WORKERS COMPENSATION EMPLOYER’S FIRST REPORT OF INJURY OR ILLNESS

CONTAINS ALL ITEMS REQUIRED BY OSHA FORM 101

OSHA CASE/FILE #

Form 122
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A Workers Compensation Fund of Utah 10
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E
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DEPARTMENT OR LOCATION WHERE ACCIDENT OR ILLNESS EXPOSURE OCCURRED ALL EQUIPMENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS USING WHEN ACCIDENT OR
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R
R
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E
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THE EMPLOYEE OR MADE THE EMPLOYEE ILL.
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WORKERS COMPENSATION FUND INFORMATION (THIS INFORMATION IS NECESSARY TO PROCESS CLAIM)

OFFICER / PARTNER

DID INJURY HAPPEN DURING PERFORMANCE OF REGULAR
DUTIES?

POLICY DEPT. CODE

ACCIDENT CAUSE CODE

IF THE ACCIDENT WAS CAUSED B’

Y ANY PERSON OR COMPANY BESIDES THE EMPLOYEE, A CO-

EMPLOYEE, OR THE EMPLOYER, PLEASE IDENTIFY:

WAS ACCIDENT CAUSED BY FAILURE OF MACHINE OR PRODUCT?
IF YES, EXPLAIN:

HAS EMPLOYEE INJURED THIS PART OF BODY BEFORE?

DO YOU DOUBT THE VALIDITY OF THIS CLAIM?
IF SO, PLEASE EXPLAIN:




FRAUD - "Any person who knowingly presents false or fraudulent underwriting information, files or causes to be filed a
false or fraudulent claim for disability compensation or medical benefits or submits a false or fraudulent report or billing for
health care fees or other professional services is guilty of a crime and may be subject to fines and confinement in the
state prison."

EMPLOYEE INFORMATION

¢ INJURY/ILLNESS REPORT A report of your injury/occupational illness must be made with your employer. If a report
of injury is not filed with your employer of the Labor Commission within 180 days of the date of your injury/ilness you may
lose the right to ever file a claim for worker's compensation benefits for that injury or iliness.

e EMPLOYER'S PHYSICIAN If your employer has a company physician or designated clinic for industrial accidents, you
MUST see the company physician first or you may not be eligible for workers compensation benefits. After you have
been seen by your employer's physician you have the right to choose one treating physician.

e MEDICAL COOPERATION You must cooperate with your employer or the insurance carrier in following prescribed
medical treatment in order to return to work as quickly as possible.

e TRAVEL REIMBURSEMENT You may be eligible for travel reimbursement to and from approved medical care. You
will need to keep records. Contact your insurance carrier regarding travel expenses.

e REEMPLOYMENT ASSISTANCE You may be eligible for reemployment assistance if you are unable to return to work
due to an industrial injury. Contact your insurance carrier or the Labor Commission for further information.

e MEDICAL EXPENSES You are entitled to have all reasonable medical expenses paid that were a result of the injury or
illness.

e COMPENSATION BENEFITS You are entitled to 66-2/3 of your wages up to 100% of the state average weekly wage
(on the date of your injury) after 3 days from the date of your injury, if a physician states your are totally unable to work. If
you were off over 14 days due to your injury, compensation is then payable from the first day. You are then entitled to
workers compensation benefits until you reach maximum medical improvement from the industrial injury/iliness.

If you have sustained a permanent impairment due to the industrial injury or illness you are entitled to benefits based on
the impairment rating as determined by a physician.

If you are permanently totally disabled from working due to the industrial injury you may need to apply at the Labor
Commission for a hearing to determine if benefits are due.

e ADDITIONAL ASSISTANCE If you are unable to work due to an industrial injury and meet the program's requirements,
you may be eligible for other assistance. Agencies you may wish to contact:

Human Services for food stamps, cash assistance, or medical assistance.
Social Security for total disability benefits.

e UNEMPLOYMENT BENEFITS If you are able to work but have been terminated from your job you need to apply at the
nearest Job Service Office within 90 days of the termination or worker's compensation payments.

Contact your insurance carrier if problems occur during your injury regarding payment of medical bills or
compensation payments. If you need to know who your employer's insurance carrier is, either ask your
employer or contact the Labor Commission.

For further information or assistance contact:
Labor Commission of Utah
Division of Industrial Accidents
160 East 300 South - 3" Floor
P.O. Box 146610
Salt Lake City, Utah 84114-6610
(801) 530-6800

THIS IS AN IMPORTANT DOCUMENT TO MAINTAIN FOR YOUR RECORDS



