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	Overview
	The Provincial Occupational Health & Safety Act(s) and associated regulations set a minimum standard for worker health and safety. This appendix outlines the specific requirements based on legislation and regulations for Ontario.  
DQ or OJ Franchisee is committed to the health and safety of our employees, volunteers, visitors, suppliers and customers, customers, workplace and environment. It is important to understand that this appendix supports the Essential Elements Final.docx.  Additional safety programs focused on hazard and risk specific programs, safe work practices and best practices will ensure we have a comprehensive program specific to our company. 
We are committed to review our programs annually and make every effort to have the most up to date information for our workers.       
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[bookmark: _Toc527621413]Workplace Violence and Harassment Prevention
	Overview
	DQ or OJ Franchisee will be proactive in its prevention of workplace violence or harassment of any kind.  We are committed to providing a work environment in which all workers are treated with respect and dignity.



	Legislation
	Occupational Health & Safety Act Section 32



	Definition
	Workplace harassment is:
· Engaging in a course of vexatious comment or conduct against a worker in a workplace – behavior that is known or ought reasonably to be known to be unwelcome, or workplace sexual harassment. 
Workplace sexual harassment is:
· Engaging in a course of vexatious comment or conduct against a worker in a workplace because of sex, sexual orientation, gender identity or gender expression, where the course of comment or conduct is known or ought reasonably to be known to be unwelcome, or
· Making sexual solicitation or advance where the person making the solicitation or advance is in a position to confer, grant or deny a benefit or advancement to the worker and the person knows or ought reasonably to know that the solicitation or advance is unwelcome.
Workplace Violence is:
· The exercise of physical force by a person against a worker, in a workplace, that causes or could cause physical injury to the worker;
· An attempt to exercise physical force against a worker, in a workplace, that could cause physical injury to the worker; and
· A statement or behaviour that’s reasonable for a worker to interpret as a threat to exercise physical force against the worker, in a workplace, that could cause physical injury to the worker.



	Procedure
	See Workplace Violence and Harassment Prevention in the Essential Elements Final.docx for further information.



	Employer Responsibilities
	The employer must prepare policies with respect to workplace violence and workplace harassment, develop and maintain programs to implement their policies, and provide information and instruction to workers on the contents of these policies and programs. 
Workplace violence programs must include measures and procedures for: 
· Summoning immediate assistance when workplace violence occurs or is likely to occur. 
· Controlling risks identified in the assessment of risks. 
Both workplace violence and workplace harassment programs must include measures and procedures for workers to report incidents of workplace violence/harassment and set out how we will investigate and deal with incidents or complaints.



	Resources
[image: ]
	Workplace Violence and Workplace Harassment – Ministry of Labour 
Code of Practice to Address Workplace Harassment 
Workplace Violence and Harassment: Understanding the Law
Workplace Violence and Harassment Prevention – Essential Elements Final.docx


[bookmark: _Toc527621414]Posted Health & Safety Materials Requirements
	Overview
	The following information and materials must be made available to all employees and will be posted in a common area on the Health & Safety Bulletin Board.



	Materials to Post on Health & Safety Bulletin Board
[image: ]
	· [image: ]Occupational Health & Safety Act
· Regulation 851, Industrial Establishments
· Ministry of Labour Employment Standards Act (ESA) Poster
· Ministry of Labour “Health and Safety at Work: Prevention Starts Here” Poster
· Health and Safety Policy Statement
· Workplace Violence and Harassment Policy Statement
· WHMIS Regulation 860
· Safety Data Sheets (may be placed in a binder)
· Occupational Health and Safety Explanatory materials, such as the MOL Guide to the Occupational Health & Safety Act
· WSIB Form 82 – In Case of Injury at Work Poster
· Regulation 1101, First Aid (Including a list of all certified first aiders)
· Emergency Services and Numbers (i.e. 911 or fire, police, ambulance; MOL; MOE; utilities; internal contact numbers)
Applicable Reports including:
· Joint Health & Safety Committee or Representative workplace health and safety inspections
· JHSC Member names and work locations
· JHSC meeting minutes
· Health and/or safety assessments/surveys
· Ministry of Labour orders
· Workplace incident summaries
· Other information applicable to the workplace – ie: traffic control, Transportation of Dangerous Goods, workplace incident statistics, MOL Guidelines, MOL Alerts



	Roles & Responsibilities
	Health &Safety Coordinator or designate will be responsible for the following:
· Ensuring the most current information is available at each location.
· Update the Checklist for Posted Health and Safety Materials as necessary.
Managers will be responsible for the following:
· Ensuring the most current information is available to all employees.
· Posting any materials as outlined on the Checklist for Posted Health and Safety Material.
· Complete check list provided signing off and forwarding to Health & Safety Coordinator or designate.
The content of the information will be reviewed and maintained to ensure that it is current.  



	Resources
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	Posted Health & Safety Material Checklist 
In Case of Injury at Work (Poster)
Health & Safety at Work: Prevention Starts Here (Poster)


[bookmark: _Toc527621415]Joint Health & Safety Committee (JHSC) / Health & Safety (HS) Representative
	Overview
	To ensure designated JHSC Members receive consistent recognized training in occupational health and safety and to support the effectiveness of the Internal Responsibility System. 
By law, at least one Management and one Worker Member on the Joint Health and Safety Committee (JHSC) are required to be ‘certified’ in health and safety for Part One and Part Two.  Having the JHSC Members complete a workplace hazard analysis, identify the significant hazards, receive training on those hazards and then develop an action plan to control or minimize the hazards will fulfill their requirements of Certification Part Two.



	Legislation

	A Joint Health and Safety Committee is required at a workplace where 20 or more workers are regularly employed, or where a Ministry of Labour’s order is in effect under (toxic substance), or a designated substance regulation is applied.
Health and Safety Representatives will be in locations that have 6 to 19 employees. 
Occupational Health & Safety Act Section 9.



	Responsibilities
	A JHSC Member or Representative will be responsible for the following:
· Identifying actual and potential workplace hazards 
· Inspecting the workplace at least once a month or, if that is not practical, inspecting the workplace at least once a year and at least part of the workplace each month in accordance with a schedule agreed upon by the representative and the employer 
· Being consulted about and being present at the beginning of health and safety-related testing in the workplace  
· Making recommendations to the employer about health and safety in the workplace, and
· Participating in the first and second stage investigation of work refusals and inspecting workplaces when there are critical injuries or fatalities. 



