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WORKERS' COMPENSATION COVERAGE 
 
 
 
This coverage extends to all employees injured while working for a member entity.  The 
coverage is also extended to police and fire reserves. 
 
Volunteers are excluded from coverage pursuant to Section 3352(i) of the Labor Code 
unless the entity agrees to provide coverage pursuant the YCPARMIA policy on 
pages K-15. 
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DEDUCTIBLE SELECTED AND COVERAGE AMOUNTS 

 

 

WORKERS' COMPENSATION 
 
 

DEDUCTIBLE SELECTED PER OCCURRENCE 
 YCPARMIA - 0 
 City of Davis - $1,000 
 City of Winters - $1,000 
 City of Woodland - $1,000 
 County of Yolo - $1,000 
 Esparto Unified School District - $1,000 
 City of West Sacramento - $1,000 
 Yolo Emergency Communications Agency - $1,000 
 Yolo-Solano Air Quality Management District - $1,000 
 In-Home Supportive Services Public Authority - $1,000   
 Capay Valley Fire Protection District - $1,000   
 Yolo County LAFCO - $1,000   
 Davis Cemetery District - $1,000   
 Madison Fire District - $1,000 
 Yolo County Habitat Conservation JPA - $1,000 
 Winters Cemetery District - $1,000    
 Dunnigan Fire Protection District - $1,000 
 Cottonwood Cemetery District - $1,000 
 Clarksburg Fire Protection District - $1,000 
 Winters Fire Protection District - $1,000 
 Madison Community Service District - $1,000 
 Sacramento-Yolo Port District - $1,000 
 

SELF INSURANCE FUND  
Difference between entity deductible selected and excess insurance deductible 
of $500,000 (YCPARMIA SIR) 

 

EXCESS INSURANCE  
 Excess Workersô Compensation ï  
  CSAC-EIA -  $4,500,000 
  in excess of  $500,000 per occurrence (YCPARMIA retention) 
 
  Reinsured Layer ï  $45,000,000 
  in excess of CSAC-EIA  $5,000,000 pooled retention 
   
  Excess Insurance Layer - Statutory 
  In excess of $50,000,000 
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YOLO COUNTY PUBLIC AGENCY  
RISK MANAGEMENT INSURANCE AUTHORITY 

 

CENTRAL POOL WORKERS' COMPENSATION COVERAGE 
 
 

A. COVERAGE AGREEMENT 
 
The Yolo County Public Agency Risk Management Insurance Authority, hereinafter 
called the Authority, effective July 1, 1994, will pay, per occurrence: 

 
All compensation and other benefits that each agency shall become 
legally obligated to pay on account of bodily injury by accident or disease 
to any participating agencyôs employee, arising out of and in the course of 
his or her employment which exceeds the entityôs deductible and is 
required by the Workersô Compensation Laws of the State of California or 
any other State having jurisdiction. 

 
All claims administration costs not included in the contract claims administrator's fee, 
i.e., "allocated costs," shall be paid.  The Authority's pro rata share of "defense, 
settlement and supplementary payment" costs, as defined in the excess workers' 
compensation insurance policy, shall also be included. 
 
Except where otherwise indicated, terms and conditions appearing in the excess 
workers' compensation policy will apply to this coverage. 
 
The protection afforded by the Authority is self-insurance, and under no circumstances 
is it to be construed as any form of insurance. 
 

B. EXCLUSIONS 
 
Coverage shall not apply: 
 

1) Under workers' compensation to any employee not subject to the 
Workers' Compensation Law of any state. 

 
2) Under employer's liability to any employee not injured in the scope of 

employment. 
 

3) Under workers' compensation or employer's liability to the job training 
program employees unless such employees are directly employed by or 
performing duties on behalf of a participating entity. 

 
4) For defense or indemnification for any civil claim or civil lawsuit in any 

court brought by an employee against his/her employer. 
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5) To any exclusions described in the excess policy in effect at the time of 

the occurrence. 
 

C. ENTITIES COVERED 
 
Authority coverage shall apply to those entities identified in the excess workers' 
compensation insurance policy. 
 

D. LIMITS 
 
The Authority will pay all covered losses excess of each participating agency's 
deductible (if any), the total amount (deductible plus Authority payment) of which shall 
not exceed $500,000.  Losses in excess of $500,000 will be paid by the excess 
insurance policy. 
 

E. POLICY 
 
The excess policy, in effect at the time of the occurrence, will be the prevailing 
document.  That policy is maintained in the YCPARMIA office and is available to the 
entity upon written request. 
 

F. FINES, PENALTIES, AND FEES 
 
Any fines, penalties, or other statutorily ordered fees that result due to the entityôs 
failure to properly process or handle a claim will be the sole responsibility of the entity 
and be billed to the entity by YCPARMIA. 
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INSTRUCTIONS FOR REPORTING WORKERS' COMPENSATION CLAIMS 
 
Workers' compensation claims are adjusted by York Insurance Services Group, Inc.   
An employerôs report of employeeôs industrial injury should be sent to York Insurance 
Services Group, Inc., with a copy to the Risk Manager, at the addresses listed below as 
soon as possible, but in no event longer than 5 days following the injury.  
 

