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P.O. Box 881236, San Francisco, CA 94105 | Phone: (888) 495-8949 | bhhc.com 
 

Dear Policyholder: 
 

Thank you for placing your workers compensation coverage with Berkshire Hathaway 
Homestate Companies (BHHC). We look forward to working with you to fulfill all your workers 
compensation needs. 

 
Enclosed you will find documentation necessary for the processing and administration of a 
claim in the event of a workplace injury, as well as important information regarding workers 
compensation requirements for your state (i.e. posting notices, compliance laws, etc). Please 
utilize the documents included to collect valid information regarding the injured employee and 
incident, and send the documents in when reporting the claim or upon request. Any completed 
document should be sent directly to BHHC using mail, e-mail, or fax. The assigned claims 
professional will forward necessary documentation onto the appropriate state entity.  

 
It is critical that you promptly report all new claims using one of the following methods: 

   
Online:       1. Go to our website: www.bhhc.com 

2. Highlight “Workers Comp” in the menu 
3. Highlight “Claims Center” 
4. Click “Report a Claim” 

Phone:  (800) 661-6029 
Fax:  (800) 661-6984 
E-mail:          newclaim@bhhc.com 

 
Utah state law recommends employers report every industrial injury or occupational disease 
claim to their workers compensation carrier as soon as possible or within 5 days of employer 
knowledge of injury. 
 
State law also requires that employers authorize initial medical treatment within 24 hours of 
knowledge that an occupational injury of illness has been sustained or reported, regardless of 
the legitimacy of the claim. Failure to comply may result in the loss of “medical control” and a 
significant increase in the potential claim cost. 

 
We will attempt to contact you and the injured worker within 24 hours of receiving the First 
Report of Injury. Your cooperation in allowing the injured employee to speak with one of our 
Claims Professionals is appreciated. 

 
Should you have any questions regarding the contents of this kit, a claim, or claim reporting, 
please contact our Customer Care Center at (888) 495-8949. Questions regarding your 
insurance policy or coverage should be directed to your broker or agent. We thank you for 
choosing BHHC as your workers compensation carrier and look forward to providing you 
superior customer service and compassionate care for your injured workers. 
 

 

BERKSHIRE HATHAWAY HOMESTATE COMPANIES 
 
 
 
 

BERKSHIRE HATHAWAY HOMESTATE INSURANCE COMPANY BROOKWOOD INSURANCE COMPANY CONTINENTAL DIVIDE INSURANCE COMPANY 
CYPRESS INSURANCE COMPANY OAK RIVER INSURANCE COMPANY REDWOOD FIRE AND CASUALTY INSURANCE COMPANY 
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WORKERS’ COMPENSATION POSTING REQUIREMENTS 
 
 

Workers’ Compensation Notice Poster 
 

 Post in one or more conspicuous places at all business locations 
     

    To complete the form, please enter the name of your company, your designated insurance carrier, 
    and your policy number in the space provided.  
 
 
For your convenience, our other contact information has been entered on the Poster. 

(Utah Code Annotated § 34A‐2‐204) 

 
   



WORKERS’ COMPENSATION NOTICE 

Employer:  
has complied with the provisions of the Workers’ Compensation Act (§34A-2-101, Utah Code Annotated), the 
Utah Occupational Disease Act (§34A-3-101, Utah Code Annotated), and the rules of the Labor Commission by 
insuring the liability to pay the compensation and other benefits provided by said Acts through: 

Insurance Company:    

Policy Number: ______________________________________________________________ 
Address for the above insurance company:    
Telephone number:    

  Check here if the employer has been authorized by the Division of Industrial Accidents to self-insure and directly pay 
workers’ compensation benefits. 

WORKERS’ COMPENSATION 
Workers’ Compensation is insurance which pays medical expenses and helps offset lost wages for employees with work- 
related injuries or illnesses. If you have an on-the-job injury or occupational disease, it may pay for: hospital and medical bills, 
time lost from work, permanent loss of body function, prosthetic devices, and burial and dependent benefits in case of death. 

 

HOW TO REPORT AN ACCIDENT 
1. Report the injury, no matter how slight, immediately to your 

supervisor. You may lose your rights if your injury is not 
reported within 180 days of the injury or work-related illness. 

2. Ask your employer where you should go for treatment. If 
your employer has a first-aid room or company designated 
doctor, go there promptly for treatment. If not, go to a 
doctor of your choice. 

 
3. Tell the doctor HOW, WHEN and WHERE the accident 

happened. The doctor will fill out a physician’s initial report 
form. A copy of the report is given to you and copies of the 
report are sent to the insurance company and the Labor 
Commission within seven (7) days of your doctor visit. 

 
4. Your employer shall fill out the employer’s first report of 

injury form. A copy of this report is sent to the insurance 

company within seven (7) days of the accident. The insurance 
company will report the injury to the Labor Commission. 

HOW TO START COMPENSATION 
1. Ask your employer which insurance company pays workers’ 

compensation benefits for the company. 
 

2. Ask your employer to report the accident to the insurance 
company and give you the claim number. 

 
3. Call the insurance company and ask them to start your 

workers’ compensation benefits. The insurance company 
will require the employer’s report, the physician’s report, 
and may ask you to fill out a request for compensation. 
Cooperate with the adjuster’s investigation of the injury. 

 
4. Ask your doctor to send medical reports to the insurance 

company, including the work status statement. 

