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Group Fund: Submitting an Annual Report

This guide demonstrates the process of submitting an Annual Report for Group
Fund users/organizations.
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Complete the
Required
information.

Annual Compensation Payment Data
Year of Payment

2024

T ———
Total Indemnity Benefits Paid 1«

$

Total Medical Benefits Pald (requirea)

$

Total Compensation Paid

1. Total Compensation Pald must equal sum of Inds

fiffer by at most §1 due to rounding)
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Annual Report Tab (Cont’d)

© Annbual Report Health § Safety Certity

Application Attachments

ving attachm

Upload Documents

(=

Upload Document

Document Type

|Uccumcm Sub Category

Upload Document

No file selected

Document Description

1. Select the links (1, 2 &
3) to download the
documents. You will need
to complete the
documents outside of the
system before uploading
them back into WCAIS
(Step 2).

Note: Additional
documentation
must also be
provided as listed in
numbers 4-8.

2. Press Upload
Document.

3. Select the Document
Sub Category from the
dropdown

4. Select the Document
Type from the dropdown.
5. Press Browse to locate
file.

6. Press Upload.

Repeat this process until
all documents are
uploaded.
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Upload Documents

Document successfully uploaded! If this screen contams a Submit/Save/Continue button, please click button
to finalize the upload. Scroll down to vernry,

uploaded.
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There are no records to show Continue.

Cancel

Save As Draft | Save And Continue
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Health & Safety Tab

Group Annual Report

Group Fund.  Example Organization

PROGCRAM INFORMATION Vv

@ Annual Report © Heailth & Safety Certity

Contact Information (0) Q

Name | Email Address | [ Phone Number | ’ EXT | ‘Contact‘lype !

1. Press Add Primary ﬂ

Contact.

Add Primary Contact Add Seco

Primary Contact Information

Preferred Contact Method pagus

First Name Last Name o

Phone Number ueq

Emall Address eq

2. Complete the Required information.

3. Press Save.

4. Repeat the process for the Secondary
Contact.
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Health & Safety Tab (Cont’d.)

Contact Information (2) o

Email Address |

1. Complete the

i s O s, === i Required Member
Z::;:: tegrertastingtongitest com | (321} S85. 0000 Seconaar Emasl g ' Information.

wing 12 of 2. Complete the
1. Member Information Required Service
1a, Total Number of Members Affiliated with the Group 1b. Total Number of Members Receiving Accident & Request Information.

Self-insurance Fund (squirea) Hiness Prevention Services @ reawren

3. Select the applicable
1c. Total Amount Spent on Accident & lliness Program ChECkbOX(ES).

Services O (resuirsd

$

2. Service Request Information

2a. Total Number of Requests for Program Services 2b. Total Number of Service Requests that were
Received @ (required Fulfilled @ requirea

2¢. Number of Member Service Requests Fulfilled Via
Service Visits @ equited

If 2b is less than 2a, please explain

3. Program Services Commitments Information
Methods utilized for determining program services commitments @ (stiesst one rmauined
a, Member Contributions {%) f, Incurred Losses
b. Member Request Q. Pald Losses
c. Loss History h. Fund Administrator Request
d. Incidence Rate I. Annual Inspection
e. First Report Rate J- Other

Please describe Other methods.

/7~
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Health & Safety Tab (Cont’d)

4. On-Site Inspection Information I

Number of On-Site Inspections performed (Include CompIEte the

follow-up inspections) (required) — ReqUiFEd

information.

5. Accident & lliness Prevention Program Elements and Services Information

Select the Elements/Services Contained within your Accident and lliness Prevention Program that are developed,
implemented, and monitored by the fund. Elements 1 through 13 are considered mandatory by the Pennsylvania
Workers' Compensation Act. The procedures and activities described in item 14, i through xi, are applicable only on
an individual employer need basis.

