19.0 FORMS

Description

Training/Certified Training Record

Equipment Inspection Log Form

Workplace Violence and Harassment Incident Reporting Form

Hazard Reporting Form

Workplace Accident, Injury or Near Miss Reporting Form

Workplace Accident, Injury or Near Miss Witness Statement Form

WSIB Form 7

Work Refusal Reporting Form

WSIB Form 6/Workplace Injury or Occupational lliness Reporting Form

Early and Safety Return to Work Package

Modified/Alternative Work Offer

Emergency Response Information

Emergency Incident Report
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Training/Certification Training Record

NAME TRAINING TYPE | COMPLETION | CERTIFICATE EXPIRY WORKER
(print clearly) (print clearly) DATE OR TICKET # DATE: SIGNATURE

(dd/mmlyyyy)

(dd/mm/yyyy) (initial)
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Equipment Inspection Log Form

p A QUIP AND R ANT DETA
Crane I Truck A Car N Forklift Excavator N
Loader I Tractor n Light Truck n Other (specify): n
Manufacturer Model No.
Serial No. Month
01 (02|03 |04 05|06 |07 |08 |09 |10 11| 12|13 |14 |15 |16 |17 |18 |19 | 20 |21 |22 |23 | 24|25 |26 |27 |28 |29 | 30 | 31

Engine oil level

Brakes

Mirrors

Hydraulic system

Coolant level

Wheel condition

Condition of tires

Other:
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Equipment Inspection Log Form

CORRECTIVE MAINTENANCE ACTION

No. | Date Description of failed inspection | Corrective action | Repair completed Repaired by
dd/mmlyyyy) | €M L (dd/mmiyyyy)

Name Signature
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Form C

Workplace Violence and Harassment
Reporting Form

INCIDENT REPORTING DETAILS

Witness #1:

Witness #2:

Witness #3:

Witness #4:

Witness #5:
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Workplace Violence and Harassment
Reporting Form
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Form C

Workplace Violence and Harassment
Reporting Form

Ay es o0, provideadetgiléd@esigtion of the damage:

Ayeso, please pr(®y)suffeeed:det ai | s

Afyeso, please provide details

Ayeso, pl e aisdudinthe datesdoa whicle theaallehes yictim was absent
from work:

DECLARATIONS

I confirm that the information in this report is true and accurate to the best of my knowledge.
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Form D

Hazard Reporting Form

CONTACT INFORMATION

Employee & Customer 3 Contractor 2
Visitor 8  Other (specify):

HAZARD DETAILS

3 Yes 3 No 8 Supervisor % JHSC/HSR
5 Other (specify):

Witness #1:

Witness #2:

Witness #3:

Witness #4:
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Hazard Reporting Form

HAZARD DESCRIPTION
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Hazard Reporting Form

SUGGESTED CORRECTION

DECLARATIONS

I confirm that the information in this report is true and accurate to the best of my knowledge.

© - Peninsulai v1.06 17 H&S GP&P Page 71 of 98



Workplace Accident, Injury or Near Miss
Reporting Form

GENERAL INFORMATION

Employee & Customer 8 Contractor 9
Visitor 8 Other (specify):
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Form E

Workplace Accident, Injury or Near Miss
Reporting Form

ACCIDENT DETAILS

| |

Discipline Supervisor
JHSC/Health Safety Rep.
5 Other (specify):

Witness #1:

3  Gradually occurring over time 6  Struck/caught
3  Sudden specific event/ occurrence 5 Qverexertion

3  Occupational illness 5  Repetition

3 Fatality 5  Assault

3  No Injury/Hazard 5  Slip/trip

3  First Aid 5  Other (specify):
3  Lost Time

3 Non-Lost Time

3 Other (specify):

Witness #2:

Witness #3:

Witness #4:

Witness #5
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Workplace Accident, Injury or Near Miss
Reporting Form

REPORTI NG PERSONOS DE S CACIPENTONCIDENT/INIURY
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Form E

