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	WORKER DETAILS
	Provider’s reference number
          
	WCB claim number
[Claim#]

	Surname
[Surname]
	First name and initial
[FirstName]
	Date of birth (yyyy/mm/dd)
          

	Report date (yyyy/mm/dd)
          
	Date of accident (yyyy/mm/dd)
          



   Description of incident:
		Description of incident, including dates and times
   
[bookmark: Check1]Has there been a similar incident(s) in the past?   ☐ Yes  ☐ No

If yes, how did you attempt to resolve it (them)?
Please describe
  
What were the results of past resolution attempt(s)?
	Please describe

What are your recommendation(s) to resolve this incident?
	Please describe
 
Have you notified the CO for this incident?   ☐ Yes  ☐ No
	If so, when? Date

Copy provided to:   ☐ Health Care Strategy   ☐ Claim Owner 


	[bookmark: _Hlk72941926]          
	
	          
	
	          

	Name
Submitters Name
	
	Telephone number
	
	Date (yyyy/mm/dd)



	          
	

	Submitters Signature
	



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