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Program Enrollment Application

The Montana State Fund and the MONTANA FOOD DISTRIBUTORS ASSOCIATION have entered into an agreement to provide a group program to qualifying MONTANA FOOD DISTRIBUTORS ASSOCIATION members. To participate in the program, a group member must complete and sign this Enrollment application.

General Provisions

     Participating members shall:

1. Maintain an individual workers’ compensation policy with the Montana State Fund and shall be subject to the terms of this policy.

2. Report all accidents immediately to the State Fund (1-800-332-6102).

3. Must adhere to and comply with the minimum safety requirements of the Montana Safety Culture Act and must participate in the loss control program conducted by the State Fund. Participation in the loss control program may included but is not limited to attendance at a safety-related seminar, on-site safety review, or a correspondence type program including but not limited to program-specific materials or publications.

4. Maintain MONTANA FOOD DISTRIBUTORS ASSOCIATION membership in good standing.

5. Agree to a policy date from April 1st to March 31st to be concurrent with the group plan policy year.

MONTANA FOOD DISTRIBUTORS ASSOCIATION shall:
1. Assist State Fund in implementation of the plan.

2. Develop and implement loss control program.

Release

   By signing this form, I authorize the Montana State Fund to release to the MONTANA FOOD DISTRIBUTORS ASSOCIATION  (for internal use only) premium and loss data on my workers’ compensation policy, information that reflects on the timeliness of reporting my occupational injuries and the status of my adherence to the terms of the Group Contract.

Termination
1. The Montana State Fund may terminate a member’s participation in this program if the insured does not maintain MONTANA FOOD DISTRIBUTORS ASSOCIATION membership in good standing or is in default on an obligation to the Montana State Fund.

2. The State Fund may terminate a member’s participation by serving notice in writing to all affected parties. Termination is effective the date of the written notice.

3. Members may terminate their participation by serving notice in writing to the Montana State Fund. Termination is effective the date of the written notice.

Effective Date

Participation in the program shall commence on the effective date of this agreement or on an y date nearest the beginning on a calendar quarter following the date the Montana State Fund receives a copy of the signed Enrollment Application.

	


Print Name _____________________________________________________________

Member Signature _______________________________________________________ Date:  ____________

Company Name  ________________________________________________

Business Mailing Address:  ________________________________________


City, State, and Zip Code: _________________________________________

State Fund Policy # ____________________________

	Portion below to be completed by State Fund only: (Application is subject to loss and experience modification review for acceptance into the Group Plan).

This endorsement is:  Approved: Yes _________________________________________ Not Approved _______________________________


 Reason Not Approved: _______________________________________________________________________________________

Authorized Signature: _____________________________________________ Effective Date  _____________________________