Workplace Accident, Injury or Near Miss
Reporting Form

INJURY DETAILS

N
Head
Rt = Right ( —g Face - v =
Lt =Left Rt jaw =Lt jaw
’/J Neck
Btchast! (tchist }p& shoulder

breast breast Lt shoulder [
] (. \-l ¥, Cu Irbacl'.
Rt upper arm[] Lt upper arm
aL elbow LI
Rt lower arm DI'I"lEI'Im lower anm Lower back
At wrist/han Pelvis ] Lt wrist/hand Lthipd Rt hip
I’
Rtgroin[]  [CLt groin ¥Lt buttocks Rt buttocks
FttupperFeglj Lt upper leg
Lt knee
Rt knes[] 7
Lt lower leg
Rt lower leg[]
‘Lt ankleffoot :
Rt anklefoat[]

Additional Details:

MEDICAL AID DETAILS
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Workplace Accident, Injury or Near Miss
Reporting Form

PROFESSIONAL MEDICAL TREATMENT

Was theinjured person taken to hospital? | Was the person treated by a physician?
Yesd No 3 Yesd No A

I f your answer i s Aylf your answer i s A

the following information? the following information?

Name of hospital: Name of physician:

Hospital address: Address of physician:

Mode of transportation (e.g., ambulance, Treatment or care received:

own vehicle, etc.):

LOST TIME

Did you or the injured person miss work time due to the incident/accident? (check
one)

3 Returned to regular duties with no time lost
3  Returned to modified duties with no lost time
3  Had lost time

If you or the injured person did miss work, please provide the following details

1. How many days of work did you or injured person miss?
2. When did you or the injured person first return to work (dd/mm/yyyy)?
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Workplace Accident, Injury or Near Miss
Reporting Form

DECLARATIONS

I confirm that the information in this report is true and accurate to the best of my knowledge.
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Form F

Workplace Accident, Injury or Near Miss
Witness Statement Form

WITNESS STATEMENT FORM

DECLARATION

I confirm that the information in this report is true and accurate to the best of my knowledge.
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WSIB Form 7

OR Fax To:
416-344-4684
0OR 1-888-313-7373

200 Frant Street West
Toronto ON M5V 311

m;B Mail To:
CSPAAT

Page 1 of 4

Employer's Report
of Injury/Disease (Form T)

Please PRINT in black ink Claim Number
A. Worker Information |
Job Tithe/ Occupation (at the time of accident/iliness - do not use abbreviations) | Length of time in this position Social Insurance Number
while working for you
Please check I this worker is a: D executive D elected official D owner D spouse or relative of the employer
Is the worker covered by a Worker Reference Number

ST i e ————— Ty T ——— Union,/ Collective Agreement?

[ ves [Jno

Addrass (Number, streat, SpL., suite, unit) Worker's prefered language Date of dd mm W

: English [_] French Birth

H Other

{ Gty Town Prowinge Postal Coda Talaphone

- Sex Date of dd  mm ¥
Cwm OF Hire
Fold here for
B. Employer Information ] #10 envelope
Trade and Legal Name (if different provide both) ncl!ll:f:k Firm OR Account  Frovide Number
’ Number Number
Mailing Address Rate Group Number Classification Unit Code
City,/ Town Province Postal Code Telephone
Description of Business Activity Does your firm have 20 or FAX Number
maore workers [dves [Jno

Branch Address where worker is based (if different from mailing address - no abbreviations)
City,/Town Province Postal Code Alternate Telephone

C. Accident/lliness Dates and Details

1. Date and hour of ad mm oy ant | 2= Whe was the accident/iliness reported ta? (Name & Position)
accident/Awareness
of lllness
Date and hour reported dd  mm v AM Telephone Ext.
to employer PM
3. Was the accident/ilIness: &, Type of accident/illness: (Please check all that apply)
[ Sudden Specific Event/ Occumence [ Struck/Caught [ Fal Slip,/ Trip
Gradually Occurring Over Time Overexertion Harmful Substances,Environmental Motor Vehide Incident
Occupational Disease Repetition Aszault
Fatality [ Fire/Explosion [] other
5. Area of Injury (Body Part) - (Please check all that appl;.r]
Head Teeth Upper back Right Left Right Left Left Right
Face Neck Lower back SIII[:II.II:IEI Wrist Hip Mklﬂ
Eyels) Chest Abdomen Hand Thigh
Earls) Pelvis FElhow Finger(s) Knee Tue{s}
Clother areamm Lower Leg