	Training Requirements 
[image: ][image: ]
	In addition to internal training provided by our company, the Ministry of Labour (MOL) requires two (2) JHSC committee members to receive certification training when there are 20 or more employees. 
For workplaces between 6 - 19 employees, basic training requirements for Health and Safety Representatives can be conducted using self-paced eLearning.
Certification Training
· Two JHSC members are to successfully complete the training requirements to qualify as Certified Members, one representing management and one representing workers.  
· It is a legislated requirement to certify designated members of the JHSC as set out in the legislation.
· Designated JHSC members become fully certified by completing both Certification Part One (Basic Foundation Training) and Certification Part Two (Workplace Specific Hazards).
· Certification training is a training program recognized and approved by the Ministry of Labour (MOL).
· The employer determines Certification Part Two (Workplace Specific Hazards) training requirements for designated members.
· Upon completion of Certification Part One, the member will complete Certification Part Two within 6 months.
· Refresher training will be completed every 3 years.
Learning Objectives Certification Part One Training include: (3 Days)
· Understand the organization and contents of, and definitions in, the Occupational Health & Safety Act and the Internal Responsibility System.
· Understand important legislation regulations and hazards that affect the workplace. 
· Describe the general duties and responsibilities of employer, supervisor and worker rights and responsibilities. 
· Understand the duties and responsibilities of a Joint Health and Safety Committee (JHSC) and certified members. 
· Describe the steps to follow after a fatality or critical injury. 
· Understand the fundamentals of incident prevention and workplace inspections.
Learning Objectives Certification Part Two Training include: (2 Days)
· Minimum of 6 hazards relevant to the workplace
· Focuses on RACE methodology (Recognition, Assessment and Control of hazards, and Evaluation of the hazard controls)
Learning Objectives Certification Refresher Training include: (1 Day)
· Review topics of key concepts from Part One and Part Two Training, updates to legislation, standards, codes of practice and occupational health and safety best practices; and an opportunity for certified members to share and discuss best practices.
Best Practices
As a Best Practice, to ensure we are always in compliance and not short certified members on the JHSC due to turnover or internal promotion, we will always have at least 1 Management and 1 Worker Member(s) certified in Part One and Two at any time.  It is a good idea to have a cross-section represented on the JHSC.



	Resources
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	Workplace-Specific Hazard Training Confirmation (Form 3189A) 
JHSC Certification Training Program Standard and Provider Standard
Guide for Health and Safety Committees and Representatives – MOL 
Health and Safety Representatives (HSRs) – MOL 
Occupational Health & Safety Act – JHSC Section 9
Worker Right to Refuse Flowchart
Health & Safety Committee – Essential Elements Final.docx


[bookmark: _Toc527621416]First Aid Requirements
	Overview
	[image: C:\Users\danielle.stewart\Downloads\iStock_000068446627_Medium.jpg]First Aid is an essential part of any health and safety system.  Although we strive to eliminate workplace injuries and illnesses, it recognizes that the potential exists for these to occur.  
We will protect the health, safety and well-being of its employees, volunteers, guest and visitors.  Anyone injured or ill in the workplace shall be provided with the utmost care.  Prompt and proper first aid will be administered by a certified First Aid Attendant.



	Legislation
	Workplace Safety and  Insurance Act - Regulation 1101



	Training
[image: ]

	At a minimum, we will ensure that at least one Certified First Aid Attendant will be available during every shift.  A list of Certified First Aid Attendants, along with a copy of their current certification, will be posted on the Health & Safety Bulletin Board or near the first aid kits.
Standard First Aid with Level A CPR is a 2 day course and is valid for 3 years. 
See First Aid Program in the Essential Elements Final.docx for further information.



	First Aid Log 
	All first aid treatment given to a worker must be entered in the First Aid Log. Each case that is referred for further medical treatment must also be entered.  The confidentiality of personal medical information must be maintained.  First Aid Logs must be kept for at least 5 years.



	First Aid Attendants
	First Aid Attendants must record all reported signs and symptoms of injuries and exposures to contaminants found at your location using the Hazard Response Form. If an injury is more severe or beyond the training of the First Aider, the First Aider is responsible for referring the worker to seek additional medical attention. 



	Reporting Requirements

	For any injury or illness requiring first aid, a First Aid Report must be filled out along with an Injury and Incident Analysis Checklist.
The first aid attendant is required to record in the Injury Incident Analysis Report, all treatment given to an employee. Should the injury/illness be serious enough that medical attention is required, an Incident Injury Investigation Report will be completed and provided to the location manager and HS Coordinator. The Injury/Incident Investigation Report will record the circumstances surrounding the incident as described by the injured employee.  Specifically, the report must include:  
· The name of the injured person
· The name and qualifications of the person giving first aid;
· A description of the illness or injury;
· The first aid given to the worker;
· The date and time of the illness or injury was reported;
· Where at the work site the incident occurred;
· The work-related cause of the incident



	First Aid Area 


	First Aid Area will be located within quick and easy access of all employees, and will be equipped with a First Aid Kit, a stretcher, and two blankets. 
DQ or OJ Franchisee will ensure that first aid services, first aid equipment, supplies and the first aid room required by the First Aid regulation are:
· A notice board displaying the WSIB’s poster known as Form 82 (In Case of Injury at Work Poster)
· Valid first aid certificates of qualified trained workers are on duty
· An Inspection record with the most recent inspection date and signature
· The first aid attendant works in the immediate vicinity of the first aid area
· First aid areas shall be easily accessible for prompt treatment
· First aid kits shall be maintained in good condition and stocked at all times
· The first aid kit shall be large enough to view in plain view
Please see the first aid kit inventory list for minimum content requirements.



	Resources
[image: ]
	First Aid Requirements – WSIB 
In Case of Injury at Work (Poster)
Injury/Incident Reporting and Investigation Requirements
First Aid - Essential Elements Final.docx


[bookmark: _Toc527621417]Injury/Incident Reporting and Investigation Requirements
	Overview 
	There are legal requirements in all provinces under the Provincial Health & Safety Act(s) and Workers Compensation Boards for employers to record and report:
· Where a person is killed or critically injured at a workplace.
· Where a person is disabled from performing his or her work or requires medical attention because of an accident, explosion, fire or incident of workplace violence.
· If an employer is told that a worker has an occupational illness or that a claim for an occupational illness has been filed with the WCB.



