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The following are general guidelines to help you administer your iiSi Stop Loss program. Please 
note, this material is informational and the terms and condition contained in the actual Stop Loss 
Contract always take precedence. 
 
Any questions with regards to these guidelines can be directed to the iiSi Home Office located at: 
731 Sansome Street, Second Floor, San Francisco, CA 94111. Telephone (415) 398-6603, Fax 
(415) 398-6851, or e-Mail to claims@iisinet.com. 
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SPECIFIC EXCESS LOSS CLAIM SUBMISSION 

Specific Excess Loss coverage provides for reimbursement to the Contractholder for claims paid in 
excess of the individual specific deductible, and in accordance with the terms of the Excess Loss 
Contract. Accordingly, claims under the group benefit plan must be paid before a specific 
reimbursement request is submitted. 

Claims means the Eligible Expenses incurred by a Covered Participant which are payable by the 
Contractholder under the terms of the Contractholder’s Plan. 

A claim is considered incurred on the date a service is performed or a purchase is made. 

A claims is considered to be paid on the date the Contractholder’s payment check or draft is 
mailed to the applicable Payee, as authorized by the Covered Participant. Please refer to the 
Excess Loss Policy definition of paid. 

In order for iiSi to provide the best service in a timely manner, the following should be included with 
all claim submissions: 

1. A completed, signed and dated copy of our Specific Excess Loss Insurance Claim form.
Detailed instructions on how to complete this form are on the reverse side of the document.
To facilitate reimbursement, all requested paperwork should accompany the claim form.

2. Documentation that the employee or dependent met the eligibility requirements at the time
fo the claims (i.e., hours worked, actively at work).

3. If the employee’s coverage was terminated or work hours reduced, provide a copy of the
CORBA Election Form and Qualifying Event. In addition, we require evidence of the
CORBA premium having been paid up through the incurred dates of the claim submitted.

4. When requested, a copy of the Explanation of Benefits showing calculation of each
payment, and proof that the Plan deductible and co-insurance for the calendar year have
been met.

5. Computerized paid claims reports for all expenses considered eligible for benefits, and for
which reimbursement is being requested.

The computerized claim detail history must include the following pertinent information:

A. Claimant’s Name
B. Provider’s Name
C. Itemization of services rendered, to and

from dates of service, CPT/revenue codes,
modifiers, descriptions and billed amounts

D. Total Charges
E. Allowed Amount
F. Not covered amount/Ineligible
G. PPO Discounts

H. Amount paid by other insurance (COB)
I. Coinsurance amount
J. Deductible amount
K. Paid amount
L. Paid date
M. Check number
N. Claim number
O. ICD-10
P. Denial code remark description

6. Complete itemized hospital billings and UBs should be submitted for all hospital bills
exceeding $100,000.

In addition, the following should be provided when appropriate:
A. Documentation that no other insurance was available at the time of the claim (COB).
B. Medical records when requested, including hospital admit and discharge records.
C. Accident details and subrogation agreements.
D. Pre-certs.
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SPECIFIC EXCESS LOSS CLAIM SUBMISSION - continued 

Following receipt of all necessary information, iiSi will review the claim and will reimburse the 
Employer. Following the initial reimbursement, subsequent specific claims on the same incurred 
loss are reimbursed as claims arise. 

IMPORTANT: 

1. When requested, please provide bills with the following criteria which mayu be required for line-
by-line item review by our Managed Care Department:

a) Hospital Bills:
o Less than 20% discounts on bills exceeding $100,000; or
o Gross discounted daily charges over $10,000; or
o Pharmacy charges over 30% of total discounted bills; or
o Implant charges over 30% of total discounted bills or greater than $50,000; or
o Charges over $100,000 after discounts have been applied

b) High cost outpatient bills:
 All dialysis related discounted charges over $20,000/month; or
 All chemotherapy/radiation therapy related charges over $15,000/month

2. Large Case Management should be initiated as soon as possible on claims with a trigger 
diagnosis or with a potential liability of $50,000 or greater. Please notify iiSi’s Medial 
Management Nurse immediately if a recommendation for case management is required. 
Note: The cost of hospital audits and large case management will be considered eligible for 
reimbursement provided that the Contractholder’s specific deductible has been met. In all other 
circumstances, please contact our Claims Department for details of eligible fee payments. 
Eligible fees are based on 25% of savings. Case Management fees are limited to
$150.00/hour.

3. When total benefits paid for an individual exceed 50% of the specific deductible amount, as 
stated in the Excess Loss Insurance contract, a Prospective Claims (50%) Notification form or 
computerized 50% notification report should be completed and forwarded to iiSi.

4. iiSi should be notified immediately of any diagnosis or circumstances, which indicate 
that a future large claim is likely, regardless of whether bills have actually been 
submitted. Conditions such as potential transplants, traumatic accidents and premature 
labor/birth are greatly impacted by specialty management with early intervention.

5. No reimbursement will be made without:
a. A fully executed Stop Loss Contract on file.
b. A current approved Plan Document on file. (This document would be inclusive of all 

plan amendments and signature pages.)

All claims submissions, notifications and large claim alerts can be sent via e-Mail directly to 
claims@iisinet.com 
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Q & A for Hospital Audits 
When necessary, Intermediary Insurance Services may perform a hospital audit. 

1. Why do a hospital bill audit when there is a PPO discount already in place?
 Healthcare costs are increasing drastically. On the basis of reports showing

increased Medicare fraud and overcharging, it is essential that payers be aware
of potential overcharged bills.

 Most Plan Documents exclude unreasonable charges, such as duplicate
changes, unbundling and charges in excess of Usual and Customary fees.

 Despite the PPO discount, there have been significant billing errors and
excessive charges found by bill auditing.

2. Will an audit affect the PPO discount?
 Audits should not affect a PPO discount. They identify charges that should not

be paid in accordance with the employer’s self-funded plan document.
 The billed charges are adjusted based upon the audit exceptions identified. The

PPO discount is then applied to the audit adjusted billed charges.