6. Describe what happened to cause the accident/illness and what the worker was doing at the time (Iifting a 50 Ib. box, slipped on wet floor, repetitive movements,
etc. ..). Include what the injury is and any details of equipment, materials, environmental conditions (work area, temperature, noise, chemical, gas, fumes, other
person) that may have contributed. For a condition that occurred gradually over time, please attach a description of the physical

activity required to do the work,
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WSIB Form 7

Page 2 of 4
wWs: Employer's Report
m"%.;ag of Injury/Disease (Form 7)
Claim Number
Please PRINT in black ink
Worker Name Social Insurance Number
C. Accident/lliness Dates and Details (Continued) I
7. Did the accident/ilinass happen on the employer's Specify where (shop floor, warehouse, client/customer site, parking lot, etc..).
premises (owned, leased or maintained)?,
[yes [Ino
B. Did the accident/illness happen outside the Province K yes, where (city, province, state, country).
of Ontario?
[yes [no
9. Are you aware of any witnesses or other employees i yes, provide namais), position{s), and work phone number(s),
imvolved in this accident/illness? i
Dm D“u e H L, .
L
10. Was any individual, who does not work for your firm, If yes, please provide name and work phone number
partially or totally respansible for this
accident/iliness? Dm [:Inn
11. Are you aware of any prior similar or related problem, I yes, please explain
injury or condition?
Clres (oo
12, Ifyou have concems about this claim, attach a written submission to this form, ] submission attached
D. Health Care ]
L. Did the worker receive health care for this injury? dd  mm 2. When did the emplayer leam that the worker dd  mm ¥y
received health care?
Dpas |:| ne If yes, when:

3. Where was the worker treated for this injury? (Please check all that -bply}
|:| On-site health care |:| Ambulance |:| Emergancy department |:| Admitted to hospital D Health professional office D Clinic

Name, address and phone number of health professional
or facility who treated this worker (if known)

E. Lost Time - No Lost Time |
1. Please choose one of the following indicators.  After the day of accident/awareness of lliness, this worker:
|:| Returned to his/her regular job and has not lost any time and /or eamings, (Complete sections G and J).

|:| Retumed to modified work and has not lost any time and, or eamings. (Complete sections F, G, and Jk
|:| Has lost time and/ or eamings. (Complete ALL remaining sections).

dd dd
mm ¥y mm ¥y regular work
Provide date worker first lost ime "' Date worker retumed to work (if known) modified work
2. This Lozt Time - No Lost Time - Modified Work information was confirmed by: Telephone Ext.
(] Myself [] other
MName
F. Return To Work ]
1. Have you been provided with work | 2. Has modified work been 3. Has madified work been If yes, was it Accepted Declined
limitations for this worker's injury? | discussed with this worker? offered to this worker? [ Accepted [ Joectin
If Declined please attach a copy of
[yves (o [yes []no [Cyes [no [ the written offer given to the worker,
4. Who is responsible for amanging worker's retum to work
D " D Other Telephone Ext.
Nawme
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S 0 Page 3 of 4
WS!B Employer's Report
e of Injury/Disease (Form T)
Claim Number
Please PRINT in black ink
Worker Name Social Insurance Number
G. Base Wage,/Employment Information - (Do notinclede overtime here) ]
1. Is this worker (Please check all that apply)
Permanent Full Time [] Casual/Irregular H Student H Registered Apprentice |:| 0}“5,},&&]0 ?'rtmrlgrr
Permanent Part Time B Seasonal Unpaid,/ Trainee Optional Insurance
Temporary Full Time Contract
Temparary Part Time D Other
2. Regular rate of pay $ per |:| hour |:|dar El woek D other
H. Additional Wage Information |
1. Met Claim Coda 2. Vacation pay Provide
or Amount Fedaral | | Provincial | | - on each cheque? [:lyes D“ﬂ percentage %
3. Date and hour last worked &, Normal working hours on B. Actual eamings for 6. Mormal eamings for
last day worked last day worked last day worked
dd mm ¥y From Ta

AM AM AM
HFM EPM HPM $ §

7. Advances on wages: T
Is this worker being paid while he,/ she recovers? [yes [no  Wyes, indicate: [_] Full/Regular [Cother

B, Other Earnings (Not Regular Wages): Provide the total of additional earnings for each week for the 4 weeks before the accident/iliness,

