
Carrier Name: __________________________________________ 
FEIN: ________________ 
Address: ______________________________________________ 
City: ______________________  State: ____ Zip: _________ 
Phone number: ___________________ 

POC EDI Reporting Compliance Contact Person:  _____________________________ 
Phone number: ___________________ 
Email address:  __________________________________ 
Address: ______________________________________________ 
City: ______________________  State: ____   Zip: _________ 

POC Compliance Backup Contact Person:  _________________________________ 
Phone number: ___________________ 
Email address:  __________________________________ 

Claims EDI Reporting Compliance Primary Contact Person: _______________________ 
Phone number: ___________________ 
Email address:  __________________________________ 

Claims Contact for Public Use 
Claim Administrator:  _____________________________________ 
Address: ______________________________________________ 
City: ______________________  State: ____ Zip: _________ 
Phone number: ___________________ Fax:  ______________________ 

Submitters Information 

Name:  ___________________________ Title:  __________________ 

Date: ______________ Phone#:  ____________________ 

Email completed form to:  pocedi@utah.gov  

Industrial Accidents Division 
Workers’ Compensation 

Carrier Contact Form 
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