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

G040 
REQUEST FOR REVIEW 

Claim number:  
(For requests from workers or employers about a claim decision) 

Policy number:  
(For requests from employers about a WCB-Alberta account decision) 

Name of requestor Pronouns 

Address City or town Province Postal code 

Telephone number  Email address 

Note: You have one year from the date of the decision to submit a request for review. 
For more information on our collaborative review process, or for assistance in appealing a decision regarding your claim, please visit our website at: 
wcb.ab.ca > Claims > Review and appeals. 

Do you already have a representative to act on your behalf? If yes, representative name:  
STEP ONE 
Please ensure you have a copy of your file. 

 If you feel you have new information not already on your file, please submit this information now. 
 Be sure to provide any additional information you feel could change the decision you disagree with. 

STEP TWO 
Contact the person who made the decision. If you do not understand or agree with a decision, ask for a full explanation. 

 You may be asked to provide additional information that may help to change the decision. 
 If you still disagree with the decision after making contact, please request to speak to the supervisor.
 CLAIMS: Contact your adjudicator or case manager.
 EMPLOYERS: Contact the customer contact representative, employer account services representative, auditor, underwriter, etc. 

☐ By checking this box, I confirm that step one and step two have been completed.

STEP THREE 
Request a review. Proceed with this step ONLY if you have completed step one and two and you still have concerns. 
To start your request, you must complete the below information. 
I disagree with the decision concerning this claim or account and request the decision be reviewed. 
A. What is the decision you wish to have reviewed?
Claim decisions Employer accounts only 
☐ Temporary total disability benefits ☐  Medical aid 

☐ Wage loss (ELP, TEL, ELS, TPD) ☐ Re-employment benefits

☐ Permanent clinical impairment (PCI) or NELP

☐ Other (please specify):

☐ Cost removal or transfer 

☐ Experience rating 

☐ Combination of experience

☐ Industry classification

☐ Other (please specify):

B. What is the date of the letter sent to you that explains the decision?

C. What are your reasons for requesting a review of this decision? Be as specific as possible. 
Note: You may submit attachments or supplementary information with this form where necessary. 

Printed name Date 

Signature 

The information requested on this form is collected under Sections 4 (a) and 4 (c) of Alberta’s Protection of Privacy Act for the purpose of making a formal request for review 
of a claim decision. If you have questions, please call the Customer Contact Centre at 1-800-661-1993. 
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