* For Rotational Shift workers - If the shift cycle exceeds 4 weeks, Use these spaces for any other eamings
pleass attach the eamings information for the last complete shift W {indicate Commission, Differentials, Premiums,
cycle prior to the date of accident/illness. Bonus, Tips, In Lieu %, etc..).
Fram Date To Date Mandatory Voluntary e o
Perod [ (dd/mm/yy) | (dd/mmsyy) | OvertimePay | Overtimepay | © ' © ¢
Week 1 $ $ $ § $ $
Week 2 $ § % H $ $
Week 3 § $ $ ] $ $
Weeh 4 $ ] $ ] ] §
I. Work Schedule (Complete either A, B or €, Do not include overtime shifts) I
D (A.) Regular Schedube - Indicate normal work days and hours. P Example: Monday to Friday, 40 hours
Sunday Monday Tuesday | Wednesday | Thursday Friday Saturday SIMITIWI[T F|S
g/8/8(8[8
oF,
|:| (B.) Repeating Rotational Shift Worker - Provide
NUMBER OF MUMBER OF HOURS NUMBER OF WEEKS
DAYS ON DAYS OFF PER SHIFT{z) IN CYCLE
o > Example: 4 days on, 4 days off, 12 hours per shift, 8 weeks in cycle.
|j (C.) Varied or Irregular Work Schedule - Provide the total number of regular hours and shifts for each week for the 4 weeks
prior to the accident/illness. (Do not include overtime hours or shifts here).
Week 1 Week 2 Week 3 Week 4
From,/To Dates {dd,/ mm,/yy) ! ! ! f
Total Hours Worked
Total Shifts Worked
1. It is an offence to deliberately make false statements to the Workplace Safety and Insurance Board.
| declare that all of the information provided on pages 1, 2, and 3 is true,
MName of person completing this report (please print) Dfficial title
Signature Telephone Ext. Date dd mm
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WSIB Form 7

Page 4 of 4
Employer's Report
%@ of Inpjuryy,.-‘ Dluucﬂl?olm )
cm- Claim Number
Please PRINT in black ink
Worker Name Social Insurance Number

K. Additional Information

THE WORKPLACE SAFETY AND INSURANCE ACT REQUIRES YOU GIVE A COPY OF THIS FORM TO YOUR WORKER
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Form H

Work Refusal Reporting Form

REPORTING DETAILS

Yes

DECLARATIONS

I confirm that the information in this report is true and accurate to the best of my knowledge.
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Work Refusal Reporting Form

INVESTIGATION DETAILS

Provide a detailed summary of your findings, including an explanation as to how you
determined that the work in question is safe or unsafe:
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Form H

Work Refusal Reporting Form

Yes

]
Z
o

)

DECLARATIONS

I confirm that the information in this report is true and accurate to the best of my knowledge.
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art

Form |

WSIB Form 6/Workplace Injury or
Occupational lliness Reporting Form

Page 1 of 4
wsib Warkgiacs Sataly Mail To: OR FaxTo: Worker's Report
;:;:;rﬂ::’:ﬁm Waork place Safety and 416-344-4684 of Injury/Disease (Form 8)
cspa e et e IMsUTRANCE Board OR 1-888-313-7373
GHTAR|Q conlreles acsidants ty iravel Em antstmtwmt
Claim Number

Tomnto ON M5V3J1

Please PRINT In black Ink

A. Worker Information
Last Mame First Mame Social Ins urance Num ber
Address (number, street, a pt., suite, unit) Telepho ne
City /Town Province Postal Code Atermte,-’ﬂelF‘hone
Job Title,/ Oce i tthe tir h Date you . dd mm How long have you
/Occupation fatthe time you we e hurt) stared - | W baendogngthu"pb

wl‘.hemph;er. | | forthis employer? —eee
Only check Ifyou . o . Date of | dd  mm oy
are oneof the folbwing: D excutive D elected off ial Do\mer D s pouse or relative of the e mployer Bitth !
Sex Your Prefemed Lang uage Would an interpreter
[[Jm [JF |[ ] Enetish French [ |other e pepfuR [Jyes [mo

Am youa memberof a unio n?

Do youauthorize your union to epresent you

If yes, do youconsent to the dischos ure of verba | claim

[yes [ro

the employer's pmperty o rwork site?

