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ICR FORM – 04/01/20 

 
 
 
 

REPORT 

 

1 

POLICY NUMBER 

 

WC12345 

STATE 

 

DE 

STATE 
NO. 

07 

CARRIER 

 

 

CARRIER 
NO. 

99999 

DATE RECEIVED ADM FILE NO. 

 

EFFECTIVE 
DATE 

TERM EXPIRATION 
DATE 

INSURED 
ABC CORP. 

        

12/20/95 
 10/26/96 

          

COND. 
 

91 92 93 94 95 96 97 98           

EXP 
COV 

CLASS 
CODE 

EXPOSURE MANUAL 
RATE 

PREMIUM CLAIM 
NUMBER 

ACCIDENT DATE  
OR  

CLASS 
CODE 

INJ INCURRED LOSSES 
 

OPEN  
OR 

LOSS 
COV. 

CAT. 
NO. 

      NO. OF CLAIMS   INDEMNITY MEDICAL CLOSED   

11 0953      175485 0.49   860  3 0953 06     875 1 11 00 
11 0951        83368 0.96   800 23456 02/05/96 0951 06   1000 1 11 00 

     34567 07/03/96 0953 09   4750  1225 0 11 00 
     45678 10/25/96 0951 05   2950    595 0 21 00 
              
              
              
              
              
A - TOTAL SUBJECT PREMIUM 1660          
B - EXPERIENCE MODIFICATION  .850          
C - TOTAL MODIFIED PREMIUM (A) X (B) 1411          
D              
E              
F              
G              
 

STD      258853 XXX 1411          

RISK 

OTHER  XXX XXX          

TOTALS 

0064 PREMIUM DISCOUNT XXX ( 140 ) TOTALS 6 XXXX X   7700  3695 X X X 
 

0900 EXPENSE CONSTANT 
           

 


