claim be listed for which the claim has reopened, the claimant has resumed
treatment, and/or additional indemnity benefits have been or are being paid, a review
request shall be submitted along with documentation substantiating an ““open” status
of the claim.

The Commission file will be reviewed and the claim removed from the Form 4 Monitoring
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Report if appropriate. If additional information is required, the Commission will provide
notice specifying the corrections/documentation needed.

111. SANCTIONS
A. Report Cards
1. Imposition of Sanctions

If any two (2) consecutive quarterly Report Cards for any one carrier or self-insurer reflect

2.

a performance level, for either Form 1. Form 2 and/or First Payment, that falls below the
minimum standards established, the Commission shall impose sanctions.

Sanction Levels

Any carrier or self-insurer failing to meet any standards established by the Commission, shall

be subject to sanctions in the form and manner the Commission deems appropriate.

B. Form AR-4 Monitoring Report
1. Imposition of Sanctions
Any carrier or self-insurer having a claim, or claims, appearing in the “Unresolved” section
of the report may have sanctions imposed.
Iv. Fines

Any fines assessed shall be assessed against the carrier or self-insurer. Responsibility for the payment of

any fine rests with the carrier or self-insurer, whether or not actually paid by a third party administrator

(TPA). All fines shall be payable to the Arkansas Workers” Compensation Commission.

A.

Report Card Fines

At the close of the Report Card correction period and after the processing of correction

requests received for that quarter, each carrier or self-insured employer to which fines are
applicable will be issued a “revised” Report Card incorporating the approved corrections.
Fines shall then be administratively assessed on each late filing and on each late payment
reflected in the revised Report Card in accordance with the sanction level applicable to that
carrier or self-insurer.

An invoice for each carrier and self-insurer assessed with a fine(s) will be generated in

sufficient detail to document the fine assessments by claim file number, claimant name, form
on which the fine is assessed, and amount. The invoice, a copy of the re-calculated Report
Card and or a copy of the Form AR-4 Monitoring Report, and a cover letter shall be sent to

the Administrator advising of the assessment of the fine(s) and the due date by which the

assessed fine(s) are to be paid.




Form AR-A

§ 11-9-
102(9)(D), 11-
9-402 Revised
6-18-2007

Ark. Code Ann.

ARKANSAS WORKERS’ COMPENSATION

COMMISSION
324 Spring Street, Little Rock, AR 72201
Mail: P.O. Box 950, Little Rock, AR 72203-0950
501-682-3930/1-800-622-4472

Be sure to include: Application

Notarized Certificate

Check or Money Order for $50 made payable to

Arkansas Workers’ Compensation Commission

APPLICATION FOR CERTIFICATE OF NON-COVERAGE

Please note prior to completing this Application:

(a) mrthe-state in which three (3) or more employees are regutarty employed by the same employer;
(b) in which two (2) or more employees are employedbyanyperson engaged in building or building repair

(¢) in which one (1) or more employees are is employed by a contractor who subcontracts any part of his

In order to arrive at the above number, employee is defined to include, but is not limited to, an owner, a sole
proprietor, a partner or partners who devote full-time to the partnership, a full-time employee, a part-time

Exchrsiomofbusi fesstoms—fromthe-defimitomof-“emmtovee mmdertrw—d
Hrsafetony forprime—contractorstocompetsoteproprictorsor partrerships-topay orcontributeto

It is a felony for any employer or contractor to compel any employee or sub-subcontractor to pay for, or

e atfetomrForor: 1 ol etors: "
1 oot Certifs ENom€ frertire—sol ctor o :

It is a felony for any employer or contractor to compel any employee or sub-contractor to obtain a

Sof - c v ho-d bt 1 . i i

Address below must be the applicant’s OWN business or home address, NOT address of company to whom

1. Arkansas law generally requires workers’ compensation insurance for every employment:
work;
contract;
(d) in which one (1) or more employees are is employed by a subcontractor.
2.
employee, and a volunteer.
3=
43 T i i i
contribute to, workers’ compensation insurance coverage.
54
doesmotdesiretodoso-
Certificate of Non-Coverage.
ony
UNEESSthey obtammra€ertrficateof Non=Coverage:
#5
the applicant is contracting or for whom the applicant is doing a project.
6.

Any questions or comments may be referred to your workers’ compensation insurance agent or the Arkansas

Workers’ Compensation Commission.