D yes |:| o in this claim? yes o file status information to your union represe ntative?
Provide your Union Mame and Local
B. Employer Information ]
Com pany,/ Employer Name
Address
City /Town Province Postal Code
Your Immed iate Supenisor's Name Company Telephone
C. Accident/lliness Dates & Details ]
1. Date and hour dd  mm yy [ ]am | 2. Who did you re pott this accident/iliness to? (Name & Position)
of accident/ Awaeness | J DPM
of illness |
Date and houreported  dd mm W AM Telephone
to employer | BM |
] |
3. Area of Injury (Body Part)- (Please uhluk all thlt apply)
Head Testh Uppe r back Left Right Left Right Left Right Left Right
Face Neck Lower back Shnulder ’:‘ 1  west 1 Hp Ankle
Eels) [] Chest Abdomen Hand [1 Thigh
Earis) Pelvis [ Elbow [ Finger(s) |:| Knee Toe:s}
[ Feeem [ Lowerleg ]
Are you:
[Jotner ! []ieftHanded [ | Right handed
4. Did the acc ident/lliness happen on I:l yes I:l o | Specify where t happened (shop floor, wareho use , clie nt/customer s te, parking lot, etc.):

5. Did & happen ouside the Province
of Ontario?

Dws Dna

| If yes, indicale where
(city, province,/state, country):

6. Have you hurt this areals) of your
body before?

Dws |:|m

7. Do you have any prior
related WSIB,/WCB claims?

Dno

D ves - In Ontario |:| yes - Outside Ortario

© - Peninsulai v1.06 17 H&S GP&P

Page 86 of 98




Form |

WSIB Form 6/Workplace Injury or
Occupational lliness Reporting Form

‘Waorkplace Safeiy

B Insurance Board
Sl ssion de la séouriid
prefssionnea o S faEcranss
conire e necidents oo iravsi

wsib
cspaat

eMTARIO

Please PRINT in black ink

Page 2 of 4

Worker's Report

of Injury,/Disease (Form B)

Claim Number

Worker Name - Last Name

First Name

Social Insurance Number

C. Accident/lliness Dates & Details (continued)

]

art >

Hyou had a sudden type of accident/illness, describe your injury and what happened to cause it (e.g. hurt lower back while lifting a 50 pound box, sprained
left ankle when | slipped on a wet floor, used a new cleaner and immediately got a rash). Please indicate the size, weights and names of any objects involved.

If you had a gradual onset type of injury, describe your injury, the work that you do and what you believe caused your injury/ condition.

9. When did you first start to have problems with this injury,/condition?

10. If you did not report this to your employer right away, please tell us the reason why.

give us their names & positions.

11. If there were any witnesses to your accident, or if you mentioned your pain or problems to your supervisor or any of your co-workers,

Name

Paosition

Did you receive a copy of the Form 77 |:|]r&s

I:ll'll]

The Workplace Safety and Insurance Act

12. The Workplace Safety and Insurance Act requires your employer to give you a copy of the Employer's Report of Injury/ Disease (Form 7).

requires you to give a copy of this report

(Worker's Report of Injury/Disease - Form 6) to your employer.

D. Health Care Information

]

Give your Health Professional your WSIE Claim number.

1. Did you get first aid If yes, when  dd mim yy , and by whom (Mame):
or care at work [lyes []no : | |
2. Where did you go for health care, for your injury, outside of work? (Check all that apply)
Facility/ Hospital (Name & Address) Date of Visit (dd/mm /yy)
MNursing Date of Visit (dd/mm /yy) .
Station | (B Armutance 0
I:I Emergency Health
Department Professional Office |
Admitted to 1
D Hospital D Clinic |

3. Were you prescribed any medications,/drugs? I:l
YES Dnu

5. Did you talk to your health professional about going back to
regular or modified work?

[res [ro

&, Were you referred for any other treatment or tests? I:l
yes Dnn
If yes, were you given

any work limitations? I:lw15 \:lnn

6. Did you tell your employer you went for medical treatment? I:l yes I:l no

dd mm ¥y Name

Fyes,when? | | | | andtowhom?

If no, please tell your employer right away.

Position
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Form |

WSIB Form 6/Workplace Injury or
Occupational lliness Reporting Form

Page 3 of 4
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