REHABILITATION 
If you cannot return to work, you may be eligible for a 

rehabilitation program. Contact the insurance company 

listed above or the Utah State Office of Rehabilitation. 

 

FRAUD STATEMENT: “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 state prison.” 

 

 
 

 
160 East 300 South 3rd Floor P.O. Box 146610 Salt Lake City, Utah 84114-6610 

Office: (801)-530-6800 Fax: (801)-530-6804 Toll Free: (800)-530-5090 www.laborcommission.utah.gov 
 

If you want copy of an Employee's Guide to Workers' Compensation booklet or have questions, contact the 
Labor Commission or go to the webpage at www.laborcommission.utah.gov. 

Note: This notice must be posted and kept continuously in public and conspicuous places in the office, shop or 

place of business of the employer as per §34A-2-204 and §34A-2-104.5, Utah Code Annotated. 
 

Rev 10/2019 

http://www.laborcommission.utah.gov/
http://www.laborcommission.utah.gov/


AVISO DE COMPENSACIÓN PARA LOS TRABAJADORES 

La  Empresa:                                                                                                                                                                                   
Ha cumplido con las disposiciones de la Ley de Compensación para los Trabajadores (§34A-2-101, Código de Utah Anatado), la 
Ley de Enfermedades Ocupacionales de Utah (§34A-3-101, Código de Utah Anatado), y las reglas de la Comisión Laboral por 
asegurando la obligación de pagar compensactión y otros beneficios preveidos por las Leyes y teniendo cobertura con: 

Compañía de Seguros:                                                                                                                              

Numero de Póliza:     

Dirección de la compañía de seguros:    

Numero de teléfono:    

  Marque aquí si la División de Accidentes Industriales ha autorizado el empleador a tener el auto-seguro y pagar los 

beneficios de compensación directamente al trabajador. 

COMPENSACIÓN PARA LOS TRABAJADORES 
Compensación para los trabajadores es un seguro que paga los gastos médicos y ayuda a compensar los salarios perdidos de 

los empleados con lesiones o enfermedades relacionadas con el trabajo. Si usted tiene una lesión en el trabajo o una 

enfermedad occupasional, puede pagar: facturas hospitalarias y médicas, pérdida de tiempo del trabajo, pérdida permanente de 

la función corporal, dispositivos protésicos y servicios funerarios y beneficios para dependientes en caso de muerte. 
 

COMO REPORTAR UN ACCIDENTE 
1. Informe inmediatamente a su supervisor de la lesión. Usted 

puede perder sus derechos si no reporte su lesión o 
enfermedad relacionada con el trabajo dentro de 180 días. 

2. Pregunte a su empleador dónde debe ir para recibir 
tratamiento. Si su empleador tiene un clínico designado, vaya 
allí de inmediato para recibir tratamiento. Si no tiene un 
clínico designado, vaya a un médico de su elección. 

3. Informe al doctor CÓMO, CUÁNDO y DÓNDE ocurrió el 
accidente. El médico llenará el formulario de informe inicial 
del médico. Usted debe recibir una copia del informe y copias 
se envían a la compañía de seguros y a la Comisión Laboral 
dentro de siete (7) días de su visita al médico. 

4. Su empleador llenará el formulario de informe inicial del 
empleador. Usted debe recibir una copia del informe y una 
copia se envía a la compañía de seguros dentro de siete (7) 
días. La compañía de seguros es responsable a reportar a la 
Comisión Laboral. 

COMO EMPEZAR COMPENSACIÓN 
1. Pregunte a su empleador qué compañía de seguros pagará 

los beneficios de compensación para los trabajadores. 

2. Pídale a su empleador que reporte el accidente a la 
compañía de seguros y que le dé el número de reclamo. 

3. Llame a la compañía de seguros y pídales que inicien sus 
beneficios de compensación para trabajadores. La 
compañía de seguros requerirá el informe del empleador, 
el informe del médico, y puede pedirle a usted que llene 
una solicitud de compensación. Cooperar con la 
investigación del ajustador sobre la lesión. 

4. Pídale a su médico que envíe informes médicos a la 
compañía de seguros, incluyendo la declaración de estado 
de trabajo. 

REHABILITACIÓN 
Si no puede regresar al trabajo, puede ser elegible para un 
programa de rehabilitación. Póngase en contacto con la 
compañía de seguros mencionada anteriormente o con la 
Oficina de Rehabilitación del Estado de Utah. 

 

DECLARACIÓN DE FRAUDE: “Cualquier persona que a sabiendas presente información falsa o fraudulenta de 
suscripción de seguros, archivos o causas para presentar una reclamo falso o fraudulento por compensación de incapacidad o 
beneficios médicos, o presente un informe o facturación falsa o fraudulenta por gastos médicos u otros servicios profesionales 

es culpable de un crimen y pueden ser sujetos a multas y confinamiento en una prisión estatal.” 

 

 

 
160 East 300 South 3rd Floor P.O. Box 146610 Salt Lake City, Utah 84114-6610 

Teléfono: (801)-530-6800 Fax: (801)-530-6804 Línea gratuita: (800)-530-5090 www.laborcommission.utah.gov 

Si desea una copia del folleto de la Guía Sobre el Seguro de Compensación Para los Trabajadores o tiene preguntas, 
comuníquese con la Comisión Laboral o visite la página web en www.laborcommission.utah.gov. 