Nanmreof PARTYApplymg Applicant Information (please print; attachadditiomatsheetsifrecessary):

(Printed Name) Social Security No. Signature Date




Company Name (list ALL names under which you yourself conduct business):

Addressof - YOUR-€ompanyorHonre Business Address:

1.0 Yes O No Does the business employ others in addition to the parties listed above?

)

2 1 N a

3.0 Yes O No Is the company or companies incorporated?
4- 3. If you or any of your employees are co—vered covered under a workers’ compensation policy, please list:

Insurance Company: Policy No.:

If answers to any questions above are “yes,” provide the application to your insurance agent for further processing
during the writing of your workers’ compensation insurance policy. The agent is to provide the following
information, then forward the Application to the Arkansas Workers’ Compensation Commission at the address
below:

Agent’s Name

Agent’s Address

(City) (State) (Zip Code)

Agent’s Signature

If answers to ALL questions above are “no”, submit Form A to the Coverage/Compliance Section, Arkansas
Workers” Compensation, P.O. Box 950, Little Rock, Arkansas 72203-0950 or deliver to 324 Spring St., Little Rock,
Arkansas 72201. Your Application will be processed and action communicated back to you within ten (10) working
days.

SEE IMPORTANT INFORMATION ON OTHER SIDE



AWCC Form A
(Application for Certificate of Non-Coverage)

Form A is not used for exclusion from a workers’ compensation policy by corporations or
corporate officers, sole proprietors, partners of a partnership, members of a limited liability
company, members of a professional association, or a self-employed employer who is not a
subcontractor and who owns and operates his or her own business. Exclusions ofcorporate
offteers from coverage is handled directly by the agent/carrier.

If the answer is yes to Question 1 on Form A, the application for non-coverage will be
rejected unless:

2- 1. The agent furnishes a copy of the declarations page or the National Council on
Compensation Insurance application for proof of workers’compensation coverage; or

3. The applicant has furnished proof that coverage is not required.

Ark. Code Ann. §11-9-106(a): “Any person or entity who willfully and knowingly makes any
material false statement or representation, who willfully and knowingly omits or conceals any
material information, or who willingly and knowingly employs any device, scheme, or artifice
for the purpose of : obtaining any benefit or payment; defeating or wrongfully increasing or
wrongfully decreasing any claim for benefit or payment; or obtaining or avoiding workers’
compensation coverage or avoiding payment of the proper insurance premium, or who aids
and abets for any of said purposes, under this chapter shall be guilty of a Class D felony. Fifty
percent (50%) of any criminal fine imposed and collected under ... this section shall be paid
and allocated in accordance with applicable law to the Death and Permanent Total Disability
Trust Fund administered by the Workers’ Compensation Commission.”

(Revised 6-18-2007)



FOl’I_n (0] ARKANSAS WORKERS’ COMPENSATION COMMISSION

Eff 1/01/2008
) 324 Spring Street, Little Rock, AR 72201
Mail: P. O. Box 950, Little Rock, AR 72203-0950
Rule 099.29 501-682-2783 / 1-800-622-4472

CLAIM OFFICE / ADMINISTRATOR / UNDERWRITER
Designation Form

Commission Rule 099.29 requires the designation of certain contacts to facilitate compliance with Arkansas law, Commission Rules and
the processing of claims. The designations below are to be made only by insurance carriers or self-insured employers. This form is not
to be completed by third party administrators, insurance agents or brokers.

Insurance Carriers - Please complete the following
This form is being filed for: NAIC Company Number | NAIC Group Number
|:| An Insurance Carrier

|:| A Self-Insured Employer or Group

Company Name (full legal) FEIN

Claim Office: This is to be the office responsible for all Arkansas workers' compensation claims.

Claims are: O Self-Administered (i.e. handled in-house or by a company within the above company's corporate family)
O Handled by a Third Party Administrator (TPA). The TPA must be approved and authorized by the Commission.

Claim Office Company Name

Mailing Address

Complete the remainder of this section only if claims are self-administered.

Claims/Office Manager Name E-Mail

Direct Phone Fax Toll Free

Administrator: This person is to be an employee of the carrier or self-insured employer who is responsible for all Arkansas

workers' compensation issues. This person may be an employee of the carrier/self-insured company's parent company if desired.

Admin. Company Name

Mailing Address

Admin. Name E-Mail

Direct Phone Fax Toll Free

Underwriting: (carriers only) This is the carrier contact person for employer coverage or questions.

Underwriter's Company Name

Mailing Address

Underwriter Name E-Mail
Direct Phone Fax Toll Free
i, (printed name), as an employee of the above carrier/self-insured employer (or

it's parent company) make the above designations in compliance with Commission Rule 099.29. Further, we agree to promptly notify the
Commission of any changes to the above designations by re-completing and submitting this form.

Phone

Signature Title Date

Form O (Eff 1/1/08)





