Annual Report to State Risk Manager HW
Individual and Joint Health & Welfare Programs
Form A - Program Information 
Instructions to INDIVIDUAL AND JOINT health & welfare self-insurance programs:

To complete the State Risk Manager’s - Health & Welfare annual report Form A, please: 

1. Complete sections of Form A as instructed.

2. After completing, please submit the following documents as email attachments to shannon.stuber@des.wa.gov:

a) Completed Form A 

b) The joint program’s unaudited financial statements (the same ones submitted to the State Auditor’s Office) in Word or PDF

c) Any required actuarial reports in Word or PDF

3. Proceed to Form B (individual programs only).  Joint programs should not fill out Form B.
4. If questions, please contact Shannon Stuber, 360-280-4280.
	Program Information: 
	

	Entity Name (City, County, etc.): 
	

	Mailing Address:
	

	Person responsible for program:
	

	Name:
	

	Telephone:
	

	Email Address: 
	

	Fiscal Year End Date: 
	


SECTION A.  Benefits offered by program (To be completed by both individual and joint programs.)
What self-insured benefits are offered by the program? Check all that apply.

	Self-Insured Benefit Program
	Yes/No

	
	

	Medical
	

	Dental
	

	Vision 
	

	Prescription
	

	Hearing
	

	List other self-insured benefits below:
	

	
	

	
	

	
	


SECTION B.  Significant Changes to Program (To be completed by both individual and joint programs.) 
B.1  Were any significant changes made to the program in the past year? If so, describe below:

	


B.2  Are any significant changes anticipated in the coming year? If so, describe below:
	


SECTION C.  Investments  (To be completed by both individual and joint programs.)
	C.1
	Will the program reserves and investment funds be recorded and accounted for in a separate fund or account (recommended) within the entity? 
	

	C.2
	If not, are the reserves and investment funds accounted for within the general fund?
	

	C.3
	Please list the location where the self-insurance program monies are deposited and the amount at year end below: 
	


	City/Town where located
	Depository Name (County Treasurer, Bank, Third Party Administrator, etc.)
	Type of account (CD, savings, investment, etc.)
	Amount at fiscal year end

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


SECTION D.  Contracts (To be completed by both joint and individual self-insured benefit programs.)

Please attach a list of contracts between the program and private persons providing risk management, claims, or other administrative services. Please list the contractor information. Check all that apply. These contracts may include, but are not limited to, the following:

	Contract Included
	Yes
	No
	Provider Name
	Telephone Number

	
	
	
	
	

	Stop Loss Policy


	
	
	
	

	Third Party Administrator


	
	
	
	

	Benefit Review/Confirmation


	
	
	
	

	Broker of Record


	
	
	
	

	Accounting/Financial Reporting


	
	
	
	

	Investment Services


	
	
	
	

	Other Consultants


	
	
	
	


SECTION E.  (To be completed by individual entity self-insured programs only.)

	Does the program provide benefits to additional local governments or other entities? 


	

	Provide the name, address, telephone and e-mail address of the employee responsible for the management and operation of the self-insurance program.


	


SECTION F.  (To be completed by joint self-insured programs only)

Please submit the following electronic documents listed below with this report:

	Type of Document
	Submitted?

	
	Y/N

	Current Interlocal or Trust Agreement
	

	Current Bylaws
	

	Annual Financial Report as provided to the State Auditor’s Office
	


SECTION G.  (To be completed by joint self-insured programs only.)
G.1  Describe the organizational structure of the joint program (i.e. separate legal entity, administrative entity, component unit of another government, etc)

	


G.2  Describe the governance structure of the joint program (separate board elected by members, governed by board of another entity, etc). If one member acts as management or administrator, which entity does so?

	


G.3  Please attach the resolution indicating the name of the individual to whom the risk manager should forward process of service of process. (RCW 48.62.031 requires that the state risk manager is the attorney to receive legal service on behalf of the joint self-insurance program, which is then forwarded to the designated individual below.)

	


SECTION H.  Certification (To be completed by all self-insured programs submitting this report.)

I certify that the information provided in this report is accurate to the best of my knowledge.

____________________________________________________________
Name of Local Government Representative Completing Report

_________________________________________________________

Position

_________________________________________________________

Entity Represented
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