	Legislation
	Occupational Health & Safety Act Part VII



	Definitions
	A “critical injury” is any injury that:
· Places life in jeopardy
· Causes unconsciousness
· Results in significant blood loss
· Involves the fracture of a leg or arm, but not a finger or a toe
· Involves amputating all or part of an arm or leg, but not a finger or a toe
· Consists of burns to a major portion of the body
· Causes the loss of sight in an eye
A “fatality” is a death.
An “occupational illness” is a condition that results from exposure in a workplace to a physical, chemical or biological event to the extent that the normal physiological mechanisms are affected and the health of the worker is impaired.  It includes an occupational disease for which a worker is entitled to benefits under the Workplace Safety and Insurance Act, 1997.



	Reporting

	In accordance with the Occupational Health & Safety Act and the Workplace Safety & Insurance Act, all injuries and illnesses will be handled in the following manner. 
If a fatality or critical injuries occurs, the following steps will be taken:
· The employer must immediately notify the the Ministry of Labour Health & Safety Contact Centre at 1-877-202-0008, the Joint Health & Safety Committee or Representative, police and the family. (Website: http://www.labour.gov.on.ca)
· Within 48 hours, the employer must also notify, in writing, the Ministry of Labour (MOL), giving the circumstances of the occurrence and any information that may be prescribed in regulations. (Refer to the Notice of Accident Form – Critical Injury Report to MOL.)
· If an incident, explosion or fire occurs and a worker is disabled or requires medical attention, the employer must notify the Joint Health & Safety Committee or Representative within four (4) days of the incident. This notice must be in writing and must contain any prescribed information under the regulations. (Refer to the Notice of Incident Form – Incident Fire Explosion or Illness Report to MOL.)
· If required this notice must also be given to the Ministry of Labour. 



	Other Reporting

	· The employer will preserve the incident area to prevent further injury or damage and also to maintain it for investigation purposes.
· Emergency Response/Ambulance will be contacted and first aid treatment will take place as appropriate.
· The staff will receive support as needed through counseling or other means
· A WSIB Employers Report on Injury and Disease (WSIB Form 7) will be completed and submitted within three (3) days.
· A record of the incident will be kept on file including all investigation information, first aid information and copies of the completed WSIB Form 7 by the manager and copied to the Health & Safety Coordinator or designate.
· The manager will be responsible for maintaining contact with the injured/ill worker as described in the Return to Work Policies and Procedures.
· Progress on the Return to Work procedure will be copied to the Health & Safety Coordinator or designate. 
Injuries requiring Health Care or Medical Aid, and Occupational Illness or Claims for Occupational Illness
Non-critical injuries include health care and first aid. This is any injury other than a death or critical injury. 
· According to the WSIB, examples of covered health care costs include the following: 
· Visits to doctors, physiotherapists, or chiropractors
· Prescription drugs
· Care provided by hospitals or other health facilities
· Eye glasses and prostheses
In the event of a health care or medical aid incident or occupational illness, the following steps will be taken:
· Emergency Response/Ambulance will be contacted and/or first aid treatment will take place as appropriate.
· The manager will contain the incident area to prevent further injury or damage and also to maintain it for investigation purposes.
· If the employer is told that a worker has an occupational illness or that a claim for an occupational illness has been filed with the WSIB, the employer must notify the MOL and the Joint Health & Safety Committee or Representative within four (4) days. This notice must be in writing and must contain any prescribed information. Refer to the Notice of Incident Form – Incident Fire Explosion or Illness Report to MOL. 
· If a person is disabled from performing regular duties or develops an occupational illness, a report must be sent to the Ministry of Labour within four (4) days. The employer will prepare and deliver within 4 days to the Joint Health & Safety Committee or Representative a written description of the circumstances surrounding the injury/illness as prescribed by Regulation 851, Section (5).
· A WSIB Employers Report on Injury and Disease (WSIB Form 7) must be completed and submitted within three (3) days.
· A record of the incident will be kept on file including all investigation information, first aid information, and copies of the completed WSIB Form 7. 
· The Manager will be responsible for maintaining contact with the injured/ill employee as described in the Return to Work Policies and Procedures.
· Progress on the Return to Work procedure will be copied to the Health & Safety Coordinator or designate.



	Investigation

	An investigation is legally required for critical injuries. For other losses the requirement is to complete a WSIB Form 7 for lost time and medical aid for injuries (according to the Occupational Health & Safety Act, Section 51 and 52). 
Once permission is given by an inspector, the JHSC Worker Member shall investigate the incident scene and report his/her findings in writing to the Joint Health & Safety Committee or Representative, the Employer, and the MOL Director.  
All incidents causing injury, however minor, must be reported to a manager/supervisor and to the Joint Health & Safety Committee or Representative.
All injuries/incidents are investigated as per our policy.



	Administrative Penalties
	The amount under the Act that an employer shall pay is $250; or if the employer’s failure to notify the Board as required exceeds 30 days in duration is $1,000.



	Resources
[image: ]

	Injury and Incident Analysis Checklist
Worker’s Report of Injury/Disease Form 6 
Employer’s Report of Injury/Disease Form 7
Functional Abilities Form (FAF) 
Injury/Incident Reporting and Investigation – Essential Elements Final.docx


[bookmark: _Toc527621418]Ministry of Labour Written Notification Requirements  
	Overview
	The Occupational Health & Safety Act Requires employers to notify the Ministry of Labour whenever certain workplace injuries, illnesses, or fatalities occur.  



	Legislation
	Occupational Health & Safety Act Part VII



	Notice of Critical Injury or Fatality
	The employer's written notice of a critical injury or fatality should include the following information,
· Name, address and phone number of the employer
· Type of business
· Name, address and phone number of the person who was killed or critically injured;
· Time and place of the occurrence;
· Description of the occurrence and the bodily injury sustained;
· Description of the machinery or equipment involved, if any;
· Names, addresses and phone numbers of all witnesses to the occurrence;
· Name, address and phone number of the physician, if any, by whom the person was or is being attended; and,
· Steps taken to prevent a recurrence.
This report must be sent to the MOL within 48 hours of the critical injury/fatality.



	Notice of Occurrence or Occupational Illness
	The employer's written notice of an accident, explosion or fire that disables a worker or which requires medical attention but is not a critical injury or fatality; or, a notice of an occupational illness, should include the following information, 
· Name, address and phone number of the employer
· Type of business
· Name, address and phone number of the person suffering the injury or illness;
· Time and place of the occurrence;
· Description of the occurrence and the bodily injury or illness sustained;
· Description of the machinery or equipment involved, if any;
· Names, addresses and phone numbers of all witnesses to the occurrence;
· Name, address and phone number of the physician, if any, by whom the person was or is being attended for the injury or illness; and
· Steps taken to prevent a recurrence. 
This report must be sent to the MOL within 4 days of the accident, explosion, fire or incident of Workplace Violence which disables a person from performing their regular duties. In the case of an Occupational Illness, the employer must submit the report within 4 days of being advised of the illness.