3. What is an audit exactly?
 Generally, a clinician such as a registered nurse or physician will perform a desk

audit.
 Each line item of a hospital bill is reviewed for billing errors, excessive mark-ups

of drugs, implants, or other services, unspecified coded charges, duplicate
charges and unbundling. A review of medical records may be necessary.

4. What bills are good candidates for audit?
 Generally, bills with the following characteristics should be screened for audits:

1. Hospital Bills:
 Non-PPO hospital bills without discounts or vendor review; or
 PPO discounts less than 20% on bills exceeding $100,000; or
 Daily discounted charges more than $10,000; or
 Pharmacy charges more than 40% of total discounted bills; or
 Implant or prosthetic device charges of more than 30% of total

discounted bills or greater than $50,000; or
 Charges over $100,000 after discounts have been applied

(except for per diem contracts).
2. Outpatient monthly dialysis-related charges more than $20,000;
3. Outpatient monthly chemotherapy/radiation-related charges more than

$15,000.
 iiSi can provide assistance with pre-screening if needed.

5. Will the discount be lost while waiting for an audit completion?
 Discounts are not lost since the audit report communication and settlement

process is timely and coordinated with the provider within 30 days of receipt of
the claim.

 Providers are notified of the audit exceptions with an explanation for each item.
 If a claim is time-sensitive, then partial payment can be issued until the audit is

complete. This will preserve any discounts while waiting for the audit to be
completed.
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6. When will the audit be signed off?
 Once the audit is completed, the audit vendor always attempts to have the

hospital sign off on the audit result.

7. Who communicates with the providers on the audit?
 The audit vendor works in conjunction with the TPAs to coordinate ant

subsequent communication with providers.
 All inquiries from the provider should be directed to the audit vendor. The client

is informed of the audit settlement status and is not involved in direct
communication with the provider.

8. What if the provider appeals or disputes the audit?
 The auditor is the single point of contact for communication with providers to

answer questions and resolve or settle any disputes.
 The audit vendor will provide support in the process of communicating with the

providers until a resolution is reached.

9. If a claim is first denied with audit reduction and then overturned, will the carrier allow
the re-adjustment to be applied to the same policy year of that particular claim which
was filed?

 Yes, audit exceptions that are subsequently substantiated and approved by iiSi
are considered as eligible policy reimbursements.

10. Will the carrier reimburse audit fees?
 Yes, they are eligible for stop loss reimbursement once the specific deductible

has been met.

11. Who are iiSi’s preferred vendors?
 See iiSi’s Managed Care Resources listing for a list of vendors (next page).

12. Will the claimants be balance billed?
 The claimant should not be balance billed as a result of an audit.
 The audit vendor will work to resolve the dispute with the provider to avoid

balance billing.
 If the provider does balance bill the claimant, the claimant should be advised

that an audit was conducted and the issue is being resolved with the provider.
 Assurances to the claimant should be given that an eligible bill will be properly

paid under the Plan Document. Additionally, the audit vendor will assist the TPA
in drafting a notification to the claimant informing them of their rights and petition
the provider to cease collection activity.

If you have any questions about the hospital bill auditing process, please do not hesitate to 
contact the Managed Care team by e-Mail at claims@iisinet.com. 
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iiSi’s Managed Care Resources 

As an extra value to our stop loss clients, iiSi has established a network of Managed Care 
resources, which includes national specialty networks, high-risk specialty medical management 
and catastrophic claim review companies.  iiSi can assist in coordinating any claim requiring these 
types of services or we can arrange for you to have direct access to these highly skilled 
professional vendors, which have a strong proven performance record. Our resources include the 
follows: 

Transplant Networks - National networks have competitive rates with Centers of Excellence for 
best outcomes. 

• OptumHealth (www.optumhealthcomplex.com) 877-801-3507
• Interlink (www.interlinkhealth.com) 800-599-9119
• Lifetrac (www.lifetracnetwork.com) 800-968-8722
• CIGNA LifeSource (www.lifesource.com) 877-733-1709

Maternal, Newborn & Pediatric Management - Recommended criteria for neonatal management 
referral: Any newborn on a ventilator, gestation of less than 32 weeks, weight less than 1500 
grams, or with complex congenital anomalies or respiratory failure.  Specialist-to-specialist 
collaboration and neonatal nurse case management while neonates are in Neonatal ICU. 

• The ROSEBUD Program (www.rgare.com) 612-217-6000

Medical Bill Negotiations - Bill Review/Negotiations are available for out-of-network and in-
network charges (if the charges are inflated or the discount is relatively low).  Best results are 
achieved prior to payment. 

• HealthClaim Solutions (Considine & Associates, Inc.) (www.healthclaim.net) 949-470-
1800

• National Bill Audit Services (NBAS) (www.nbasaudits.com) 800-719-6227
• Optum (www.optum.com) 888-445-8745
• Penfield Care Management (www.penfieldcare.com) 877-791-0529
• Plotkin Consulting (www.plotkinconsulting.com) 604-241-9639
• Preferred Network Access (PNA) (www.pna-usa.com) 630-493-0905
• Valenz Health -  (www.valenzhealth.com) 866-762-4455
• Zelis (www.zelis.com) 888-311-3505
• 6 Degrees Health (www.6degreeshealth.com) 503-640-9933

Renal Dialysis Network - A national renal care network of over 2,500 dialysis centers providing 
significant discounts on dialysis-related services in addition to nephrologist's review services, 
specialized renal case management and a renal disease state management program. 

