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	C845 


INVOICE CORRECTION


	
	Claim Number

     

	
	Personal health number

     


	Worker’s name:  Surname
     
	First name

     
	Initial
     
	Date of birth (yyyy/mm/dd)

     

	Address:  Street
     
	City/Town 

     
	Province
     
	Postal code

     

	Telephone number

     
	Date of accident (yyyy/mm/dd)

     
	Contract number

     
	Skill code

     


	
	Date of Service

(yyyy/mm/dd)
	
	Fee Code
	
	Units
	
	Amount
	

	1. 

      Was


	     
	
	     
	
	     
	
	     
	

	     Should be:
	     
	
	     
	
	     
	
	     
	

	2.  

     Was
	     
	
	     
	
	     
	
	     
	

	     Should be:
	     
	
	     
	
	     
	
	     
	

	3.  

     Was
	     
	
	     
	
	     
	
	     
	

	     Should be:
	     
	
	     
	
	     
	
	     
	

	
	
	
	
	
	
	
	
	


	Additional comments:

     


	Name and address to whom fee is payable (please print):

     

	Provider’s signature

	
	Provider’s name

	WCB billing number:        
	     


	
	Date  (yyyy/mm/dd):

     
	Telephone number:

     



                                              THIS FORM MUST HAVE A WCB CLAIM NUMBER.

THIS DOCUMENT MAY BE EXAMINED BY ANY PERSON WITH DIRECT INTEREST INA CLAIM THAT IS UNDER REVIEW.
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