	Record of Incident, Fire and Explosion
	A written record of an incident, explosion or fire causing injury requiring medical attention but not disabling a worker from performing his or her usual work shall be kept in the permanent records and include particulars of,
· Nature and circumstances of the occurrence and the injury sustained;
· Time and place of the occurrence; and
· Name and address of the injured person



	Resources
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	Notice of Accident Form – Critical Injury Report to MOL
Notice of Incident Form – Incident Fire Explosion or Illness Report to MOL


[bookmark: _Toc527621419]Return to Work 	
	Overview
	Return to Work is sometimes referred to as disability management program, modified work program, alternate duties program or claims management program.  



	Legislation
	Workplace Safety and Insurance Act Part V



	Responsibilities
	Employer
· Ensure employees are aware of reporting requirements. 
· Take the WSIB Form 8 as part of the Return to Work Package to the Practitioner. The Functional Abilities section of WSIB Form 8 helps both the employer and the employee meet the return-to-work obligation as set out by the WSIB.
· The Functional Abilities section helps to indicate what types of activities an employee may be able to do.
· In accordance with Accident Reporting and Investigation requirements, complete a WSIB Form 7 within 3 business days of the incident or learning about the injury or illness.
Employee
· Seek timely and appropriate health care to treat the injury/illness. 
· Take all reasonable action to prevent the loss of earnings resulting from an injury/illness. 
· The employee must fill out a WSIB Form 6 as soon as possible following the incident and submit it to the WSIB (the employee has 6 months to file a claim of an incident or within 6 months of learning of an occupational disease) and must provide a copy to the Manager/Supervisor, Health & Safety Coordinator or designate.
· Participate in the rehabilitation process, and in the development and implementation of the Return-to-Work plan with the WSIB, the employer and the health care provider.
· Follow the instructions and recommendations of the health care provider. 
· Maintain a positive attitude about returning to work when appropriate. Understand the benefits of accepting appropriate work during the rehabilitation process so that the focus can be shifted from disability to regained abilities. 
· Inform the employer and WSIB about how recovery is progressing. 
Health Care Provider
· Provide information to the WSIB regarding the injured worker's health care. 
· Fill out the WSIB Form 8 during the initial visit, and WSIB Functional Abilities Form for Timely Return to Work for any subsequent visits, regarding information about the injured worker’s abilities. Only regulated health professionals can complete them.
· Send copies of the completed WSIB Form 8 to the employee, the employer, and the WSIB. This report is confidential.
Workplace Safety & Insurance Board (WSIB)
· Inform the employer as to what to expect through the Return to Work process.
· Inform injured worker and the employer of expected actions
· Inform injured worker of rights and obligations
· Provide more information upon request
· Monitor the injured worker’s activity, progress, and cooperation with the employer.
· Obtain and clarify functional abilities information
· Assess the need for a Work Reintegration Plan if early and safe return to work is unlikely.
· Help resolve difficulties and disputes
· Provide ergonomic and/or mediation services and/or site visits to help the injured worker and the employer through the process.
· Make decisions on all claim-related and compliance issues



	Resources
	Worker`s Report of Injury/Disease (Form 6)
Employer`s Report of Injury/Disease (Form 7)
Functional Abilities Form (FAF) 


[bookmark: _Toc527621420]Working Alone 
	Overview
	Any employee who works alone at any time will adhere to the OHS regulations as well as policies and procedures outlined in in our Occupational Health & Safety Program – Canada.



	Legislation
	Ontario has no specific regulations that address working alone, other than in specific situations such as confined space. Ontario workers rely on the general provision in Ontario’s Occupational Health & Safety Act (OHSA) Section 25 that mandates that employers must take “reasonable precautions” to protect workers.



	Definition
	Working alone can be defined as “the performance of any work function by a worker in circumstances where the worker cannot be seen or heard by another worker in the event of injury, ill health, or emergency.”



	Employer Responsibilities
	Ensure to follow OHSA Section 25, to take every precaution reasonable to ensure workers that are working alone are safe within the scope of the intent of the law.



	Resources
[image: ]
	Working Alone – General Information (ccohs.ca)
Working Alone – Essential Elements Final.docx




[bookmark: _Toc527621421]Resources   
	Overview
	[bookmark: _GoBack]Some of the samples and templates referred to in this document follow this section. Other forms can be found in the Resource section of the Occupational Health & Safety Program – Canada (Resources Final.docx).
Posting Health & Safety Materials
Posted H&S Material Checklist	17
In Case of Injury at Work (Poster)	19
Health & Safety at Work (Poster)	20

	
	Joint Occupational Health & Safety Committee/Health & Safety Representative
Worker Right to Refuse Flowchart	21
Injury & Incident Forms
First Aid Kit Requirements	22
Notice of Accident	23
Notice of Incident	24
Injury/Incident Analysis Checklist	25
Worker’s Report of Injury/Disease (Form 6)	29
Employer’s Report of Injury/Disease (Form 7)	33
Health Practitioner’s Form	37
Functional Abilities Form	41
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[bookmark: _Toc527621363][bookmark: Posted_HS_Checklist][bookmark: _Toc514920838]Posted Health & Safety Material Checklist 
	Material
	Location
	Links
	Date Posted

	Occupational Health & Safety Act
	Health & Safety Bulletin Board
	https://www.ontario.ca/laws/statute/90o01
	

	Regulation 851, Industrial Establishments
	Health & Safety Bulletin Board
	https://www.ontario.ca/laws/regulation/900851
	

	Health and Safety Policy Statement
	Health & Safety Bulletin Board
	
	

	Workplace Violence and Harassment Prevention Policy Statement
	Health & Safety Bulletin Board
	
	

	Ministry of Labour Employment Standards Act (ESA) Poster 
	Health & Safety Bulletin Board Copy given to all Employees
	https://www.labour.gov.on.ca/english/es/pubs/poster.php 
	

	Ministry of Labour “Health and Safety at Work: Prevention Starts Here” Poster
	Health & Safety Bulletin Board
	http://www.labour.gov.on.ca/english/hs/pubs/poster_prevention.php
	

	In Case of Injury at Work Poster (Form 82)
	Health & Safety Bulletin Board
First Aid Kit
	Form 82 (WSIB Website)
	