• Dialysis PPO (www.dialysisppo.com)  866-580-1943
• Ethicare / Zelis  (https://www.zelis.com/)  888-311-3505

Specialty Pharmacy Services 
• Diplomat (www.diplomat.is) 877-977-9118
• Ethicare / Zelis  (https://www.zelis.com/)  888-311-3505

CASE MANAGEMENT SERVICES - Patients with catastrophic conditions, such as premature 
birth, motor-vehicle accident, end-stage organ failure that requires transplant and high-risk cancer 
can benefit from experienced case management nurses.  Besides overseeing the overall utilization 
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of care, specialty case managers can provide patient education and assist patients with accessing 
the best treatment providers. 

• Hines& Associates (www.hinesassoc.com)  563-588-0121
• American Health Holding (www.americanhealthholding.com) 866-614-4244
• Communitas (www.communitas.com) 972-816-0297

Medical Reviews - Services requiring a physician review regarding medical necessity, treatment 
plan review or serious preventable events.    

• Advanced Medical Strategies (www.mdstrat.com) 781-224-9711

Healthcare costs have been increasing significantly as we are seeing higher and higher billed 
charges on routine procedures and hospital admissions.  More and more of our clients are utilizing 
bill review companies to screen large claims over $100,000 for unreasonable and erroneous 
charges.  In addition, specialty management is a key factor for proactive, quality care for 
employees and their families.  No matter which vendor is chosen, the earlier the referrals, the 
better the clinical and savings outcomes. 

Our Managed Care team is available to assist you in utilizing these resources.  If you have any 
questions or any potential large cases that you would like to review with us, please do not hesitate 
to reach out: claims@iisinet.com
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PROSPECTIVE CLAIM (50%) NOTIFICATION 

This form should be completed and returned to the address below or emailed back to claims@iisinet.com when 
total benefits paid for an individual exceed 50% of the specific deductible amount as stated in the excess loss 
insurance policy.  Please refer to procedures listed on Page 2 for guidance in completing this form and reporting 
requirements following an initial notice. 

THIS FORM REPRESENTS:     Initial Notice 
Update of Initial Notice
Case Management Notes Attached

Policyholder’s Name:  
Policy Period for this Notice: ____________________________Specific Deductible: _____________________________ 

Employee’s Name:                                                                      Social Security #   
Date of Birth: __________________________________________________________________________________ 
Individual Name (if other than employee):                   Individual’s Relation to EE:  
Other Insurance Coverage:     Medicare      Other        Effective Date: 
Insured’s Name / ID#: 

Total Benefits Paid (to date by Administrator this policy period): $ Pending: $ 

Date(s) services were incurred: from to 
Date(s) Benefits Paid by the Administrator: from to 

Diagnoses (Please list 3 major DX if known): _____________________________________________________________ 
ICD9 Diagnosis Code(s):  ____________________________________________________________________________ 
If hospitalized – Name of Facility: _____________________________  Is Facility in a PPO    Yes     No 
Admit Date: ____________  Discharge Date: ______________   Hospital PPO Affiliation:___________________________ 

Name of Case Management Organization:  
Case Management active on Claimant?    Yes     No Note Attached   Yes     No 

Contact Person: _______________________________       Phone #   
Status:    Last day worked?     Date:    Extension of Benefits?     Date: ______________ 

Returned to work?    Date:    Sick Leave?      Date: ______________  
COBRA?             Date: ________________    Leave of Absence?     Date: ______________ 

Estimated Additional Cost (This Policy Period): $ 
This Claim is (check box):   Still open with Additional Charges      Closed    

Authorized Signature Title Date 

Administrator Phone 

Address City, State and Zip Code 
     Direct any Inquiries to:  IISI, 731 Sansome Street, 2 nd Floor, San Francisco, CA 94111 

Telephone (415) 398-6603   Fax (415) 398-6851 
e-Mail claims@iisinet.com 
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PROSPECTIVE CLAIM (50%) NOTIFICATION 

INITIAL NOTICE OF LOSS  

Please ensure that all questions are answered in full.  The following is offered as guidance: 

• Policy Period
The period of excess loss coverage during which the covered person has exceeded 50% of the specific deductible.

• Basis of Coverage

As stated by the excess loss insurance contract for the above policy period.  This details the periods during which
incurred dates and paid dates must fall, in order to be considered under the excess loss insurance contract.  Please
identify run-in and run-out limitations if applicable.

• Prognosis and Estimated Additional Cost

This will assist us in establishing reserves; your best estimate is most appreciated.  Prognosis should be determined
from information on the claim file, such as billing indications, medical reports, or Attending Physician Statements.
Estimated Additional Cost should take into account the Basis of Coverage and expiry date of the policy period as well
as Condition and Prognosis.  It is recognized that this is only an estimate and will be subject to changes as the claim
develops.

• Hospital PPO Affiliation

If single or multiple hospitalizations are involved, please state the name of each hospital and each hospitals PPO
affiliation being utilized.

UPDATE OF INITIAL NOTICE 

Once an Initial Notice has been provided for a covered person, an update should be completed and returned on a 
monthly basis.  This should continue until either: 

a) the claim is closed; or

b) the benefit accumulation period expires; or

c) the specific deductible is exceeded.

Please ensure that the prognosis and Estimated Additional Cost is revised for each update in accordance with any 
additional information that comes to light as the claim progresses. 

If the claim is closed or the benefit accumulation period expires, please submit a final update in confirmation.  Should the 
covered person exceed 50% of the deductible during the subsequent policy period a new Initial Notice should be 
submitted. 

If the claim exceeds the specific deductible, please refer to the Request for Specific Excess Loss Reimbursement form 
and instructions. 

Intermediary Insurance Services 

    731 Sansome  Street, 2nd Floor · San Francisco, California 94111 

Telephone (415) 398-6603 • Fax (415) 398-6851 

e-Mail claims@iisinet.com
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SPECIFIC EXCESS LOSS INSURANCE CLAIM FORM 

Please refer to procedures listed on Page 2 for guidance in completing this form and for full details of supporting 
documentation necessary to ensure prompt processing of the claim. 