Nota: Este aviso debe ser publicado y mantenido continuamente en lugares públicos y visibles en la oficina, 
tienda o lugar de negocios del empleador según §34A-2-204 y §34A-2-104.5, Código de Utah Anatado. 

 

Rev 10/2019 

http://www.laborcommission.utah.gov/
http://www.laborcommission.utah.gov/


Form 122E EMPLOYER’S FIRST REPORT OF INJURY OR ILLNESS Rev 10/2019 

160 East 300 South 3rd Floor P.O. Box 146610 Salt Lake City, Utah 84114-6610 
Office: (801)-530-6800 Fax: (801)-530-6804 Toll Free: (800)-530-5090 www.laborcommission.utah.gov 

TO BE COMPLETED BY EMPLOYER WITH ORIGINAL SENT TO INSURANCE CARRIER AND COPY SENT TO INJURED WORKER 

INJURED WORKER INFORMATION: 

Name: Phone: 

Address: City:  State:  Zip: 

Social Security Number: Date of Birth: 

Marital Status: Sex:  Male          Female          Unknown     

Occupation / Job Title: Date Hired: 

Employment Status: Number of Dependents: 

Wage:  Wage Period: Daily  �  Weekly  �  Monthly  � 

Full Pay for Day of Injury:  Yes          No      Number of Days Worked per Week: 

EMPLOYER INFORMATION: 

Business Name: Phone: 

Employer Contact: Phone: 

Mailing Address: City:  State:  Zip: 

Employment Address: City:  State:  Zip: 

Employer FEIN: 

INSURANCE INFORMATION: 

Carrier: Phone: 

Carrier Address: City:  State:  Zip: 

Policy / Self-Insured Number: Policy Period: 

OCCURRENCE/TREATMENT: 

Date of Injury / Disease: Time of Injury: Date Employer Notified: 

Nature: Body Part: Cause: 

Last Day Worked: Date Disability Began: Date Returned to Work: 

Fatality:  Yes     �     No     � Date of Death: Date Administrator Notified: 

Address of Occurrence: City:  State:  Zip: 

Premises:     Employer’s     �     Other     �     Description: 

Accident Description: 

Provider Injured Worker Received Care From: 

Provider Address : City:  State:  Zip: 

Treating Physician: Phone: 

Initial Treatment:  No Medical Treatment     �     Minor: By Employer     �     Minor: Clinic/Hospital     �     Emergency Care     � 
Hospitalized- 24 Hours     �     Future Major Medical/Lost Time Anticipated    � 

Witnesses:     Yes     �     No     �     If yes list their names and phone number: 

For your protection, it is required by Utah Law to give notice that workers’ compensation fraud is a crime. See next page for full 
fraud statement.  



Form 122E EMPLOYER’S FIRST REPORT OF INJURY OR ILLNESS Rev 10/2019 

160 East 300 South 3rd Floor P.O. Box 146610 Salt Lake City, Utah 84114-6610 
Office: (801)-530-6800 Fax: (801)-530-6804 Toll Free: (800)-530-5090 www.laborcommission.utah.gov 

INSTRUCTIONS TO THE EMPLOYER 

PLEASE NOTE: 

The filing of this form does not admit liability or fault. However, failure to file this report with the insurance 
carrier and provide a copy to the injured worker can result in a citation and civil penalty for each violation as 
per §34A-2-407(8), U.C.A.  

The insurance carrier is to receive the original of this form. The injured worker shall then receive a copy 
along with their rights and obligations of the Utah’s Workers’ Compensation Act (Form 100). The employer 
should keep a copy for their records. The Labor Commission, Division of Industrial Accidents, will receive an 
electronic copy from the insurance carrier. The electronic copy of this form is private information and only 
released to parties of the claim.  

In order to dispute the validity of the injured worker’s claim, contact the insurance carrier or claim 
administrator for more information.  

All fields on this form are required. Please complete this form entirely and do not leave any blank fields. This 
form will be returned and additional information will be requested if it is not properly completed. If you, the 
employer, need assistance to complete the form contact your workers’ compensation insurance carrier or 
claims administrator. 
 Rule R612-200-1(A)(2) Except for injuries treated only by first aid, an employer shall report each employee 
work injury within 7 days after receiving initial notice of the injury, as follows: 

a. An employer that has obtained workers' compensation insurance shall report the injury to its
insurance carrier.

b. An employer that has received Division authorization to self-insure shall report the injury to its
claims administrator.

c. An employer that has failed to obtain worker's compensation coverage shall report the injury by
contacting the Division directly.

3. An employer has notice of a work injury upon the earliest of:

a. Observation of the injury;

b. Verbal or written notice of the injury from any source; or

c. Receipt of any other information sufficient to warrant further inquiry by the employer.

FRAUD WARNING: 

Any person who knowingly presents false or fraudulent underwriting information, files, claim for disability 
compensation, medical benefits, health care fees, or other professional services are of guilty of a crime and 
may be subject to fines and confinement in state prison.  



Form 100 INJURED WORKERS’ RIGHTS AND RESPONSIBILITES Rev 10/2019 

160 East 300 South 3rd Floor P.O. Box 146610 Salt Lake City, Utah 84114-6610 
Office: (801)-530-6800 Fax: (801)-530-6804 Toll Free: (800)-530-5090 www.laborcommission.utah.gov 

THIS FORM IS TO BE PROVIDED TO THE INJURED WORKER WITH THE INITIAL REPORT OF INJURY 

RIGHTS 

Medical Expenses: You are entitled to have all reasonable medical expenses paid that are as a result of a work–
related injury or illness. You may also be eligible for reimbursement for travel to and from approved medical care. 