	Regulation 1101, First Aid
Include a list of all certified First Aiders in the workplace along with a copy of their certificate
	Health & Safety Bulletin Board
First Aid Kit
	https://www.ontario.ca/laws/regulation/901101
First Aid Requirements Guide
	

	Regulation 860, WHMIS
	Health & Safety Bulletin Board
	https://www.ontario.ca/laws/regulation/900860
	

	Safety Data Sheets (SDS)
To be stored in an easily accessible area near where the chemicals are being used, must be most current version available from supplier
	SDS Binder
	
	

	Health & Safety Explanatory Materials
Examples: Ministry of Labour (MOL) Guidelines, MOL Alerts, Fact Sheets, Engineering Data Sheets, Duties or applicable
	Health & Safety Bulletin Board (optional)
	Guide to the OHS Act:
http://www.labour.gov.on.ca/english/hs/pubs/ohsa/index.php
Fact Sheets, Info Bulletin, Guidelines, Alerts, Engineering Data Sheets, Posters
http://www.labour.gov.on.ca/english/hs/pubs/index.php
	

	Emergency Services and Numbers
Examples: 911 (if available), fire, police, ambulance, poison control centre, Ministry of Labour, Ministry of Environment, Utilities, Internal contact numbers
	Primary Telephones
Health & Safety Bulletin Board

	
	

	Joint Health and Safety Committees (JHSC)
Management, Joint Health & Safety Committee health and safety inspections
JHSC Member names and work locations
JHSC Meeting Minutes
Health and safety assessments and surveys
Ministry of Labour Orders
Workplace Incident summaries
	Health & Safety Bulletin Board
	http://www.labour.gov.on.ca/english/hs/pubs/jhsc/jhsc_jhsc.php

http://www.labour.gov.on.ca/english/hs/pubs/farming/jhsc/jhsc_5.php

http://www.labour.gov.on.ca/english/hs/pubs/jhsc_summary.php

	

	Joint Health and Safety Committee (JHSC) or Representative Guide
	Health & Safety Bulletin Board
(optional)
	http://www.labour.gov.on.ca/english/hs/pubs/jhsc/
	

	Other Reports relevant to workplace
Examples:
Traffic Control
Fumehood Exhaust Fan Testing Reports
MOE Inspection Reports
TSSA Propane Certificate(s)
TSSA Elevator Certification
	Health & Safety Bulletin Board
(optional)
	
	

	Transport of Dangerous Goods (if applicable)
	Health & Safety Bulletin Board
	http://www.tc.gc.ca/eng/tdg/safety-menu.htm
	

	Identification of Designated Substances (if applicable)
Examples include: Acrylonitrile, Arsenic, Asbestos, Benzene, Coke Oven Emissions, Ethylene Oxide, Isocyanates, Lead, Mercury, Silica, Vinyl Chloride
	Health & Safety Bulletin Board

	https://www.ontario.ca/laws/regulation/090490
	




	Occupational Health & Safety Department
	Workers’ Compensation Board

	Ministry of Labour (MOL)
505 University Avenue, 19th Floor
Toronto, ON M7A 1T7
Telephone: 1-877-202-0008 (in Ontario only)
http://www.labour.gov.on.ca/english/hs/
Regional Offices: http://www.labour.gov.on.ca/english/about/reg_offices.php
	Workplace Safety and Insurance Board (WSIB)
200 Front Street West 
Toronto ON M5V 3J1 
Telephone: (416) 344-1000 or Toll-Free: 1-800-387-5540 
Ontario Toll-free 1-800-387-0750 
Fax: (416) 344-4684 
http://www.wsib.on.ca
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[bookmark: _Toc527621368]Worker Right to Refuse Flowchart  
[bookmark: _Minutes_of_Joint][bookmark: _Toc514921036][image: ]

[bookmark: _Toc527621371]First Aid Kit Requirements

	Supply
	Qty

	Current edition of a standard First Aid Manual
	1

	Safety pins
	24

	Basin, preferably stainless steel
	1

	Adhesive dressings, individually wrapped
	48

	Pair of splinter tweezers blunt end 
	1

	Pair of 4” scissors 
	1

	Pairs of non-latex surgical gloves 
	6

	Rolls of adhesive tape, 1 inch wide
	2

	Rolls of 1-inch gauze bandage
	12

	Adhesive dressings individually wrapped
	48

	Sterile gauze pads, 3 or 4 inches square
	48

	Rolls of 1-inch gauze bandage
	12

	Rolls of 2-inch gauze bandage
	8

	Rolls of 4-inch gauze bandage
	8

	Sterile surgical pads suitable for pressure
	6

	Triangular bandages
	12

	Splints of assorted sizes
	1

	Rolls of splint padding
	2

	Bottle of hydrogen peroxide 
	1

	Bottles of eye wash solution
	2

	CPR mask 
	1

	First aid inspection record
	1

	Stretcher
	1

	Blankets
	2

	A notice board displaying WSIB’s Form 82
	

	The names and locations of all First Aid Attendants
	

	An inspection card
	


[bookmark: _Toc514404435][bookmark: toc_here]

[bookmark: _Toc527621372]Notice of Accident - Critical Injury/Fatality Report 
IMPORTANT: This report must be sent to the Ministry of Labour within 48 hours of the critical injury/fatality
	Name and Address of Employer
	

	Nature and the Circumstances  of the Occurrence and the Bodily Injury Sustained
	

	Description of Machinery or Equipment Involved
	

	Time and Place of Occurrence
	

	Name and Address of the Person Killed or Critically Injured
	

	Name(s) and Address(es) of all Witness(es)
	

	Name and Address of any Physician or Surgeon who attended the person’s injuries
	

	Steps Taken to Prevent Recurrence
	





[bookmark: _Toc527621373]Notice of Incident - Incident, Explosion, Fire or Incident of Workplace Violence or Occupational Illness
IMPORTANT: This report must be sent to the Ministry of Labour within 4 days of the accident, explosion, fire or incident of Workplace Violence which disables a person from performing their regular duties. In the case of an Occupational Illness, the employer must submit the report within 4 days of being advised of the illness.
	Name and Address of Employer
	

	Type of Business of Employer
	

	Nature and the Circumstances  of the Occurrence and the Bodily Injury or Illness Sustained
	

	Description of Machinery or Equipment Involved
	

	Time and Place of Occurrence
	

	Name and Address of the Person Suffering from the Injury or Illness
	

	Name(s) and Address(es) of all Witness(es) to the Occurrence
	

	Name and Address of any Physician or Surgeon who Attended or is Attending the Person’s Injury or Illness
	

	Steps Taken to Prevent Recurrence
	





[bookmark: _Toc527621374][bookmark: Injury_Illness_Analysis_Checklist]Injury/Incident Analysis Checklist
This checklist can be used in conjunction with the Injury/Incident Investigation Report
	Background Information

	Job Title of Employee
	

	Department of Employee
	

	Age Range of Employee
	

	Male or Female
	M      F 

	Employee's Supervisor
	

	Location (where the event took place)
	

	Day of Event (Monday, Tuesday, etc.)
	

