Form 123

Occupational Disease

INSTRUCTIONS: 1) form to be completed by physician; 2) copy of completed form to be sent to insurance carrier with bill
and progress reports; 3) copy of form only sent to injured employee, employee’s employer, and Utah Labor Commission.

This report must be filled pursuant to rule R612-100-3 (A), Utah Administrative Code. For your protection Utah law requires notification that any workers’
compensation fraudulent claim for disability compensation on medical benefits is a crime and may be subject to fines and prison confinement.
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160 East 300 South 3 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
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