This request represents:     Standard Reimbursement        Advanced Funding (Please complete item #14 
below)                   Discount at risk if not paid by _____________ 

    An Initial Submission --The following must be attached  1. Complete Copy of Individual’s Claim File 
2. Copy of  Employee’s Original Enrollment Card

Subsequent Submission # __________________

Attach Copy of Balance of Individual’s Claim File 

1. Policyholder’s Name:

2. Policy Number: 3. Policy Period for this Claim:

4. Original Effective Date:

5. Basis of Coverage:    12/12       12/15       Other (Describe):

6. Employee’s Name: Identification #:  

7.   Individual: Relation to Employee: 

8. Employee’s Hire Date:

9. Employee’s Original Effective Date of Coverage with Employer:

10. Individual’s Original Effective Date of Coverage with Employer:

11. Total Amount of Eligible Claims Expense of Policyholder: (This Submission) $

12. Specific Deductible Amount:  (First Submission Only) $
Policyholder or its authorized representative warrants that the specific deductible has been satisfied by actual
payment to the providers of medical services or supplies to which this claim relates.

13. Amount actually paid by Policyholder and eligible for reimbursement:  $

14. Amount not yet paid by Policyholder but eligible for reimbursement:  $

15. Total amount requested by Policyholder:  $

16. If hospitalization involved, provide facility’s name ______________________________________________________
And, PPO contract being utilized___________________________________________________________________

17. Diagnosis:

18. ICD9 Diagnosis code(s): 19. Prognosis:

20. Status:    Last day worked?   Date: Extension of Benefits?   Date:

Returned to work:  Date: Sick Leave?  Date:  

COBRA?    Date: Leave of Absence?  Date:  
21. Estimated Addt’l Cost (This Policy Period): $______________     22.  This Claim is:     Still Open with Addt’l Charges     Closed

23. Other Insurance Coverage:    Medicare     Other Ins.Effective Date:
 Plan Name:   Insured’s Name/ID #  

Policyholder or its authorized representative, as evidenced by its signature below, warrants that: 
a) The amounts stated in #12 and #13 have been paid to the respective providers of medical services or supplies to

which this claim relates; and
b) Any reimbursement made in respect of the amount shown in #14 above will be paid as soon as possible .

Authorized Signature Title Date

Administrator Phone

Address          City, State and Zip Code
Direct any Inquiries to:  IISI, 731 Sansome Street, 2nd Floor, San Francisco, CA 94104  i  (415) 398-6603 phone  i  (415) 398-6851 fax

Email: claims@iisinet.com
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FILING A SPECIFIC EXCESS LOSS CLAIM 

A claims should be filed when total benefits paid for a covered person exceed the specific 
deductible amount. These benefits must have been paid both within the terms of the employee 
benefit plan and the excess loss insurance coverage in force. Please refer to the excess loss 
insurance contract for full details. 

A. COMPLATION OF FORM
Please ensure that all questions are answered in full. The following is offered as guidance:

 Original Effective Date
The effective date of coverage of the first excess loss policy period.

 Policy Period
The period of excess loss coverage during which the covered person had exceeded
the specific deductible.

 Basis of Coverage
As stated by the excess loss insurance contract for the above policy period. This
details the period during which incurred dates and paid dates must fall in order to
be considered under the excess loss insurance cont5ract. Please identify run-in
and rin-out limitations if applicable.

 PPO Affiliation
When a single or multiple hospitalizations are involved, please state the name of the
hospital and the hospital’s PPO affiliation being utilized.

 Prognosis and Estimated Additional Cost
This will assist us in establishing reservices; your best estimate is most appreciated.
Prognosis should be determined from information in the claims file, such as billing
indications, medical reports, or Attending Physician’s Statements. Estimated
Additional Cost should take into account the Basis of Coverage and expiry date of
the policy period, as well as Condition and Prognosis. It is recognized that this is
only an estimate and will be subject to change as the claim develops.

B. DOCUMENTATION/WRITTEN PROOF OF LOSS (PAYMENT)
Please provide copies of system generated paid reports or copies of EOBs.

C. POST REIMBURSEMENT FUNDS
Any refunds received from providers or subsequent third party recoveries which
would reduce the amount reimbursed under the excess loss insurance contract
should be reported and refunded immediately upon discovery.
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PROOF OF ELIGIBIILTY GUIDEILINES 

Enrollment cards, on-line enrollment screen prints are acceptable when the following information 
(but not limited to) is provided: 

 Date of application made by employee (including employee’s signature—which is
waived for online enrollment screen prints); and

 Employee name and date of birth; and

 Type of employee (full-time, part-time, seasonal, retiree, owner, COBRA, etc.). If
COBRA, we will need proof of COBRA premium payments and COBRA election
form; and

 Date of Hire and Effective Date of coverage; and

 Number of scheduled work hours (only if Plan required a certain number of work
hours for employee eligibility. Upon our special request, payroll records or proof of
actual worked hours for employee may be required); and

 If employee is on Leave of Absence (LOA)/FMLA or Disability Extension, we will
need:

a) Last Date Worked; and
b) Beginning and end dates for Sick/Vacation days; and
c) Beginning and end dates for Approved LOA or FMLA; and
d) Beginning and end dates for Disability Extension; and
e) Proof of any required employee premium payments during approved leave;

and
f) Date of Return to work; and
g) If claim is for a dependent, list of dependents/relationship to employee and

date of birth.

 Other insurance coverage documentation. If claimant also has Medicare coverage,
we will need to know the qualifying event.
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SIMULATANEOUS SPECIFIC EXCESS LOSS REIMBURSEMENT 

The Company will simultaneously reimburse Specific Benefits to the Contractholder for all 
Eligible Claim Payments submitted during the Contract Period, which exceed the Specific 
Deductible at the time of actual payment by the Contractholder. In order to receive the 
Simultaneous Specific Reimbursement, the Contractholder must have actually Paid the full 
amount of the Specific Deductible and all premiums listed in the Schedule must be Paid current 
to date.  The Contractholder shall only be entitled to a Simultaneous Specific Reimbursement 
up to the amount submitted by Contractholder over and above the Specific Deductible. 