	Date of event (dd/mm/yr)
	

	Time of Event (include AM or PM)
	

	Date of Investigation (dd/mm/yr)
	

	Date of Return to Work – Full Duty (dd/mm/yr)
	

	Date of Return to Work – Modified Duty (dd/mm/yr)
	

	Incident Type

	Near Miss
	Yes   No
	Occupational Injury
	Yes   No  

	Hazard
	Yes   No
	Violence/Harassment
	Yes   No 

	Occupational Health Hazard
	Yes   No
	Occupational Illness
	Yes   No 

	Environmental Release
	Yes   No
	Damage
	Yes   No  

	Other
	Describe:

	Injury Details

	Critical injury
	Yes   No
	Fatal Injury
	Yes   No  

	Non-Critical Injury
	Yes   No
	Exposure to health hazards
	Yes   No 

	No injury or exposure
	Yes   No
	

	Full Time Employee
	Yes   No
	Part Time Employee
	Yes   No
	Student/Seasonal
	Yes   No

	Contractor
	Yes   No
	Temporary Staff
	Yes   No
	Volunteer
	Yes   No

	Other
	Describe:

	Treatment Received

	None
	

	First Aid Required
	

	Health Care Required
	

	Time Loss Injury
	

	Number of days lost
	

	Has the Employee had a previous similar injury/disease?
	Yes   No  

	Returned to full duty?
	Yes   No  

	Returned to modified work?
	Yes   No  

	Form 7 Required?
	Yes   No  

	Damages

	Property Damage
	Yes   No
	Machinery/Equipment Damage
	Yes   No  

	Tool Damage
	Yes   No
	Product Damage
	Yes   No 

	Materials Damage
	Yes   No
	No Damage
	Yes   No  

	Root Causes

	Performance Specifications:
1. Are safe work policies/procedures in place? Are they adequate?
1. Are instructions from Management creating an unsafe work environment?
	[bookmark: Check11][bookmark: Check12]Adequate      Inadequate 
Describe:





	Task Interference:
1. Enough time allotted to complete the task safely
1. Equipment in proper working condition and available?
1. Policies/procedures that are currently in place contributed to this hazardous event?
1. Staffing issues?
1. Inappropriate body position for the task
	Adequate      Inadequate 
Describe:

	Consequences:
1. Discipline practiced for unsafe acts?
1. Positive consequences for unsafe acts (e.g. rushing to get the job done quickly)
1. Injury/illness occurring from tasks
	Adequate      Inadequate 
Describe:

	Feedback:
1. Lack of communication (positive or negative) between Employees, team leaders and supervisors
1. Improper motivation (feedback/ rewards/recognition reinforcing unsafe acts)
1. Employees not reporting similar injuries/illnesses
1. Employees not advising Supervisors of potential hazards
	Adequate      Inadequate 
Describe:

	Knowledge/Skill:
1. Demonstrated lack of skill/knowledge?
1. Failure to use prescribed personal protective equipment?
1. Are Supervisors aware this hazardous event could occur (Supervisor and Employees trained on this hazard)?
1. Failure to follow established procedures?
1. Inadequate training?
	Adequate      Inadequate 
Describe:

	Individual Capacity:
1. Stress
1. Workload
1. Rushing to complete tasks
1. Staffing/Scheduling issues
1. Unsuitable loading/lifting
	Adequate      Inadequate 
Describe:

	People/Behavioural Factors:
1. Improper motivation
1. Leadership or supervision issues
1. [bookmark: RANGE!A78]Unauthorized use of equipment
1. Failure to control, monitor or secure hazard
1. [bookmark: RANGE!A83]Disabling safety devices or bypassing barrier/guards
1. Operating at improper speed
1. Abuse or misuse
1. Horseplay
1. Other  
	
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Describe:

	Equipment Factors:
1. Inadequate ventilation
1. [bookmark: RANGE!A92]Defective tools, equipment or material
1. Lack of adequate safety devices, barriers, or guards
1. Inadequate warning systems
1. Inadequate tools/equipment
1. Inappropriate PPE
1. Wear and tear of equipment
1. Hazardous energy not controlled
1. Other
	
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Describe:

	Materials Factors:
1. Property damage caused by spilled materials
1. Handling of raw materials
1. Handling of products
1. Handling/use of hazardous chemicals
1. Handling of biological agents
1. Supplier issues when sending product
1. Manual material handling issues – lifting, carrying, pushing, pulling
1. Mechanical material handling issues – handcarts, forklifts
1. Other
	
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  

Yes   No  

Describe:

	Environment Factors:
1. [bookmark: RANGE!A111]Hazardous environment – air quality, leak or spill
1. [bookmark: RANGE!A112]Presence of combustibles, fire or explosion hazard
1. [bookmark: RANGE!A113]Temperature extreme
1. [bookmark: RANGE!A114]Radiation hazard (non-ionizing)
1. [bookmark: RANGE!A115]Noise hazard
1. [bookmark: RANGE!A116]Poor lighting
1. [bookmark: RANGE!A117]Congested area, blocked exits/stairways, disorder
1. Condition of floors (e.g. slippery)
1. Poor ventilation
1. Hazards in product storage area
1. Other
	
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Describe:

	Process Factors:
1. [bookmark: RANGE!A123]Poor layout or ergonomic design
1. Engineering issues
1. Purchasing issues
1. Staff schedules/patterns
1. Physical condition of work area not inspected
1. Maintenance issues/records
1. Other
	
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Describe:

	Incident Event Type (Type of Contact)

	Struck by object
	Yes   No
	Struck against object
	Yes   No  

	Caught in – nip points
	Yes   No
	Caught on  snagged
	Yes   No 

	Caught between - crushed
	Yes   No
	Voluntary motion
	Yes   No  

	Lifting
	Yes   No
	Falls
	Yes   No  

	Overexertion
	Yes   No
	Electricity
	Yes   No 

	Temperature extremes
	Yes   No
	Radiation
	Yes   No  

	Noise
	Yes   No
	Chemical Substance
	Yes   No 

	Vibration
	Yes   No
	

	Other
	Yes   No   Describe:


	Injury/Illness Assessment

	Has an event like this happened before in this job?
	Rare – once/year
	Occasional – once/month
	Common – once/week
	Yes   No  
[bookmark: Check13]
[bookmark: Check14]
[bookmark: Check15]

	Do you think this could happen again?
	Rare – once/year
	Occasional – once/month
	Common – once/week
	Yes   No  






	Injured Body Part

	[bookmark: Check16]Finger/Hand/Wrist
Arm/Elbow 
Chest
	Shoulder
Neck
Head/Face  
	Upper/Lower Back 
[bookmark: Check18]Hip/Thigh
[bookmark: Check19][bookmark: Check20]Knee
	[bookmark: Check22]Lower Leg
[bookmark: Check21]Ankle/Foot 
Other, Describe:


	Nature of Injury

	Sprain/Strain
Crushing/Bruising
	Cuts/Lacerations
Fractures
	Scratches/Abrasions
Falls
	Other, Describe:





[bookmark: _Toc527621375][bookmark: _Toc514921137]Worker’s Report of Injury/Disease (Form 6)
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[bookmark: _Toc527621376]Employer’s Report of Injury/Disease (Form 7)
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eForm 7 - Employer’s Report of Injury/Disease, Electronic Submission
Follow the instructions to register with WSIB:
www.wsib.on.ca, click on eWSIB heading for more information.
Form 7 Reference Guide for Employers
[bookmark: _Functional_Abilities_Form][bookmark: _Toc514921139]

[bookmark: _Toc527621377]Health Practitioner’s Form (Form 8)
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[bookmark: _Toc527621378]Functional Abilities Form (FAF)
Functional Abilities Form for Early and Safe Return to Work (PDF)
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IN CASE OF INJURY
OR ILLNESS AT WORK

.
— Get medical help
Your employer is responsible for providing first aid.
Go to the doctor or hospital if you need treatment.

Your employer pays for your transportation.

— Document
5 Ju— Tell your employer about your injury or illness. They
C ) investigate and keep a record of what happened.

Report to the WSIB
Employers must tell us within three days if an injury
or illness happens. You can report by submitting

Worker’s Report of Injury/lliness (form 6).

R/R\R Work together

We work with you and your employer to help you
recover and return to work safely and at the right time.

luestions We're here to help.

Call us at: 1-800-387-0750 | TTY: 1-800-387-0050
For details visit wsib.on.ca/reporting

82(0082C-02/18)
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Health & Safety
t Work

) Prevention Starts Here

Ontario’s Occupational

Health and Safety Act gives
workers rights. It sets out roles for
employers, supervisors and
workers so they can work together
to make workplaces safer.

> Improve Health and Safety:

« Find out about your Joint Health and
Safety Committee or Health and Safety
Representative.

« Talk to your employer, supervisor, workers,
joint health and safety committee or
health and safety representative about
health and safety concerns.

Call the Ministry of Labour at
1-877-202-0008

Report critical injuries, fatalities,

work refusals anytime.

Workplace health and safety information,
weekdays 8:30am — 5:00pm.
Emergency? Always call 911 immediately.

Find out more:
ontario.ca/healthandsafetyatwork
© Queen's Printer for Ontarlo
Ministry of Labour

ISBN §78-1-4435-8295-7 (PRINT)

- ISBN 578-1-4435-8296-4 (HTML)

E ISBN §78-1-4435-8297-1 (PDF)
r

June 2012

> Workers have the right to:

+ Know about workplace hazards and what to do about them.
« Participate in solving workplace health and safety problems.
* Refuse work they believe is unsafe.

> Workers must:

+ Follow the law and workplace health and safety policies and procedures.
« Wear and use the protective equipment required by their employer.

+ Work and actin a way that won’t hurt themselves or anyone else.

* Report any hazards or injuries to their supervisor.

Employers must NOT take action against workers
for following the law and raising health and safety concerns.

> Employers must:

* Make sure workers know about hazards and dangers by providing
information, instruction and supervision on how to work safely.

+ Make sure supervisors know what is required to protect workers'
health and safety on the job.

« Create workplace health and safety policies and procedures.

+ Make sure everyone follows the law and the workplace health and
safety policies and procedures.

* Make sure workers wear and use the right protective equipment.

+ Do everything reasonable in the circumstances to protect
workers from being hurt or getting a work-related iliness.

2 Supervisors must:

« Tell workers about hazards and dangers, and respond to their concerns.

« Show workers how to work safely, and make sure they follow the law
and workplace health and safety policies and procedures.

« Make sure workers wear and use the right protective equipment.

+ Do everything reasonable in the circumstances to protect workers
from being hurt or getting a work-related iliness.

8} Ontario
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wsib
cspaa

Workplace Safety

& Insurance Board
Commission de la sécurite
professionnelle et de fassurance
ONTAR ‘ o contre les accidents du travail

Mail To: OR Fax To:
Workplace Safety and 416-344-4684
Insurance Board OR 1-888-313-7373
200 Front Street West

Toronto ON M5V 3J1

Please PRINT in black ink

A. Worker Information

Worker's Report

of Injury/Disease (Form 6)

Claim Number

Lo e Lo

Last Name First Name Social Insurance Number
Address (number, street, apt., suite, unit) Telephone
City/Town Province Postal Code Alternate/ Cell Phone
|

i i i Date ou dd mm How long have you

Job Title/ Occupation (at the time you were hurt) rtey A | v been dmgn ¥ thlsyjob
W|th employer | for this employer?

Only check if you D executive D elected official Downer D spouse or relative of the employer Date of
are one of the following: Birth

Sex
[Cm [JF | ] Eneiish

Your Preferred Language
ﬁFrench Dother

Would an interpreter
be helpful? D ve

S DHO

Are you a member of a union?
yes no

Do you authorize your union to represent you
in this claim?

yes no

If yes, do you consent to the disclosure of verbal claim
file status information to your union representative?