Compensation Benefits: You may be entitled to 66-2/3% of your wages up to 100% of the state average weekly wage 
if the claim is found to be compensable and a physician states you are totally unable to work. No compensation 
benefits are to be paid in the first three (3) days unless the disability prevents you from working for more than a total of 
fourteen (14) days. If your work injury or illness prevents you from earning your full wage while you are recovering and 
working with restrictions, you may be entitled to partial compensation. If you have sustained a permanent impairment 
due to an industrial injury or disease, you are entitled to disability compensation based on an impairment rating as 
determined by a physician. If you are permanently and totally disabled from working due to an industrial injury, you 
may need to apply for a hearing at the Labor Commission to determine if benefits are due.    

Dependent Benefits: In the case of death of an employee resulting from a work-related injury, workers’ compensation 
shall pay some funeral and burial expenses. In addition, the deceased worker’s spouse, dependent children, and other 
dependents may be entitled to monthly payments.   

Reemployment Assistance: You may be eligible for reemployment assistance if you are unable to return to work due to 
an industrial injury. Contact the insurance adjuster or the Utah State Office of Rehabilitation for further information at 
(801)-887-9500 or www.usor.utah.gov.   

RESPONSIBILITIES: 

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 be obligated to pay for the difference in medical costs. After you have 
been seen by your employer’s physician, you have the right to change the treating physician once throughout the 
duration of your claim.   

Medical Records: You shall comply with rules adopted by the Labor Commission regarding disclosure of your medical 
records which are relevant to the industrial accident or illness claim, otherwise benefits could be denied.  

Cooperation: Promptly provide information requested by the insurance adjuster and cooperate with the investigation of 
your claim. If a claim is denied and you disagree with the denial reason, you may file an application for hearing and an 
Administrative Law Judge will issue a decision on your claim.  

Medical Cooperation: You must cooperate with your employer or the insurance adjuster by following prescribed 
medical treatments / evaluations / visits as to return to work as quickly as possible.  

Concerns: Contact the insurance adjuster if problems arise concerning your industrial accident claim regarding 
medical treatment, payment of medical bills, compensation benefits, or work restrictions. If you have any additional 
questions regarding your rights and responsibilities throughout the duration of the claim process, feel free to contact 
the Utah Labor Commission, Division of Industrial Accidents.  

The employer must provide a copy of this form to the injured worker with form 122E Employer’s First Report 
of Injury.  Additionally, the carrier/self-insured employer must provide a copy of this form to the injured 
worker with the initial injury report processed for the claim (Form 122C, 089, or 441). 

FRAUD WARNING 
Any person who knowingly presents false or fraudulent underwriting information, files, claim for disability 
compensation, medical benefits, health care fees, or other professional services are of guilty of a crime and may be 
subject to fines and confinement in state prison.  

http://www.laborcommission.utah.gov/
http://www.usor.utah.gov/


Form 100 INJURED WORKERS’ RIGHTS AND RESPONSIBILITES Rev 10/2019 

160 East 300 South 3rd Floor P.O. Box 146610 Salt Lake City, Utah 84114-6610 
Office: (801)-530-6800 Fax: (801)-530-6804 Toll Free: (800)-530-5090 www.laborcommission.utah.gov 

ESTE FORMULARIO DEBE SER PROPORCIONADO AL TRABAJADOR LESIONADO CON EL INFORME INICIAL DE LESIÓN 

DERECHOS: 

Gastos Médicos: Usted tiene derecho a que se paguen todos los gastos médicos razonables que sean como 
resultado de una lesión o enfermedad relacionada con el trabajo. También puede ser elegible para el reembolso por el viaje hacia y 
desde proveedores médicos aprobados. 

Beneficios De La Compensación: Usted puede tener derecho a 66-2/3% de su salario hasta el 100% del 
salario promedio semanal del estado si el reclamo se determina que es compensable y un médico declara que usted es totalmente 
incapaz de trabajar. No se pagan beneficios de compensación en los primeros tres días a menos que la 
discapacidad le impida trabajar más de un total de 14 días. Si su lesión laboral o enfermedad le impide ganar su salario completo 
mientras se está recuperando y trabajando con restricciones, puede tener derecho a una compensación parcial. Si usted ha sufrido una 
incapacidad permanente debido a una lesión o enfermedad industrial, tiene derecho a una compensación de incapacidad que es basada 
en una calificación de incapacidad que es determinada por un médico. Si está permanentemente y totalmente incapacitado de trabajar 
debido a una lesión o enfermedad laboral, tiene que solicitar una audiencia en la Comisión Laboral para determinar si los beneficios son 
debidos. 

Beneficios Para Dependientes: En caso de muerte de un empleado como resultado de una lesión 
relacionada con el trabajo, la compensación para los trabajadores pagará algunos gastos funerarios y del entierro. 
Además, el esposo/la esposa, los hijos a cargo, y otros dependientes del trabajador fallecido pueden tener derecho a 
pagos mensuales. 