If the Contract should terminate prior to the end of the Contract Period, the Company shall not 
be liable for Specific Benefits for expenses Incurred or Paid by the Contractholder after the 
termination date. 

Please refer to the Excess Loss Policy (Simultaneous Specific Reimbursement Rider). If you 
have questions, please contact our Claims Manager Monday through Thursday by e-Mail at 
claims@iisinet.com. 
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SPECIFIC EXCESS LARGE CASE MANAGEMENT 

iiSi has developed a Large Case Management program to effectively manage the claim costs 
generated by catastrophic claims. This program provides the following services: 

1. Determines if case management services are warranted. If so, a case management
vendor can be recommended.

2. Review the case management plan for appropriateness and cost effectiveness.

3. Assist in recommending tertiary care facilities along with Centers fo Excellence and
other preferred medical network providers.

4. Negotiate provider discounts and perform retrospective hospital repricing.

Anytime a claimant is diagnosed with one of the trigger medical conditions indicated on the 
following page or the result is a potential claim liability of $50,000 or more, you should notify iiSi 
immediately regardless of whether a bill has actually been submitted. Once a large Care 
Management claim has been identified, please note the following steps: 

Step 1 - Complete the LARGE LOSS ALERT NOTIFICATION form and send directly to 
claims@iisinet.com 

Step 2 - Managed Care Coordinator received the notification and will contact the sender if 
necessary. 

Step 3 - The case is assessed with appropriate parties for services needed. 

Step 4 - Managed Care Coordinator will refer the claim to the Medical Management Nurse 
for possible network access and/or medical monitoring. 

Step 5 - Medical Management Nurse works with and assists the underlying Case Manager 
to achieve the highest quality of medical care in the most cost effective setting. 

NOTE: Where applicable, the claims adminsitrators should make arrangements for the 
Hospital Pre-Certification Center, whether in-house or off-site, to notify iiSi’s Medical 
Management Coordinator immediately of any hospital confinement that falls under the 
designated trigger medical conditions and/or may result in a high dollar claim. Our Medical 
Management Coordinator can be reached by e-Mail at claims@iisinet.com. 
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TRIGGER MEDICAL CONDITIONS 

The following is a list of health conditions which require immediate notifications to iiSi’s Managed 
Care Department: 

a) Complications of pregnancy, including premature births, and multiple births with continuing
hospitalizations, or other congenital birth condition.

b) Motor vehicle accidents or major accidents that result in severe injuries, such as head,
spinal or internal injuries.

c) Solid organ or bone marrow transplant potential or conditions that may warrant future
transplant potential, such as leukemia, lymphoma.

d) Diabetes Mellitus with serious complications, such as renal failure and amputation.

e) Serious burns.

f) Cardiovascular Accident (CVA).

g) High cost surgeries, such as coronary bypass or artificial implant surgery.

h) Continuous hospitalization for more than one month’s duration, or extended ICU stay, or
ventilator dependent treatments.

i) Severe cancer conditions.

j) Heart, liver, lung or kidney failure. Other conditions such as hepatitis C,
hepatocellularcarcinoma.

k) Extended IV antibiotic treatments or other IV medications.

l) Any serious claims which the Third-Party Administrator believes might eventually involve an
Excess Loss claims.

*** Trigger diagnosis list is attached 

The Managed Care team can be reached at claims@iisinet.com. 
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ICD-10-CM Trigger Diagnosis Codes 
The diagnosis listed below are key indicators of potential catastrophic claims. 

A0O-B99 Certain infectious and parasitic disease /00-/99 Diseases of Circulatory System 

A40 Streptococcal sepsis 120 Angina Pectoris 
A41 Other Sepsis 121.09-122 Acute myocardial infarction 
B15-B19 Viral hepatitis 124 Acute and Subacute lschemic Heart Disease 
B20 Human immunodeficiency virus [HIV] disease 125 Chronic ischemic heart disease 

126 Pulmonary embolism 
C00-O49 Neoplasms 127 Other pulmonary heart disease 
C00-C96 Malignant neoplasms 128 Other diseases of pulmonary vessels 
D46 Myelodysplastic syndromes 133 Acute & Subacute Endocarditis 

134-138 Heart Valve Disorders 
Diseases of the blood and blood---forming organs & 142-143 Cardiomyopathy 

D57 
D59 
D60-D64 
D65-D69 

D70-D77 
D80-D89 

E00-E89 
E10-E13 
E15-E16 

disorders involving the immune mechanism 

Sickle-cell disorders 
Acquired hemolytic anemia 
Aplastic and other anemias 
Coagulation defects, purpura and other hemorrhagic 
conditions 
Other diseases of blood and blood-forming organs 
Certain disorders involving the immune mechanism 

Endocrine, nutritional and metabolic diseases 

Diabetes mellitus 
Other disorders of glucose regulation and pancreatic 
internal secretion 

G92 
G93.1 

Toxic Encephalopathy 
Anoxic Brain Injury 

M72.6 
M86 

disorders 
Necrotizing Fasciitis 
Osteomyelitis 

E65-E68 
E70-E89 

Obesity and other hyper alimentation 
Metabolic disorders 

J84.10-J84.89 
J98.11-J98.4 

Postinflammatory Pulmonary Fibrosis 
Pulmonary Collapse/ Respiratory Failure 

F01-F99 Mental, Behavioral and Neurodevelopmental disorders K0O-K95 Diseases of Digestive System 

Fl0.1 Alcohol Abuse K22 Esophageal obstruction 

Fll.l Opioid Abuse K25-K28 Ulcers 

F20 Schizophrenia K31 Other diseases of stomach & duodenum 

F31 Bipolar Disorder K50 Crohn's disease 

F32.3 Major depressive disorder, single episode, severe with K51 Ulcerative colitis 
psychotic feature K55-K64 Diseases of intestine 

