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February 14, 2025

RE:CONFIDENTIALITY OF DATA SUBMITTED TO THE UTAH INSURANCE DEPARTMENT DURING
THE TIME PERIOD OF 2014 TO 2024 FOR THE UTAH ACCIDENT & HEALTH SURVEY AND
SUPPLEMENTS

The Utah Insurance Department has collected data from your company as permitted by Utah Code §
31A-2-202. This data was provided and collected with the intent and understanding that these records are
classified as protected records under § 63G-2-305(2). In order to ensure this data is properly classified,
please sign and date the request below, and upload it to the Health Research Division on the UID secure file
upload website.

JONATHAN T. PIKE, Insurance Commissioner
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SHELLEY WISEMAN ~
Director, Health & Life Division

Written Claim of Business Confidentiality
NAIC Cocode:

Company Name:

The company listed above submitted data for the Utah Accident & Health Survey, Stop-Loss Supplement,
and/or ASO Supplement to meet the statutory requirements of § 31A-2-201.2 during the time period of 2014
to 2024. We request that the data be classified as a protected record under § 63G-2-305(2). The data should
be classified as protected for one or more of the following reasons:

a. The data is considered proprietary by the company;

b. The data’s release could provide an unfair competitive advantage to the company’s competitors; and/or

c. The data is not normally made public by standard reports made by the company to the NAIC or the Utah
Insurance Department or other government entity.

If your company DID NOT have any business in Utah and is not required to submit an Accident
and Health Survey, please check here.

Signed Date

Printed Name of Person Signing Form Position with the Company
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