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Box 2415 
Edmonton, AB T5J 2S5 
Fax: 780-427-5863 or 1-800-661-1993 
crs@wcb.ab.ca  

C896 
EMPLOYER REQUEST FOR CLAIM FILE 

and Intent for Request for Review or Appeal 

This form must be completed by an employer or their representative when requesting a copy of a worker’s claim file 
to advance a review before the Dispute Resolution and Decision Review Body (DRDRB) or an appeal before the 
Appeals Commission (AC). 

Please note: The Workers’ Compensation Board (WCB) will only release a claim file when there is a potential request 
for review of a decision before the DRDRB or an appeal before the AC in accordance with Section 147(4) of the 
Workers’ Compensation Act (the Act). 

Please submit your completed form to Claims Records Services (formerly Access to Information) via email at crs@wcb.ab.ca 

WORKER DETAILS
Surname First name and initial WCB claim number 

Employer name Employer account number 

REQUESTOR DETAILS
Requestor is:   Employer   Employer representative 
Requestor’s name Company name 

Address City or town Province Postal code 

Telephone number Fax number Email address 

METHOD OF DELIVERY
The claim file will be delivered electronically using WCB’s secure file transfer service. This ensures the file is transferred safely and 
securely. Please provide an email and password (six to eight characters), which we will use to secure and send your file. 

Email:  Password:  

If electronic transfer is not an option, the claim file can be picked up at our Edmonton or Calgary offices: 

Downtown Edmonton address 
9912 107 Street 
Edmonton AB  T5K 1G5 

Calgary address 
#150 - 4311 12 Street NE 
Calgary AB  T2E 4P9 

CLAIM INFORMATION
Please provide the entire claim file for claim number: 

Claim number 

If you would like to request additional files that are associated with this worker’s appeal, please list them below. Please note, as 
part of our verification process, we may verify your access to these files prior to their release. 

Additional claim number Additional claim number Additional claim number 
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PURPOSE OF REQUEST

Section A: Information required for review or appeal (select one) 
1. The worker, employer, and/or representative has an active appeal on the requested claim. 

2. The employer or representative is requesting a copy of the claim file to potentially initiate a review before the 
DRDRB or an appeal before the Appeals Commission. If a review has been completed and it has been more 
than a year since the decision, you must request a waiver of the time limit from the DRDRB before seeking a 
copy of the file.  

The following two questions must be answered in order to proceed: 
a. What is the decision or issue you wish to be reviewed? Please be as specific as possible.

b. What is the date of WCB’s letter explaining the decision? Is it within the one-year time frame?
(Date can be provided by the claim owner or DRDRB representative.)

Note: The employer or their representative is responsible for contacting the claim owner and sending a 
Request for review (G040) form to WCB or appeal to the AC.  

OR 

Section B: Cost relief (select one) 
1. The employer or representative is requesting a copy of the claim file to potentially initiate a review regarding 

claims costs charged to their accident experience. Upon receipt of this form, WCB will release a cost relief 
package for review within 30 business days. 

2. The employer or representative is requesting a full claim file after reviewing the cost relief package (from 
Section B, option 1). Upon receipt of this form, WCB will release a full, redacted copy of the claim file within 
30 business days. 

DECLARATION

I am authorized by the above noted employer to submit a request for review or appeal and obtain claim file materials to 
facilitate that process. I acknowledge that this information is being requested and provided under the authority of the 
Act and shall only be used for the following purposes:  
 To advance a review before the DRDRB.
 To appeal before the Appeals Commission in accordance with Section 147(4) of the Act.

I also acknowledge that: 

I may be guilty of an offense or charged an administrative penalty under Sections 152 and 152.1 of the Act if the 
information is used for any other purpose without the consent of WCB. I may be subject to other provincial and federal 
privacy law and legislation that places further limits to my use and disclosure of information provided to me by WCB 
and it is my obligation to ensure compliance. 

Printed name: Date: 

Signature: 

https://www.wcb.ab.ca/assets/pdfs/global/G040.pdf
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