    York Insurance Services Group Inc. 

    P.O. Box 619058 

    Roseville, CA  95661-9062 

 

Risk Manager 

    YCPARMIA 

    77 W. Lincoln Avenue 

    Woodland, CA  95695 

 
Detailed instructions for completion of Employer's Report of Employee's Industrial Injury 
can be found on page C-8 and the Employeeôs Claim for Workersô Compensation 
Benefits on page C-11. 
 

Employee's industrial injuries are those injuries or illnesses that result from the 
employee's occupation and involve time off from work and/or seeing a doctor.  Lost time 
cases (injuries necessitating time off from employment) should be given high priority.  If 
these cases are to be properly managed, it is vital that York be notified as soon as 
possible.  
 

Remember that after 30 days from the date the injury is reported, an injured employee 
has a right to be treated by the physician of his/her choice.  However, if an employee 
has notified his employer in writing prior to the date of injury that he or she has a 
personal physician, the employee shall have the right to be treated by such physician 
from the date of injury.  This also includes osteopaths, chiropractors, psychologists, 
dentists, optometrists and podiatrists.  
 

Do not prohibit or resist treatment by any of the above listed practitioners - let York 
manage each case.  It is the responsibility of York to make the decision whether or not 
an employee's injury is covered under the workers' compensation laws of the State of 
California. 
 
Periodically, the risk manager will arrange meetings with York and member agencies to 
advise them of the status of selected claims.  
 
Any questions regarding Workers' Compensation claims should be directed to Jeffrey 
Tonks, Risk Manager, (530) 666-4456. 
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EMPLOYER'S REPORT OF OCCUPATIONAL INJURY OR ILLNESS 
FORM 5020 (Rev. 7) 2002 

 
This form must be completed within five days of supervisor knowledge of the event.  The numbered items below 
correspond with the information requested in the numbered boxes on the Form 5020. 
 
1. Fill in the name of employer and Department 
1A. Leave blank 
2. Fill in the mailing address of employer 
2A. Fill in the telephone number of the employer 
3. Fill in the address of the department of the employee 
3A. Fill in the Department code 
4. Fill in appropriate nature 
5. Leave blank 
6. Check appropriate box 
7. Fill in date as given by employee or supervisor 
8. Fill in time as given by employee or supervisor 
9. Fill in time employee began work on day of injury if known 
10. Fill in date of death if applicable 
11. Check appropriate box if unable to work at least one day after injury if known 
12. Fill in date last worked prior to or including date of injury if known 
13. Fill in first date employee returned to work after injury if known 
14. Check box if applicable 
15 Check "yes" if employee was paid as if worked full day on date of injury.  If employee charged sick leave or 

docked for balance of day of injury, check "no" if known 
16. Check yes if employee receiving full salary benefits if caused by job 
17. Fill in date employer first had knowledge of injury/illness 
18. Fill in date employee was provided with Claim Form (DWC-1) 
19. Fill in part of body and diagnosis 
20. Fill in street address of location where injury or illness occurred 
20A. Fill in County 
21. Check applicable box 
22. Fill in specific location of accident 
23. Check appropriate box 
24. Fill in any known equipment, materials or chemicals employee was using at time of injury 
25. Fill in description of work activity performed at time of injury, dumping trash, mopping floors 
26. Fill in brief description as given by employee of how accident occurred 
27. Fill in name and address of physician seen by employee if known 
27A. Fill in physician telephone number if known 
28. Fill in hospital name and address if ñyesò is marked 
28A. Fill in hospital telephone number if known 
29. Check appropriate box 
30. Fill in employee complete name 
31. Fill in employee SSN# 
32. Fill in employee date of birth 
33. Fill in employee mailing address 
33A. Fill in employee home telephone number 
34. Check applicable box 
35. Fill in employee regular job title (Rd. Wkr II - Wrong       Road Worker II - Correct) 
36. Fill in employee date of hire 
37. Fill in each line with accurate information requested 
37A. Check applicable status at time of injury 
37B. Leave blank 
38. Fill in gross wages and period, i.e. weekly, monthly, annual 
39. Fill in if appropriate if known 
 
Fill out bottom portion of form.  The "completed by", "signature", etc. portion. 
 
If any questions cannot be answered, please put "unknown" or N/A in the appropriate space. 
 
Keep in mind that by completing this form you are not admitting liability but simply complying with the law.  Send the 

original and one copy of the forms to York Insurance Services Group Inc.  Send one copy to YCPARMIA and keep 
the number of copies for your file that is required by your entity's claim processing procedure. 
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