Elements and Services

1. Safety Policy Statement @ (required)

2. Designated A&IP Program Coordinator @ (r=quired)

3. Assignment of Responsibilities for Developing, Implementing, and Evaluating the A&IP Program @ (r=quirsd
4. Program Goals and Objectives @ (r=quirsd)

5. Employee Involvement Methods @ (=

6. Employee Accident & Iliness Prevention. Suggestion and Communications Program @ (required)
7. Methods for Accident Investigation and Reporting and Recordkeeping @ (rsquired)

8. Onsite Surveys to ldentify Existing or Potential Accident and lliness Hazards or Safety Program
Deficiencies

quired

(required
9. Analyses of the Causes of Accidents and llinesses at the Members' Worksite (required)
This field is required

10. Providing or Proposing Corrective Actions in the Area of Industrial Hygiene Services @ (r=quired)

This field is required

11. Providing or Proposing Corrective Actions in the Area of Industrial Health Services @ (r=quired)
This field is required
12. Accident and lliness Prevention-Training Programs (required

This field is required
13. Consultations Regarding Specific Safety and Health Problems and Hazard Abatement Programs and
Techniques

(required)

field ic reqguired

Select each
checkbox (1-13).
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Health & Safety Tab (Cont’d)

Select the applicable
checkbox(es).

Protocols and Standard Operating Procedures

14. Protocol or Standard Operating Procedures, when applicable to the Workplace and Workplace
Environments for

i. Electrical and Machine Safeguarding @

ii. Personal Protective Equipment @

ili. Hearing and Sight Conservation @

iv. Lockout/Tagout Procedure @

v. Hazardous Material Handling, Storage and Disposal Procedures @

vi. Confined Space Entry ©

vii. Fire Prevention and Control @

viii. Substance Abuse Awareness and Prevention Policies and Programs @

ix. Control of Exposure to Bloodborne Pathogens @

X. Preoperational Process Review @

xi. Other. Other protocols as may be Appropriate for the Group Self-insurance Fund's Operations @

6. Accident & lllness Prevention Materials Information

State the Types of Accident & lliness Prevention Materials Provided to Members. (atieast one required)
a. Audio-Visual Material
b. Posters/Payroll Stuffers
c. Booklets, Brochures, Pamphlets
d. Regulations/Standards
e. Sample Forms
f. Sample Programs
g. Awards
h. Other

Description of Other Materials
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Health & Safety Tab (Cont’d)

i. What is the Cost of these Materials

$

7. Accident & lliness Prevention Program Effectiveness Measures Ii 1. Complete the

6. Which of the following method(s) are used to determine the effectiveness of the Reql."rEd
Program? information.
Your North American Industry Classification System 2 Se|ect the

(NAICS) Code (required)

checkbox.

PRIOR FISCAL YEAR View Historical Data

. OSHA/BLS incidence rate comparison related to your Employer North American Industry Classification

System (NAICS) Code

© I. OSHA/BLS incidence rate comparison related to your Employer North American Industry Classification System I ‘
(NAICS) Code . .
- 3. Select the radio button, if
Incidence Rate Represents (required) appllcable' . X
Total Recordable Cases 4. Select the applicable radio
Total cases with days away from work; job transfer or restriction buttons
Cases with or without job transfer or restriction : .
Cases with job transfer or restriction 5. Complete the ReqUIred
Other recordable cases f|e|d
Please state your Incidence Rate (roquireq) 6. Select the radio button’ if
applicable, then fill out the
Il. Experience Modification Factor (E-Mod Factor) © fIEId.

Please state your experience modification factor 7. Select the radio button, if
applicable, then complete
_the available textbox.

I1l.Other ©

Any other methods used by the organization to determine the effectiveness of the Accident & lliness Prevention Program
including the Loss Ratio & Comparison of Statistics Derived from the First Reports
nclude in the explanation how it is calculated or derived, and how it is used to determine program effectiveness.

B
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Health & Safety Tab (Cont’d)

1. Press Add Qualified

8. Qualified Provider/In-Service Request

View Current List of Gursau Accentsd Cradentials
Please provide at least one Qualitind Provider
Qualified Provider (0) ©

| Qualified Provider
| Last Name

Hiring
Status

Qualified Provider _
First Name

Qualified Provider
Middie Name

Provider.

