Workers-Compensation Claim Notification

Worker Details

Worker Name*:

Employee/Payroll ID:

Date of Birth:

Residential Address:

Phone Number:

Email:

Job Title/Position:

Employment Type:
Other

> Options: Full-time, Part-time, Casual, Contractor,

Employment 3tai. YNate:

S artacTime ° .acidenu > Options: Normal shift, Overtime, On-call,

Location of Incident:

Description of Incident*:

Immediate Actions Taken:

Injury Details
Part of Body Injured*:

Nature of Injury*:

Treating Medical Provider Name: (Fill only if applicable)
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