Asistencia De Reemplazo: Usted puede ser elegible para recibir asistencia de reempleo si no puede regresar 
al trabajo debido a una lesión laboral. Para obtener más información, comuníquese con el ajustador de seguros o con la Oficina de 
Rehabilitación del Estado de Utah al 801-887-9500 o www.usor.utah.gov.  

RESPONSABILIDADES: 

Médico Del Empleador: Si su empleador tiene un médico de la compañía o una clínica designada para 
accidentes industriales, es necesario ver al médico de la compañía primero o puede estar obligado a pagar por la 
diferencia en los gastos médicos. Después de haber sido visto por el médico del empleador, tiene el derecho de cambiar 
al médico tratante una vez durante la duración de su reclamo. 

Registros Médicos: Usted deberá cumplir con las reglas adoptadas por la Comisión Laboral con respecto al 
descargo de sus registros médicos que sean relevantes al reclamo de accidente o enfermedad industrial, si no los 
beneficios podrían ser negados. 

Cooperación: Proporcione rápidamente la información solicitada del ajustador de seguros y coopere con la 
investigación de su reclamo. Si se niega su reclamo y no está de acuerdo con la razón de denegación, puede presentar 
una solicitud de audiencia y un Juez de Derecho Administrativo hará una decisión sobre su reclamo. 

Cooperación Médica: Usted debe cooperar con su empleador o con el ajustador de seguros en seguir los 
tratamientos, evaluaciones, y visitas médicas para regresar al trabajo lo más rápido posible. 

Preocupaciones: Póngase en contacto con el ajustador de seguros si tiene problemas acerca de su reclamo de 
accidente industrial con respecto al tratamiento médico, pago de facturas médicas, beneficios de compensación o 
restricciones de trabajo. Si tiene preguntas adicionales sobre sus derechos y responsabilidades durante el proceso de 
reclamo, debe comunicarse con la Comisión Laboral de Utah, División de Accidentes Industriales 

El empleador debe roporcionar una copia de esta forma al trabajador lesionado junto con la forma 122E (primer reporte de accidente del 
empleador) adicionalmente la compania de seguros o compania auto asegurada debe proporcionar una copia de esta forma al trabajador 
lesionado junto con el primer reporte de accidente. (forma 122 c, 089, or 441). 

ADVERTENCIA DE FRAUDE 

Cualquier persona que a sabiendas presente informacion falsa o fraudulenta a la compania de seguros, aplique por un reclamo por 
incapacidad, beneficios medicos, honorarios de atencion medica u otros servicios profesionales, es culpable de de un crimen y esta 
sujeto a multas o encarcelamiento en una prision estatal. 

http://www.laborcommission.utah.gov/


EMPLOYEE’S ACCIDENT REPORT 
To be completed by the injured worker 

Employee name 
Employer name 

Date of accident 
Time of accident 
Time you began work on day of accident 
Location of accident (specify if off-site address) 

How did the injury occur? What job duties were you performing? Please describe in your own words. 

What part(s) of your body was injured (indicating right and/or left)? 

Have you sought any medical treatment for these injuries? If so, specify where and when. 

Have you ever injured this part of your body before (yes or no)? If so, please describe how and when the 
previous injury(s) occurred. 

What witnesses were present when the accident occurred? Please provide names if applicable. 

Who did you report the injury to? When was the injury reported? Please provide name(s) and job title(s). 

What did you do after the accident occurred? 

The above report is true and correct: 
SIGNATURE: DATE FORM COMPLETED: 

http://www.pdffactory.com


INFORME DE ACCIDENTE DEL EMPLEADO 
A ser completado por el trabajador lesionado 

 

Nombre del empleado  

Nombre del empleador  

 

Fecha del accidente  

Hora del accidente  

Hora en que usted empezó a trabajar el día del accidente  

Ubicación del accidente (especifique si es una dirección fuera del sitio)  
 

¿Cómo ocurrió la lesión? ¿Qué deberes del trabajo estaba desempeñando? Por favor, describa en sus propias palabras. 

 

 

 

 

¿Qué parte(s) de su cuerpo resultó(aron) lesionada(s) (indicando derecha y/o izquierda)? 

 

 

¿Ha buscado algún tratamiento médico para estas lesiones? Si es así, especifique dónde y cuándo. 

 

 

 

¿Se ha lesionado anteriormente alguna vez esta parte de su cuerpo (sí o no)? Si es así, por favor, describa cómo y dónde ocurrió(eron) 
la(s) lesión(es) anterior(es). 

 

 

 

¿Qué testigos estuvieron presentes cuando ocurrió el accidente? Por favor, proporcione nombres si es aplicable. 

 

 

¿A quién informó la lesión? ¿Cuándo fue informada la lesión? Por favor, proporcione nombre(s) y puesto(s). 

 

 

 

¿Qué hizo después de ocurrido el accidente? 

