
AIG Insurance Company of Canada
Third Party Administrator Supplemental Questionnaire
This Supplemental Questionnaire is applicable to coverage for Third Party Administrator services.  As used herein, “Applicant”, “Your”, “Company” and “Organization” include the Company applying for Specialty Professional Liability coverage and its subsidiaries.
	Full Name of Applicant: ________________________________________________________________

As needed, please attach separate sheets to this application to provide complete answers. 

	1. Are any of the Applicant’s services provided to a parent organization?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If ‘Yes’, what percentage of revenues is derived from services provided to such parent organization?

     %

	2. Provide approximate revenues derived from all services/operations:

	
	Service / Operation
	Revenue
	Check if coverage is desired
	

	
	i. Actuarial Services
	$     
	 FORMCHECKBOX 

	

	
	ii. Administration of Health and Welfare Plans:
	
	

	
	a. Single Employer Plans
	$     
	 FORMCHECKBOX 

	

	
	b. Multiple Employer Benefit Plans (Taft-Hartley Trusts)
	$     
	 FORMCHECKBOX 

	

	
	c. Multiple Employer Welfare Arrangements (MEWAS)
	$     
	 FORMCHECKBOX 

	

	
	d. Multiple Employer Trusts (METS)
	$     
	 FORMCHECKBOX 

	

	
	iii. Administration of Pension Plans
	$     
	 FORMCHECKBOX 

	

	
	iv. Employee Assistance Programs:
	
	
	

	
	a. Administrator
	$     
	 FORMCHECKBOX 

	

	
	b. Direct Provider
	$     
	 FORMCHECKBOX 

	

	
	v. Employee "wellness" or other health related program literature or correspondence
	$     
	 FORMCHECKBOX 

	

	
	vi. Benefit enrollment
	$     
	 FORMCHECKBOX 

	

	
	vii. Utilization review services
	$     
	 FORMCHECKBOX 

	

	
	viii. Administrator for credentialing services (verification of a health care provider's credentials)
	$     
	 FORMCHECKBOX 

	

	
	ix. Peer review services
	$     
	 FORMCHECKBOX 

	

	
	x. Insurance Related Services:
	
	

	a. 
	b. Insurance agent or broker
	$     
	 FORMCHECKBOX 

	

	
	c. Insurance advisor/consultant
	$     
	 FORMCHECKBOX 

	

	
	d. Premium collection and billing
	$     
	 FORMCHECKBOX 

	

	
	e. Underwriting authority/policy issuance  
	$     
	 FORMCHECKBOX 

	

	
	xi. Cost containment services
	$     
	 FORMCHECKBOX 

	

	
	xii. Case management services
	$     
	 FORMCHECKBOX 

	

	
	xiii. Notary Public
	$     
	 FORMCHECKBOX 

	

	
	xiv. Technology Services for others
	$     
	 FORMCHECKBOX 

	

	
	xv. Other (please describe):
	$     
	 FORMCHECKBOX 

	

	3. What types of clients does Your firm service?

	
	Type of Firm
	Health and

Welfare Plans
	Pension Plans
	Profit Sharing
	Other
	

	
	Single Employer
	     %
	     %
	     %
	     %
	

	
	METS/MEWAS
	     %
	     %
	     %
	     %
	

	
	HMOs
	     %
	     %
	     %
	     %
	

	
	PPOs
	     %
	     %
	     %
	     %
	

	
	Public/Government Plans
	     %
	     %
	     %
	     %
	

	
	Taft Hartley
	     %
	     %
	     %
	     %
	

	
	Insurance Company
	     %
	     %
	     %
	     %
	

	
	Other: 
	     %
	     %
	     %
	     %
	

	4. Describe how the Applicant screens and qualifies plan sponsors: 


	5. Does the Applicant have written procedures to address the following? (check all that apply)

	
	Compliance with plan administration
	 FORMCHECKBOX 

	Checks and balances to manage payment integrity (guarding against over or under payments, late payments, payments to the wrong party or from the wrong fund; unfair/unjust enrichments, etc)
	 FORMCHECKBOX 

	

	
	Determination of the denial of benefits
	 FORMCHECKBOX 

	
	
	

