ATTACHMENT F

ROLLING OWNER CONTROLLED INSURANCE PROGRAM

PERSONNEL QUALIFICATION QUESTIONNAIRE
COMPLETE THIS FORM FOR EACH INDIVIDUAL WITHIN YOUR ORGANIZATION PARTICIPATING IN THIS PROGRAM.  IF INDIVIDUALS HAVE NOT BEEN SELECTED, PLEASE USE THIS FORM AND INDICATE THE MINIMUM QUALIFICATIONS REQUIRED FOR THE VACANT POSITION.

Individual’s Name and Position:                                                    
Describe functions and tasks of this position for this program: 

                                           
Indicate the estimated % of time the Individual will spend on the ROCIP Program:

	YEAR
	% OF TIME
	HOURLY RATE

	1ST Year
	     
	     

	2nd Year
	     
	     

	3rd  Year
	     
	     

	4th Year
	     
	     

	5th Year
	     
	     


PERSONNEL QUALIFICATIONS

Number of ROCIP’s participated in within last 10 years:       
Number of OCIP’s participated in within last 10 years:
     
Number of OCIP’s as lead administrator within last 10 years:        
Number of OCIP’s for governmental entity within last 10 years:        
OTHER COMMENTS/RELATED EXPERIENCE (Optional)
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