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1. Please complete all sections. 
2. If you have questions while completing the questionnaire, 
    call (801) 288-8579 or (801) 288-8281 or toll free  
    (800) 446-2667 ext. 8579 or ext. 8281. 
3. Return the completed questionnaire to WCF either by fax  
    or mail. 

Fax (801) 288-8166 
Workers Compensation Fund 

Attn: Underwriting Department 
392 East 6400 South 

Salt Lake City, Utah 84107 

              
COMPANY  DATE 

             
COMPANY CONTACT PERSON                          TITLE  POLICY NUMBER 

             
WCF AGENT OR MARKETING REPRESENTATIVE  INTERNET WEBSITE ADDRESS 

 
PHYSICAL LOCATION 
DESCRIPTION OF OPERATIONS (i.e. products/services, processes utilized, distribution, work at heights, etc.):  
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________ 

List any operation changes during the past year:  
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________ 

EMPLOYEE LEASING OR STAFFING OPERATIONS (Check all that apply.) 
  Own or Operate a Leasing or Staffing Company   Lease Employees 

 
MEDICAL MANAGEMENT (Check all that apply.) 

  Utilize WCF Preferred Provider Network   First Aid Kits  

  Employee First Aid/CPR Training   Early Return to Work Program 
 
SAFETY DEVICES (Check all that apply.) 

  Personal Protective Equipment List equipment used.   
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 

  Personal Protective Equipment  
       Required and Enforced 

  Company Vehicles 
 

List vehicles used.   
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 

 

  Motor Vehicle 
       Records Checked 

   Pre-hire 
 

  Quarterly 
 

  Bi-Annually 
 

  Annually 
 

  Mandatory Seat Belt Policy 
 

  Scheduled Maintenance 
      Program 

  Defensive Driving Training 
       Program 

(Over (Over (Over (Over ----    Complete Reverse Complete Reverse Complete Reverse Complete Reverse SSSSide)ide)ide)ide)    

WCF 1022 (REV 8-05) 

 

INSTRUCTIONS 
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EMPLOYEES SELECTION, TRAINING, SUPERVISION (Check all that apply.) 

Total Number of Current Employees: ______________________ Number of W-2’s Last Year: _________________________ 

Total Number of Shifts: _________________________________ Number of Employees per Shift: ______________________ 

  Employment Application   Personal Interviews   References Verification   Drug/Alcohol Program 

  Pre-hire Drug Testing 
 

  Random Drug Testing 
 

  For Cause Drug Testing 
 

  Post Accident Drug 
      Testing 

  Medical Benefits   Long-Term Disability   Short-Term Disability   Union Shop 

  New Employee 
      Safety Training 

  Documented Safety  
       Meetings 

  Safety Incentives/Contests 
 

  Discipline Program 
 

 
MANAGEMENT SAFETY ORGANIZATION (Check all that apply.) 

  Safety Director 
Name of Safety Director: 

________________________________ 
  Safety Committee 

  Fleet Director 
Fleet Director Name: 

________________________________ 
  Scaffold Safety Program 

  Hazard Communication  
       Program 

  Written Safety Program 
 

  Forklift Certification Program 
 

  Confined Spaces Program   Hearing Protection Program   Blood-Borne Pathogens Program 

  Respiratory Protection Program   Fall Protection Program   Lock Out/Tag Out Program 

  OSHA 300 Log   Accident Investigation   Crane Safety Program 

 
LOSS INFORMATION  (Please list most common injuries and preventive measure(s) you have taken in 
the space below.)  
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 

 

               
PRINT NAME  SIGNATURE OF OWNER, PARTNER OR 

 CORPORATE OFFICER 

 DATE 

 

For your protection, Utah law requires the following to appear on this form:  
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. 









ADDITIONAL SAFETY QUESTIONS 
 
Company Name:  
Policy Number:  

 
 

1. If and what fall protection do you use?  Other safety precautions? 
 
 
 

2. Is the above enforced?  If so, how? 
 
 
 

3. What are your hiring practices? 
 
 
 

4. Employment turnover rate.  Explain. 
 
 
 

5. What type of supervision do your employees have? 
 
 
 

6. Are owners of the company on job sites? 
 
 
 

7. Do you have an early return to work program with modified duty?  Describe. 
 
 
 
 
Signature:_________________________________________ 
 
 
Date:__________________________________ 