F33.1-F33.3 Major Depressive Disorder, recurrent K65-K68 Diseases of peritoneum & retroperitoneum 
F84.0 Autistic Disorder K70-K77 Diseases of liver 
F84.2 Rett's Syndrome K83 Diseases of biliary tract 
F84.5 Asperger's syndrome K85-K86 Diseases of pancreatitis 

K90-K95 Other diseases of digestive system/Complications of 
G00-G99 Diseases of the nervous system bariatric procedures 
GOO Bacterial Meningitis 

G04 Encephalitis Myelitis and Encephalomyelitis. M0O-M99 Diseases ofMusculoskeletal System & Connective nssue 

G06-G07 lntracranial and intraspinal abscess and granuloma M15-M19 Osteoarthritis 

G12.21 Amyotrophic Lateral Sclerosis M32 Systemic lupus erythematosus 

G35 Multiple Sclerosis M34 Systemic sclerosis 

G36 Other Acute Disseminated Demyelination M41 Scoliosis 

G37 Other Demyelinating disease of central nervous system M43 Spondylolysis 

G82.5 Quadraplegia M50 Cervical disc disorders 

G83.4 Cauda Equina Syndrome M51 Thoracic, thoracolumbar & lumbosacral intervertebral disc 

144-145 Conduction Disorders 
146 Cardiac Arrest 
147-149 Cardiac Dysrhythmias 
150 Heart Failure 
160-161 Subarachnoid Hemorrhage/ lntercerebral Hemorrhage 
163 Cerebral infarction 
165.8-166 Occlusion of Precerebral / Cerebral Arteries 
167 Other cerebrovascular disease 
170 Atherosclerosis/ Aortic Aneurysm 

J00-J99 
J40-J44 

Diseases of Respiratory System 

Chronic Obstructive Pulmonary Disease (CDPD) 

17



NOO-N99 

NOO-N0l 

N03 

N04 

N05-N07 

NOS 

N17 

N18 

N19 

O00-O9A 

009 

011 

014-015

030

031

P0O-P96 

P07 

P10-P15 

P19 

P23-P28 

P29 

P36 

P52-P53 

P77 
P91 

Q00-Q99 

Q00-Q07 

Q20-Q26 

R07.1-R07.9 

R40-R40.236 

R57-R58 

R65.2-R65.21 

Diseases of the Genitourinary System 

Acute and Rapidly Progressive Nephritic Syndrome 

Chronic Nephritic Syndrome 

Nephrotic Syndrome 

Nephritis and Nephropathy 

Glomerular Disorders classified elsewhere 

Acute Kidney Failure 

Chronic Kidney Disease (CKD) 

Renal Failure, Unspecified 

Pregnancy, childbirth and the puerperium 

High Risk Pregnancy 

Pre-Existing Hypertension with Pre-Eclampsia 

Pre-Eclampsia and Eclampsia 

Multiple Gestation 

Other complications specific to Multiple Gestations 

Certain conditions originating in the perinatal period 
Disorders of newborn related to short gestation and low 
birth weight 
Birth Trauma 

Fetal distress 

Other respiratory conditions of newborn 

Cardiovascular disorders originating in the perinatal period 

Bacterial sepsis of newborn 

lntracranial hemorrhage of newborn 

Necrotizing enterocolitis of newborn 

Other disturbances of cerebral status newborn 

Congenital malformations,deformations and 
chromosomal abnormalities 
Congenital malformations of the nervous system 

Congenital Cardiac malformations 

Congenital Anomalies of Digestive system 

Phakomatoses, not classified elsewhere 

Congenital malformation syndromes affecting multiple 
systems 
Other Congenital malformations 

Symptoms, signs and abnormal clinical and laboratory 
findings, not elsewhere classified 
Chest Pain 

Coma 

Shock, Hemorrhage 

Severe sepsis 

SOO-T88 

S02 

S06 

S07 

SOS 
S12-S13 

S14.0-S14.15 

522.0 

524 

525 

526 

532.0-532.2 

534 

535 

536-S37 

548 

558 

568.4-568.7 

578

588

598 

T30-T32

T81.11-T81.12

T82 

T83-T85 

T86 

T87 

237.5-237.6 

238.3-238.8 

248-248.298 

249 

294 

295 

298.85 

299.1 

299.2 

Injury, Poisoning and Certain Other Consequences of 
External causes 
Fracture of skull and facial bones 

lntracranial injury 

Crush injury to head 

Avulsion and traumatic amputation of part of head 

Fracture and injuries of cervical vertebra and other parts of 

neck 
Injury of nerves and spinal cord at neck level 

Fracture of thoracic vertebra 

Injury of nerves and spinal cord at thorax level 

Injury of blood vessels of thorax 

Injury of heart 

Fracture of lumbar vertebra 

Injury of lumbar and sacral spinal cord and nerves 

Injury of blood vessels at abdomen, lower back and pelvis 

Injury of intra-abdominal organs 

Traumatic amputation of shoulder and upper arm 

Traumatic amputation of elbow and forearm 

Traumatic amputation of hand at wrist level 

Traumatic amputation of hip and thigh 

Traumatic amputation of lower leg 

Traumatic amputation of ankle and foot 

Burns and corrosions of multiple body regions 

Postprocedural cardiogenic and septic shock 

Complications of cardiac and vascular prosthetic devices, 
implants and grafts 
Complications of prosthetic devices, implants and grafts 

Complications of transplanted organs and tissue 

Complications to reattachment and amputation 

Factors Influencing Health Status and Contact with Health 
Services 
Multiple births 