 

 

 

 

 
El informe anterior es verdadero y correcto: 

FIRMA: 
 
 

FECHA EN QUE SE COMPLETÓ EL FORMULARIO: 

 



Form 308 1/5/19                                         STATE OF UTAH 
LABOR COMMISSION 

Division of Adjudication  
 

AUTHORIZATION TO DISCLOSE, RELEASE AND USE 
PROTECTED HEALTH INFORMATION 

(HIPAA COMPLIANT) 
 
 
Requesting Party: _____________________________________________________ Telephone: (___) ___________________ 
Address: ______________________________________________________________________________________________ 
 
TO: _______________________________________________________________ (Medical Providers as listed on Form 307)  
        ___________________________________________________________________________________________________ 
 
This authorization permits you to release a copy of records in your possession regarding any medical treatment and/or 
hospitalization of: 
 
Name of Patient _______________________________________________________________________________________      
Social Security Number ____________________________________________ Date of Birth _________________________ 
Date(s) of Injury/Occupational Disease _____________________________________________________________________ 
 
I AUTHORIZE you to disclose any information and records regarding the above named individual in your possession.  This 
includes but is not limited to, your medical findings, diagnosis, treatment, treatment summaries, psychological or psychiatric 
evaluations, prognosis, clinic notes, diagnostic reports or radiology films, physical therapy records, pharmacy records, or any 
other health information in your records for the past 10 years (15 years if claim is being adjudicated).  I understand that 
based on the information released it may include information related to any substance abuse. 
 
I UNDERSTAND that the information furnished may be used to evaluate and verify my claim for benefits for a work related 
injury or occupational disease.  The information obtained is relevant to a workers’ compensation claim(s) and may be used by 
persons or organizations performing a service related to, or adjudicating the claim(s). 
 
THIS AUTHORIZATION will expire 365 days following the date signed, but may be revoked by signator in writing to the 
requesting party.  Revocation of this authorization will not be valid if the requesting party has taken action in reliance upon 
such authorization.  Please note that the information disclosed or used pursuant to this authorization may be subject to re-
disclosure and would, therefore, no longer be protected under the terms of the HIPAA privacy rule. I also understand that the 
above-identified health care provider, except under limited circumstances, may not condition treatment, payment, 
enrollment in a health plan, or eligibility for benefits on whether this authorization is signed. 
 
A PHOTOCOPY OR SCANNED COPY of this authorization shall be deemed to have the same authority as the original.   
 
I hereby certify that I have read the provisions in this authorization.  I understand and agree to its terms, and authorize 
disclosure of the information described above. 
 
________________________________________________________  ______________________________ 
Patient                                                      Date 
 
STATE OF UTAH            ) 
        : ss 
COUNTY OF __________) 
 
 On the _____ day of ______________, 20_____, personally appeared before me _________________________________, 
the signer of the within instrument, who duly acknowledged to me that he/she executed the same. 
 
 
 
 
        ___________________________________ 
        NOTARY PUBLIC 



  160 East 300 South * P.O. Box 146610 * Salt Lake City, UT  84114-6610 * Telephone: (801) 530-6800 
  Fax: (801) 530-6804 * Toll Free: (800) 530-5090 * www.laborcommission.utah.gov

___________________



B E R K S H I R E  H A T H A W A Y  H O M E S T A T E  I N S U R A N C E  C O M P A N Y   ●   B R O O K W O O D  I N S U R A N C E  C O M P A N Y   ●   C O N T I N E N T A L  D I V I D E  I N S U R A N C E  C O M P A N Y  
C Y P R E S S  I N S U R A N C E  C O M P A N Y   ●   O A K  R I V E R  I N S U R A N C E  C O M P A N Y   ●   R E D W O O D  F I R E  A N D  C A S U A L T Y  I N S U R A N C E  C O M P A N Y

P.O. BOX 881716 • SAN FRANCISCO CA 94188 • TOLL FREE: (800) 661-6029 • FAX: (415) 675-5469

MEDICAL HISTORY REQUEST 

Employee Name: Date of Injury: 
Employer Name: Completion Date: 

Please complete this form by providing your medical history for the past 5 years.  This will help ensure that we are able to provide all of your 
medical records to your current treating physician for you to receive the proper care for your work injury.  

Thank you for your cooperation. 

Past Injuries, Disabilities, or Other Medical Conditions 

Hospitalizations 
HOSPITAL NAME, ADDRESS AND PHONE DATES ADMITTED 

  Treating Physicians or Groups 
DOCTOR OR GROUP NAME, ADDRESS AND PHONE DATES OF TREATMENT 

http://www.pdffactory.com


SUPERVISOR’S REPORT OF EMPLOYEE ACCIDENT 

Employee name 
Employer name 

Date of accident 
Time of accident 
Date accident reported 
Did the employee report the accident immediately?    YES    NO  
Location of accident (specify if off-site address) 

How did the injury occur? What job duties was the employee performing? 

What part(s) of the employee’s body were reported as injured? 

Has the employee sought any medical treatment for these injuries? If so, specify where and when. 

What witnesses were present when the accident occurred (including self)?  

Do you have any reason to question the legitimacy of the accident? If so, please explain: 

Indicate working conditions present that led to accident (please check all that apply): 
 Unused/unavailable lifting equipment  Wet/slippery floor 
 Unused/unavailable PPE (gloves, hardhat, goggles, etc.)   Poor housekeeping 
 Unused/unavailable sharps container  Interaction with co-worker 
 Unguarded or improperly guarded equipment  Interaction with patient or resident 
 Electrical exposure  Interaction with customer 
 Obstructed view  Chemical exposure 
 Lack of training  Motor vehicle accident 
 Defective tools or equipment  Other: __________________________ 

What changes could be made to eliminate or reduce the hazard(s) identified above? 

