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DISABILITY BENEFITS LAW: SELF-INSURER'S ANNUAL REPORT
FOR CALENDAR YEAR 2016
1.         BENEFITS AND CLAIMS
2.         SELF-INSURER INFORMATION
h.         Number of locations covered (All locations in New York State)   MUST ATTACH LIST
a.         Amount of employees' contributions collected
e.         Estimate of amount of employee contributions in the ensuing year
g.         Number of employers covered (All locations in New York State)
f.                  Covered payrolls (Report to the nearest hundred dollars - see instructions, item 2f)
d.         Number of employees covered (2b plus 2c)
c.         Number of employees from whom contributions were not collected
b.         Number of employees from whom contributions were collected
a.         Number of employees who received benefits
b.         Amount of benefits paid
www.wcb.ny.gov
TOTALS
3.         CORPORATE STRUCTURE & OWNERSHIP UPDATE, IF APPLICABLE
a.         Have any changes in legal status or ownership of the self-insurer taken place since filing of the last report, including mergers and/or changes in name or state of domicile?
4.         CERTIFICATION: I certify that the information contained in this report is true and correct.
selfinsurance@wcb.ny.gov
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THIS AGENCY EMPLOYS AND SERVES PEOPLE WITH DISABILITIES WITHOUT DISCRIMINATION.
FOR BOARD USE ONLY - DEPOSIT CALCULATIONS
GENERAL INSTRUCTIONS
 
1.         This report is to be submitted no later than January 31 following the end of the reporting period (calendar year) via email to: selfinsurance@wcb.ny.gov.
2.         Only claims and benefit data with respect to employees covered by self-insurance under the New York Disability Law are to be reported. If benefits provided are a combination of statutory and plan benefits, combine into one total.
 
INSTRUCTIONS FOR ITEM 1 - BENEFITS & CLAIMS
a.         Include it item 1a the number of employees who received benefits during the period, including pregnancy related claims.
b.         Include in item1b only the amount of benefits paid during the period covered by the report. If benefit payments are continued on an initial claim beyond December 31, the report for the following year should include data on the remainder of the amount of benefits paid on such claim but should NOT include such claim as an employee who received benefits in item 1a.
 
INSTRUCTIONS FOR ITEM 2 - SELF-INSURER INFORMATION
a.         Report the aggregate dollar amount of employee contributions, if any. If contributions (from employees) are reported in item 2a, prescribed Form DB-681.1 must be attached.
b.         Report the number of employees from whom contributions were collected during the report year.
c.         Report the number of employees from whom contributions were not collected during the report year.
d.         Report the number of eligible employees covered (b + c).
e.         Report the estimated aggregate dollar amount of contributions to be collected, if any, in the ensuing report period.
f.                  Report the amount of covered payrolls for the calendar year. This amount should include only the first $7,000 of earnings of each employee which was paid by the employer as a self-insurer during the calendar year.
g.         Report the number of covered employers (subsidiary companies self-insured on a consolidated basis with the parent self-insurer). The number of covered employers should be reported as of the close of the calendar year.
h.         Report the number of employer(s) locations in NYS, AND ATTACH A LIST OF THOSE LOCATIONS.
 
INSTRUCTIONS FOR ITEM 3 - ADDITIONAL SELF-INSURER INFORMATION
a.         Changes in the corporate structure or ownership of the self-insurer (and subsidiaries if applicable) must be noted and described here.
 
INSTRUCTIONS FOR ITEM 4 - CERTIFICATION
Report must be certified that the report is true and correct and must be signed by a Corporate Official of the authorized self-insured employer. Certification and signature by a third party administrator is not allowed.
 
 
Please remember to submit your completed DB-681 to the Workers' Compensation Board's Office of Self-Insurance via email:
 
selfinsurance@wcb.ny.gov
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