Multiple births 

Encounter for aftercare following organ transplant 

Encounter for care involving renal dialysis 

Transplanted organ and tissue status 

Presence of cardiac and vascular implants and grafts 

Transplanted organ removal status 

Dependence on respirator 

Dependence on dialysis 

In addition to the above trigger diagnosis, any of the following confinements and treatments should be considered for Large Loss Management: 

• Extended ICU stays
• Ventilator Dependent (Extended) 
• IV Antibiotic Treatments (Extended) 
• Any Confinement Certified For More Than 30 Days 
• Excessive Durable Medical Equipment 
• Chemotherapy and/or Radiation Therapy 
• Excessive Oral Medication (Greater than $5,000/month) 
• Home Health/Skilled Nursing Care, For Extended Time Periods 
• 5ubacute and/or Rehabilitation Confinements 
• Dialysis Treatment 
• Long Term TPN (Total Parenteral Nutrition) Use 

Q41-Q45 
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AGGREGATE CLAIM SUBMISSION 

Aggregate Excess Loss insurance provides for reimbursement to the Contractholder for Net 
Claims paid in excess of the Aggregate Deductible Amount, and in accordance with the terms of 
the excess loss contract. Annual Aggregate Claims are referred to an independent audit vendor for 
review and audit. Please complete and submit the Aggregate Worksheet on the following page to 
claims@iisinet.com. Monthly Accommodation requests should be submitted on the Monthly 
Accommodation Worksheet. 

Aggregate Audit and Reviews: 

Once iiSi performs a preliminary review and determines an aggregate claims exists, the Plan 
Administrator is notified that the aggregate claims will be referred to an independent vendor for 
audit. iiSi utilizes Corporate Benefit Audits and Northshore to perform these functions. The Excess 
Loss Policy, Plan Document(s) and Amendments are provided to the audit vendor. 

• A detailed annual paid claims report in Excel format, listing all Medical and Prescription
charges incurred ___ and paid ___. This report should be sorted by employee and claimant
and provide employee and claimant subtotals, as well as a report grand total. This report
should also be net of any adjustments (I.E. refunds, voids, and other adjustments)
processed to date.

• A detailed annual eligibility listing in Excel format, showing all active and terminated
employees and their dependents covered at any time from ___ through ___. This report
should provide employee name, effective date and termination date, and coverage by
coverage type (single/family).

• A check register report in Excel format, detailing all checks issued and adjustments
processed for the policy period. Report should include check date, check number, payee
name and check amount.

• Benefit code analysis report in summary format listing total dollars paid by benefit
description for claims incurrent ___ through ___.

• Bank statements to validate proof of adequate funding from ___ through ___. The bank
statements should document check clear dates.

• Monthly billing premium statements—including detail (i.e. covered persons listed by
coverage type, effective dates and billed amounts per month)—for ___ through ___. In
order to verify any adjustments, we will also need to see the premium statements for the
contract period.

• Please explain the funding process and whether an outside vendor (Emdeon/RedCard) is
used to issue/mail checks.

• Prescription vendor invoices for all prescriptions included in the aggregate.
• Detailed Rx report from the prescription vendor report for all drug expenses included in the

aggregate. The report should be sent in Excel format that will allow us to sort, subtotal and
extract data and include at least the following: Claimant Name/ Relationship/ Date Filled/
Date Billed/ Date Paid /Drug Name /Brand or Generic Indicator /Drug Strength /Quantity
/Days /Cost /Co-Pay /Amount Plan Paid.

• Drug Card Rebate reconciliation report from the drug card vendor that includes all rebates
for the policy period received thus far.

• Check release records to document the check issue date, amount of the check run, the
date the run was funded by the group and the date the run was released for mail delivery to
the payee.

• Documentation of any voids performed or refunds received after the end of the policy year
that are applicable to claims paid during the policy year.

20
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AGGREGATE WORKSHEET/REIMBURSEMENT FORM

Please remit to:  IISI, 731 Sansome Street, 2nd Floor , San Francisco, CA   94111
Telephone (415) 398-6603   Fax (415) 398-6851

Email – claims@iisinet.com 

Important:  Please check one:     Monthly report for Underwriting Department  □
   Reimbursement Request:    Monthly  □                Annually □

Group Name       Policy Effective Date Policy Number

Aggregate Factors: Single: $  Family: $ Composite:$ 

Covered Benefits:
(check all that apply)

Aggregate Contract: Minimum Attachment Point

# of 
Single 

# of 
family 

# of ee 
& child 

# of ee 
& 

spouse 

Loss Fund 
Monthly

Loss Fund 
YTD

Gross
Claims Paid 

Monthly
RX Paid 

Less Specific 
Reimbursed
& Ineligible 

Claims

Net Claims 
Paid 

Monthly

Net Claims 
Paid YTD

Total Claims Paid Year to Date:
Less Refunds and Voids:
Less Claims Paid Outside Loss Fund:
Less Specific Reimbursements (Paid):
Less Specific Reimbursements (Pending):
Less Aggregate Attachment Point:
Reimbursement due to Policyholder:

Authorized Examiner:_________________________________________________________________Date:_____/_____/_____

TPA:_______________________________________________________Address:____________________________________

 Medical        Dental          Disability Income      Prescription Card Service     □Vision

Month & Year

Totals



MONTHLY AGGREGATE ACCOMODATION 

iiSi agrees to reimburse the Contractholder after the receipt of a fully executed Proof of Loss at 
any time in the amount equal to: 

1. the Aggregate Benefit Eligible Claims Payments from the Effective Date actually paid
under the Employee Benefit Plan;

2. less the Aggregate Deductible Per Month accumulated since the Effective Date or the
Minimum Aggregate Deductible, whichever is greater;

3. multiplied by the Aggregate Payable Percentage; and

4. less amounts previously Paid under the terms of this Rider and not repaid.