The above report is true and correct: 
Prepared by: Title: Date prepared: 

http://www.pdffactory.com


INFORME DEL SUPERVISOR DE ACCIDENTE DE EMPLEADO 

Nombre del empleado 

Nombre del empleador 

Fecha del accidente 

Hora del accidente 

Fecha en que se informó el accidente 

¿Informó el empleado el accidente inmediatamente? SÍ  NO  
Ubicación del accidente (especifique si es una dirección fuera del sitio) 

¿Cómo ocurrió la lesión? ¿Qué deberes del trabajo estaba desempeñando el empleado? 

¿Qué parte(s) del cuerpo del empleado se informaron como lesionadas? 

¿Ha buscado el empleado algún tratamiento médico para estas lesiones? Si es así, especifique dónde y cuándo. 

¿Qué testigos estuvieron presentes cuando ocurrió el accidente (incluyendo él mismo)? 

¿Tiene usted alguna razón para dudar de la legitimidad del accidente? Si es así, por favor, explique: 

Indique las condiciones de trabajo presentes que conllevaron al accidente (por favor, marque todas las que apliquen) 
 Equipo para levantar no usado/no disponible
 PPE (guantes, casco, gafas, etc.) no usado/no disponible
 Contenedor de objetos punzantes no usado/no disponible
 Equipo no resguardado o incorrectamente resguardado
 Exposición eléctrica 
 Vista obstruida
 Falta de capacitación
 Herramientas o equipo defectuosos

 Piso mojado/resbaloso
 Mala limpieza
 Interacción con compañero de trabajo
 Interacción con paciente o residente
 Interacción con cliente
 Exposición a producto químico
 Accidente de vehículo motorizado
 Otro:

¿Qué cambios se pueden realizar para eliminar o reducir el(los) peligro(s) identificado(s) anteriormente? 

El informe anterior es verdadero y correcto: 

Elaborado por: Puesto: Fecha de elaboración: 



WITNESS’ REPORT/STATEMENT OF EMPLOYEE ACCIDENT 

Employee name 
Witness name & phone number 
Witness Address 

Date of accident 
Time of accident 
Location of accident (specify if off-site address) 

Did you witness the above-reported accident? If so, how did the injury occur? What job duties was the 
employee performing? 

What part(s) of the employee’s body were injured? Describe the type of injury (strain, bruise, etc.) 

What did the injured employee say at the time of injury? Did the injured employee complain of pain at the 
time of injury? If they complained of pain, please specify the body part(s). 

What did the employee do after the accident occurred? 

Were any other witnesses present at the time of the accident? If so, please list them below.  

The above report is true and correct: 
Signature of witness: Date signed: 

NOTE:  Willfully making a false statement for the purpose of obtaining or denying benefits is a crime 
subject to penalties. 

http://www.pdffactory.com
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Workers’ Compensation Temporary Prescription ID Card 
 

 To the Injured Worker: 

On your first visit, please give this notice to any 

pharmacy listed on the back side to speed the processing 

of your approved workers’ compensation prescriptions. 

Questions or need assistance locating a participating retail 

network pharmacy? Call the Express Scripts Patient Care 

Contact Center at 800.945.5951. 

Atención Trabajador Lesionado: 

En su primera visita, por favor entregue esta notificación a 

cualquier farmacia enumerada al reverso para acelerar el 

procesamiento de sus recetas aprobadas de compensación 

para trabajadores (según las pautas establecidas por su 

empleador). 

Si tiene cualquier duda o necesita ayuda para localizar una 

farmacia de venta al por menor participante de la red, por 

favor llame al Centro de Contacto para Atención a Clientes 

de Express Scripts, al 800.945.5951. 

 

 

 To the Pharmacist: 

Express Scripts administers this workers’ compensation 
prescription program. Please follow the steps below to 
submit a claim. Standard first fill shall not exceed a 14-day 
supply or a cost of $150. This form is valid for up to 30 days 
from date of injury (DOI). Limitations may vary. For 
assistance, call Express Scripts at 888.786.9640. 

Pharmacy Processing Steps 

Step 1: Enter BIN number 003858 

Step 2: Enter processor control WC 

Step 3: Enter the group number as it appears above 

Step 4: Enter the injured worker’s nine-digit ID number 

Step 5: Enter the injured worker’s first and last name 

Step 6: Enter the injured worker’s date of injury 
 
 
 
 
             
 

 

 

 

 

 

Thank you for using a participating retail network 

pharmacy. Even though there is no direct cost to you, it’s 
important that we all do our part to help control the 
rising cost of healthcare.  

Please see other side for a list of participating retail 
network pharmacies. 

 To the Supervisor: Please fill in the 

information requested for the injured worker. 

 

 
Employee Information 

________________ ______ _________________________ 
 First   M   Last  

_______________________________________________ 
Street Address or PO Box 

___________________ __________________ __________ 
 City   State  ZIP  

 

Employer Name  

________________________________________________ 

 

Express Scripts  

ID#: _____________________________________ 

Your SSN is your temporary ID number; present to the pharmacy at the time 

prescription is filled. You will receive a new ID number shortly.  