2. Complete the

= Required information.
3. Press Add In-
Service Provider, if
applicable. If not

Add Qualified Provider

applicable, skip to
page 12.

Qualifled Provider First Name (required)

Qualified Provider Last Name Hiring Status [required)

{requirea)

- Select One -
Credentlal Code (requirea)

- Select One -

Qualifled Provider Middle Name

Cancel

Please provide at least one Qualified Provider.

Qualified Provider (1) @

Qualified Provider First Qualified Provider Middle Qualified Provider Last ' Hiring
Name Name Name Status
Jane Doe Contractor

1

Credential Code { Actions
(CHMM) Certified Hazardous Materials > —
Niriiar Z =u

Showing1-10of1

You may also provide In-Service Providers

In-Service Provider (0) ©

In-Service Provider

Middle Name

There are no records to show

Drovidar Commeantc

Add In-Service Provider
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Health & Safety Tab (Cont’d)

Aad In-Service Provider

Search Criteria

Note: Search result(s) appear

based on how broad or narrow

the search criteria entered is.

Search Results (140)

3. Select the checkbox
next to their name.

Last

\
\
)

Note. Adding an In-
service Provider is
optional. To do so:

1. Complete applicable
search fields, then
press Search.

2. Press the gear icon
then select the filter
checkbox to filter the
results, if desired.

Middle

Last Empioy

Last Emple

1=

John

First

¥
Last

Last ~Ortractor

Q201/2008

Freeze Header
° Show Hiter

o]

Active

4. Select an
Associated Qualified
Provider from the
dropdown.

e = y
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Health & Safety Tab (Cont’d)

Note: If the system
cannot find the
Provider, an error
message will appear.

Add In-Service Provider

1. Press Add New In-
Service Provider.

2. Complete the
Required information
3. Press Save.

Add New In-Service Provider

In-Service Provider First Name (requirea) -Service Provider Middle Name

John

In-Service Provider Last Name (required)

Hiring Status [requirea)

Smith - Select One -

Qualified Provider (requirea)

Doe, Jane

Add Existing In-Service Provider

Note: To re-complete the search process for a
different, existing in-service provider and repeat
the steps on Page 11, press Add Existing In-
Service Provider.
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Health & Safety Tab (Cont’d)

In-Service Provider {1) © o

1. Optional
documents can
be uploaded by
Upload Document pressing Upload
Upload Document Document.
U O — 2. Press Browse
o — to locate the file.
3. Press Upload.
4. Press Save.
5. Press Save
and Continue.

Descripuon
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Certify Tab

Croup Annua

Example Organization

DEOCIAM INFORMATION Vv

AR

ot 1 oty 1o comate s 1 under i At T et s e suamites o e s o e n o simerd. - 2 S@lact the current date
s et cofms s commimar 1 sty s e Wk Camperation o m e win ne roes . FFOM the calendar.

O ——

e e 4 Press Submit.

Confirmation

Thank you for your application submission.

Your application number is S1-20250701

Your application will not be processed until payment is received.

Payment options are as follows

* Electronic Payments: Pay electronically via a secure ACH / EFT transfer using the Bureau's secure payment portal
An email will be sent the following business day providing instructions for using this preferred secure payment
option. Please note you will need your company’s bank routing number and account number to complete the online
payment

Partial payments will not be accepted.

» Check: Made payable in the amount below to the Commonwealth of Pennsylvania. Piease mail this to the Seif-
Insurance Division

Payment Details:
Total Amount Due : $1,000.00

Any guestions or concerns, please email ra-libwc-si@pa.gov

To print the confirmation information for your records, please select Print Confirmation Details button.You will
receive a copy of this application in the Documents and Correspondence tab of the application or Program Summary.

Print Confirmation Details

5. Press Return to Dashboard to return to your WCAIS Dashboard.
6. Press Print Confirmation if you wish to print and/or save the
Submission Receipt.

Return to Dashboard I
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