Upon the close of the Contract Period, or fraction thereof, and receipt of the fully executed Proof 
of Loss as provided in the Contract, iiSi’s designated independent audit vendor will calculate the 
Aggregate Benefit.  If such benefit exceeds the sum of all payments made, the excess will be 
paid to the Contractholder as provided in the Contract.  If the sum of all payments made under 
this Rider exceeds the Aggregate Benefit as provided in the Contract, the Contractholder shall 
pay iiSi such excess.  If payment is due to iiSi, the Contractholder will make such payment at 
the time final Proof of Loss is submitted, but in no event later than 90 days after the expiration or 
end of the Contract Period. 

The Contractholder agrees to provide iiSi each month with a check register, fund account 
statement and a notice including prognosis, diagnosis, and claim detail for all claimants that 
have exceeded $10,000.00 in accumulated paid claims since the effective date.  In addition, 
Contractholder agrees to provide iiSi with Proof of Loss and copies of paid checks or drafts if 
requested for all Eligible Claims Payments. These can be submitted by e-Mail to 
claims@iisinet.com. 
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THIRD PARTY LIABILITY RECOVERIES 

Employer sponsored plans are required to pursue potential recoveries in the event a third party is 
responsible for injury incurred by a plan participant. If you do not have a service to handle this 
function, iiSi has developed a relationship with The Law Office of Bryan Davenport, a subrogation 
recovery firm, which helps clients achieve recoveries from losses resulting from third parties. 
Substantial savings have resulted from this service to date. 

In order to use this service, please complete and mail the iiSi Accident Questionnaire form to: 

Intermediary Insurance Services 
731 Sansome Street, Second Floor 
San Francisco, CA 94111 
Telephone: (415) 398-6603 
Fax:  (415) 398-6851
e-Mail: claims@iisinet.com 

iiSi will forward your request to Mr. Davenport’s office for their handling. 

Bryan Davenport has the flexibility that is needed to handle self-funded claims and is familiar with 
all of the sophisticated legal issues which commonly cloud related recovery efforts. Experienced 
counsel with knowledge of our industry, and the skills needed to handle complex and unusual 
situations, handle all negotiations and oversee all recoveries. 

There are no up-front costs for utilizing this service. Fees are typically deducted from the actual 
recovery. All referrals are handled by highly qualified legal counsel with significant expertise in the 
area of third party liability and subrogation. 
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ACCIDENT QUESTIONNAIRE 

Mail Completed form to: Intermediary Insurance Services 
731 Sansome St 2reet, nd Floor  
San Francisco, CA  94111 
Telephone:  (415) 398-6603   Fax:  (415) 398-6851 
e-Mail: claims@iisinet.com

Employee______________________________________________Claimant_________________________________________ 
Relationship to Employee___________________________DOB___________________________________________________ 
Group/Employer__________________________________Group/Employer No._______________________________________ 
TPA____________________________________________Carrier_________________________________________________ 
Total Paid_______________________________________ 

1. Date and time of accident:_______________________________________________________________________________
2. Describe how accident happened:_________________________________________________________________________

___________________________________________________________________________________________________
3. Describe where the accident happened:____________________________________________________________________

_____________________________________________________________________________________________________
4  If work related, indicate the name and address of the Worker’s Compensation carrier: 
     ____________________________________________________________________________________________________ 
     ____________________________________________________________________________________________________ 
     If work related, indicate the name and address of the claimant’s employer: 
     ____________________________________________________________________________________________________ 
     ____________________________________________________________________________________________________ 
5.  If due to a motor vehicle accident, was the patient the:  driver    passenger    pedestrian
     ____________________________________________________________________________________________________ 
     Indicate name of person, if any, cited for traffic violation:_______________________________________________________ 
     Indicate the name and address of the driver:________________________________________________________________ 
      ___________________________________________________________________________________________________ 
      Indicate the name and address of the other driver(s) , if any:___________________________________________________ 
      ___________________________________________________________________________________________________ 
      Indicate the name and policy number of the claimant’s auto insurance company: 
      ___________________________________________________________________________________________________ 
      ___________________________________________________________________________________________________ 
       Indicate auto insurance policy limits (bodily injury, etc.):_______________________________________________________ 
       Indicate the name, address and policy number of the driver’s auto insurance company:  
        __________________________________________________________________________________________________ 
        __________________________________________________________________________________________________ 
       Indicate auto insurance limits (bodily injury, etc.):____________________________________________________________ 
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        __________________________________________________________________________________________________ 
6.  Was an accident report completed?         Yes         No  
     If yes, by whom?______________________________________________________________________________________ 
     If an accident report was completed, please provide a copy of the report. 
7. Does the claimant intend to seek damages for this accident against a third party?   Yes         No

If yes, against whom?__________________________________________________________________________________
8. Has the claimant or third party consulted an attorney about the accident?    Yes         No

If yes, indicate the attorney’s name, address and telephone number.
____________________________________________________________________________________________________
____________________________________________________________________________________________________

9. If accident was OTHER THAN a work-related injury or a motor vehicle injury:
Indicate the name and address of homeowner, business owner, or other party responsible for the accident:
____________________________________________________________________________________________________
____________________________________________________________________________________________________
Indicate the name and address of insurance company insuring the party named above:
____________________________________________________________________________________________________
____________________________________________________________________________________________________

10. Has a medical settlement been offered? Yes         No
11. Has a medical settlement been accepted? Yes         No
12. Does the claimant or third party have any other insurance that covers this accident

other than those policies listed above? Yes         No
          If yes, indicate the insured’s name as well as the name, address and policy number of 
          the insurance company______________________________________________________________________________ 
           _________________________________________________________________________________________________ 
Please include any additional information or comments which might help to recover the medical benefits paid under this plan. 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 

Please attach the claimant’s signed reimbursement agreement, if available. 

PLEASE PRINT: 

Contact Name____________________________________________________________Date___________________________ 

Company Name__________________________________________________________Telephone Number________________ 

Address________________________________________________________________________________________________ 

_________________________________________________ ____________________________________________ 
       Signature 
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