 

Date of Injury: _______ / _______ / _______  
MM/DD/YYYY 

G3YA 
Group #:  

 

 

Employee Date of Birth: _______ / _______ / _______ 
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A & P 
Acme Pharmacy 
Albertson’s 
Albertson’s/Acme 
Albertson’s/Osco 
Albertson’s/Sav-On 
Amerisource Bergen 
Anchor Pharmacies 
Arrow 
Aurora 
Bartell Drugs 
Bigg’s 
Bi-Lo 
Bi-Mart 
BJ’s Wholesale Club 
Brooks 
Brookshire Brothers 
Brookshire Grocery 
Bruno 
Carrs 
Cash Wise 
Coborn’s 
Costco 
Cub 
CVS 
D&W 
Dahl’s 
Dierbergs 
Discount Drugmart 
Doc’s Drugs 
Dominicks 

 
Drug Emporium 
Drug Fair 
Drug Town 
Drug World 
Eckerd 
Econofoods 
EPIC Pharmacy 

Network 
FamilyMeds 
Farm Fresh 
Farmer Jack 
Food City 
Food Lion 
Fred’s 
Gemmel 
Giant 
Giant Eagle 
Giant Foods 
Hannaford 
Harris Teeter 
H-E-B 
Hi-School Pharmacy 
Hy-Vee 
Jewel/Osco 
Kash n Karry 
Keltsch 
Kerr 
Kmart 
Knight Drugs 
Kroger 
LeaderNet (PSAO) 

 
Longs Drug Store 
Major Value 
Marsh Drugs 
Medic Discount 
Medicap 
Medistat 
Meijer 
Minyard 
NCS HealthCare 
Neighborcare 
Network 

Pharmaceuticals 
Northeast Pharmacy 

Services 
Osco 
P & C Food Markets 
Pamida 
Park Nicollet 
Pathmark 
Pavilions 
Price Chopper 
Publix 
Quality Markets 
Raley’s 
Randalls 
Rite Aid 
Rosauers 
Rx Express 
RXD 
Safeway 
Sam’s Club 

 
Sav-On 
Save Mart 
Schnucks 
Scolari’s 
Sedano 
Shaw’s 
Shop ‘N Save 
Shopko 
ShopRite 
Snyder 
Stop & Shop 
Sun Mart 
Super Fresh 
Super Rx 
Target 
Texas Oncology Srvs 
The Pharm 
Thrifty White 
Times 
Tom Thumb 
Tops 
Ukrop’s 
United Drugs 
United Supermarkets 
Vons 
Waldbaums 
Walgreens 
Walmart 
Wegmans 
Weis 
Winn Dixie 

 

 

 

Participating Retail Network Pharmacies  
 



BHHC Workers Compensation Division • Representing Financial Strength & Integrity

$1000 Reward!
For information leading to the arrest and conviction of 

any co-worker, health care professional, or attorney representing  
a fraudulent workers compensation claim to 

Berkshire Hathaway Homestate Companies (BHHC)*

In most states, it is a felony to make or cause to be made a knowingly false or fraudulent 
material statement in order to obtain workers compensation benefits. BHHC believes that 

any party engaging in such fraud should be prosecuted to the fullest extent of the law, 
including jail sentences.

Please do your part to help! Putting criminals out of operation benefits all of us, including 
keeping your employer’s premium rates reasonable.

Call our toll-free fraud hotline immediately if you have information on 
a fraudulent claim:

1 (800) 300-JAIL

*Maximum reward of $1,000 per conviction. In the event that more than one individual submits information regarding the same fraudulent claim, BHHC will equally 
divide the reward among those providing information used in obtaining the conviction. BHHC reserves the right to determine what information, if any, will be provided 
to the appropriate law enforcement agency. Criminal prosecutions are the sole responsibility of the authorities and may or may not be pursued at their discretion. Any 

issues regarding the intrepretation of this policy shall be resolved by BHHC at their sole discretion. Program subject to change or termination without prior notice.



BHHC Workers Compensation Division • Representing Financial Strength & Integrity

$1000 RECOMPENSA!
INFORMACIÓN QUE LLEVA AL ARRESTO Y A LA CONDENA DE CUALQUIER COMPAÑERO 
DE TRABAJO, PROFESIONAL DE CUIDADO MEDICO, O ABOGADO QUE REPRESENTE UN 

RECLAMO FRAUDULENTO EN CONTRA DE 
BERKSHIRE HATHAWAY HOMESTATE COMPANIES*

En la mayoría de los estados es un delito grave hacer que haga una declaración de 
material fraudulento para obtener beneficios de Compensación al Trabajador. Berkshire 

Hathaway Homestate Companies cree que cualquier persona que se involucre en tal 
fraude debe ser procesado con todo el rigor de la ley, incluyendo 

SER SENTENCIADO A LA CARCEL.

Ayúdenos de su parte. El poner a estos delincuentes fuera de operaciones nos beneficia a 
todos, incluso esto ayuda a mantener los réditos bajos de la aseguranza de su empleador.

Si usted tiene información sobre un reclamo fraudulento por favor 
llame de inmediato a nuestra LINEA GRATUITA DE FRAUDE.

(800) 300-JAIL

*La recompensa máxima es de $1,000 por convicción. En caso de que más de una persona presente informaciones sobre la misma demando fraudulenta. Berkshire 
Hathaway dividirá la recompensa por partes iguales entre aquellas persones que aportaron informaciones para obtener la convicción. Berkshire Hathaway se reserva el 

derecho de determinar qué informacion presentará a la agencia judicial correspondiente. El proceso de crímenes es la responsibilidad exclusiva de las autoridades, que 
pueden decidir si el proceso debe entablarse or no. Cualquier disputa que pudiera surgir en la interpretación de esta ofreta será resuelta por la propia Compañia de 

Seguros Berkshire Hathaway. Este programa está sujeto a cambios a cancelación sin aviso previo.
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