	
	Informing claimants of benefit denial
	 FORMCHECKBOX 

	
	
	

	
	Appeal process for benefit denials
	 FORMCHECKBOX 

	
	
	

	
	Internal audits
	 FORMCHECKBOX 

	
	
	


	6. Please provide the following:

	
	i. Percentage of inquiries referred to a physician? 
	 FORMCHECKBOX 
 Not Applicable
	

	
	ii. Percentage of claims denied? 
	 FORMCHECKBOX 
 Not Applicable
	

	
	iii. Percentage of denials appealed? 
	 FORMCHECKBOX 
 Not Applicable
	

	
	iv. Average error rate of the Applicant’s claim handlers 
	 FORMCHECKBOX 
 Not Applicable
	

	
	Attach a copy of Your Standards of Practice, if available
	 FORMCHECKBOX 
 Not Available
	

	7. Number of Plan Sponsors: 

	8. Number of participants for plans administered by the Applicant: 

	9. Total annual contributions to the plans administered by the Applicant: 

	10. Total annual benefit payments issued in the administration of all such plans: 


	11. Does the Applicant utilize professionals to advise and assist with providing Professional Services? (check all that apply):

	
	Lawyer
	 FORMCHECKBOX 


	
	Accountant
	 FORMCHECKBOX 


	
	Other (please specify):
	 FORMCHECKBOX 



	12. Does the Applicant administer any self-funded Multiple Employer Trusts (METS) or Multiple Employer Welfare Arrangements (MEWAS)?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If ‘Yes’, please explain in detail:      

	13. What percentage of all plans are:    

	
	i. Self funded with Stop Loss
	$
	

	
	ii. Self funded with No Stop Loss
	$
	

	
	iii. Fully Insured
	$
	

	14. List insurance carriers that stop loss coverages are placed with:

	
	
	

	
	
	

	
	
	

	15. Does the Applicant, its partners, directors, officers or employees act as Trustee for any clients or non-clients?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If ‘Yes’, please describe in detail:      

	16. Does the Applicant belong to any professional associations?   FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
If ‘Yes’, please list the associations:      

	17. Does the Applicant maintain fiduciary liability insurance coverage?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If ‘Yes’, please provide the following information with respect to such coverage:

	i. Limits of Liability:      

	ii. Insurance Carrier:      


THIS SUPPLEMENTAL QUESTIONNAIRE IS INCORPORATED INTO AND MADE PART OF ANY APPLICATION FOR THE SPECIALTY RISK PROTECTOR® SUBMITTED BY THE APPLICANT (THE “SRP APPLICATION”).  ALL REPRESENTATIONS AND WARRANTIES MADE BY APPLICANT IN CONNECTION WITH SUCH SRP APPLICATION ALSO APPLY TO THE INFORMATION PROVIDED IN THIS SUPPLEMENTAL QUESTIONNAIRE.

SHOULD INSURER ISSUE A POLICY, APPLICANT AGREES THAT SUCH POLICY IS ISSUED IN RELIANCE UPON THE TRUTH OF THE STATEMENTS AND REPRESENTATIONS IN THIS SUPPLEMENTAL QUESTIONNAIRE OR INCORPORATED BY REFERENCE HEREIN. ANY MISREPRESENTATION, OMISSION, CONCEALMENT OR INCORRECT STATEMENT OF A MATERIAL FACT, IN THIS SUPPLEMENTAL QUESTIONNAIRE, INCORPORATED BY REFERENCE OR OTHERWISE, SHALL BE GROUNDS FOR THE RESCISSION OF ANY POLICY ISSUED.
THE UNDERSIGNED, HEREBY AGREES, WARRANTS AND REPRESENTS THAT HE OR SHE IS A DULY AUTHORIZED REPRESENTATIVE OF THE COMPANY, AND IS FULLY AUTHORIZED TO ANSWER AND MAKE STATEMENTS AND REPRESENTATIONS BY AND ON BEHALF OF THE COMPANY.

Signed:  _____________________________________________ 

  (Duly authorized representative, by and on behalf of the Applicant)

Date: 
____________________________________

Title: 
___________________________________   Organization: _______________________________


(Must be signed by an authorized officer)

 (Organization’s seal)
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