D yes Dno

Provide your Union Name and Local

B. Employer Information

Company/Employer Name

Address

City/Town Province Postal Code
Your Immediate Supervisor's Name Company Telephone

C. Accident/lliness Dates & Details

]

4. Date and hour dd mm yy M | 2. Who did you report this accident/illness to? (Name & Position)
of accident/Awareness | PM
of illness
Date and hour reported dd mm yy M Telephone
to employer PM
3. Area of Injury (Body Part) - (Please check all that apply)
Head Teeth Upper back Left Right | Left Right Left Right | Left Right
Face Neck Lower back Shoulder Wrist Hip Ankle
Eye(s) Chest Abdomen Arm Hand Thigh Foot
Ear(s) Pelvis Elbow Finger(s) Knee Toe(s)
Forearm Lower Leg
Are you:
[[other: ¢ [JteftHanded [ ] Right handed

4. Did the accident/illness happen on
the employer's property or work site?

Dyes I:lno

I Specify where it happened (shop floor, warehouse, client/customer site, parking lot, etc.):

5. Did it happen outside the Province
of Ontario?

D yes Dno

‘ If yes, indicate where
(city, province/ state, country):

6. Have you hurt this area(s) of your
body before?

Dyes Dno

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

D no D yes - In Ontario D yes - Outside Ontario

A guide to complete this form is available at www.wsib.on.ca

00064 (09/15)

Page 10f3
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wsib Workplace Safety Worker's Report
& Insurance Board of Injury/Disease (Form 6)

cspa at Commission de la sécurité

professionnelle et de l'assurance

>

NTARIO contre les accidents dutravail

Claim Number

Please PRINT in black ink

Worker Name - Last Name First Name Social Insurance Number

C. Accident/lliness Dates & Details (continued) ]

8. Ifyou 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.
or
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.

sgart >

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.

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,
give us their names & positions.

Name Position

2.

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).
Did you receive a copy of the Form 72 [Jyes [ ]no

The Workplace Safety and Insurance Act 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 WSIB Claim number.
1. Did you get first aid If yes, when = dd mm yy . and by whom (Name):
or care at work Cves [ | |
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)
Nursing Date of (dd/mm/yy)
Station D Ambulance
D Emergency Health
Department Professional Office
Admitted to ini
Hospital D Clinic | |
3. Were you prescribed any medications/drugs? D ves D"° 4. Were you referred for any other treatment or tests? D ves D o
5. Did you talk to your health professional about going back to yes no If yes, were you given
regular or modified work? D D any work limitations? D yes D no
6. Did you tell your employer you went for medical treatment? Dyes I:] no If no, please tell your employer right away.
dd mm ¥ Name
If yes, when? \ \ \ and to whom?
Position

0006A2 Page 2 of 3
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H Workplace Satet Worker's Report
Vc\gslg,'gat e of injury/Discase (Form €)

NTARIO contre les accidents dutravail

Claim Number

Please PRINT in black ink

Worker Name - Last Name First Name Social Insurance Number

E. Lost Time & Return to Work ]
1. Afterthe day of accident/illness:
rt >D I returned to work to my regular Job and did not lose any time or pay.

I:l I retumned to modified duties and did not lose any time or pay.

D I lost time and/or pay (e.g. regular pay, shift differential, bonuses, premiums, etc.).

I—’Dateyoulivstlosttimeand/mpay dd ‘ mm ‘ W

2. Ifyou lost time, have you returned to work? D yes D no

dd mm yy
liyes Jp  Date of yourreturn to work ‘ [Jregutarwork [ modified work
Ifno Did you discuss return to work with Does your employer have modified work?
’ your employer? Dyes D no Dyes D no
F. Earnings (Do not include overtime here) ]
1. Rate of pay: $ per D hour D week D other:

2. Usual number of pay hours: ‘  per I:lweek Dother:

3. Ifyou lost time from work after the day of accident/illness, did your employer continue to pay you? D yes D no

4. Have you applied for, or did you receive, any other benefits (money) while off work yes o
(e.g. El benefits, sick benefits, social services, insurance, etc.). D I:l

5. Atthe time of the accident/illness did you work for more than one employer? D yes D no

G. Declarations and Signature ]

By signing below, | am claiming benefits under the Workplace Safety and Insurance Act, 1997, for a work-related injury or disease. | am also authorizing any health
professional who treats me to provide me, my employer and the Workplace Safety and Insurance Board with information about my functional abilities on the WSIB's
"Functional Abilities Form for Planning Early and Safe Retum to Work".
It is an offence to deliberately make false statements to the Workplace Safety and Insurance Board.
I declare that all of the information provided on pages 1, 2, and 3 is true.

Signature Date (dd/mm/yy)
Please print form & sign before returning to the WSIB

If you are under the age of 16, your parent or guardian, must authorize the release of the functional abilities information.

Signature Relationship: Date (dd/mm/yy) Telephone
Please print form & sign before returning to the WSIB | | ( )

Personal information about you will be collected throughout your claim under the authority of the Workplace Safety and Insurance Act, 1997. Your personal information
will be used to administer your claim(s) and programs of the Board. Medical and non-medical information is collected from health care providers, vocational agencies,
labour market service providers, employers, witnesses, Canada Revenue Agency (CRA), and others as required. Your Social Insurance Number is used to register claims,
identify workers and to issue income tax receipts and is collected under the authority of the Income Tax Act. Information may only be disclosed to the employer, exteral
medical, vocational, and safety agencies, extemal payment and service providers, researchers, third parties for cost recovery purposes and others as authorized by the
Workplace Safety and Insurance Actand the Freedom of Information and Protection of Privacy Act. Your name and telephone number may be disclosed to third party
researchers conducting satisfaction surveys and focus groups. Incoming and outgoing calls may be recorded for quality assurance purposes. Questions about this
collection should be directed to the decision maker responsible for your file or by calling 1-800-387-0750.

A more detailed PRIVACY STATEMENT for workers may be found at www.wsib.on.ca or by calling toll free at 1-800-387-0750.
0006A3 Page3of3
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®
W Workplace Safety
& Insurance Board
cs aat Commission de la sécurité
professionnelle et de l'assurance
o

NTARIO contreles accidents du travail

Please PRINT in black ink

Worker's Report
of injury/Disease (Form 6)

Claim Number

Worker Name - Last Name

First Name

Social Insurance Number

'K. Additional Information

The Workplace Safety & Insurance Act requires vou to give a copy of this report

{(Worker's Report of Injury/Disease - Form 8) to your employer

000644
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o
Ws|b Mail OR Fax To: Employer's Report
200 Front Street West  416-344-4684 of Injury/Disease (Form 7)
cspaa‘t Toronto ON M5V3)1  OR 1-888-313-7373
Claim Numbe
°NTAR'®  Please PRINT in black ink aim Nomber
IA. Worker Information ]
[1ob Title/Occupation (at the time of accident/illness - do not use abbreviations) | Length of time in this position Social Insurance Number
Start > while working for you
| Please check if this worker is a: D executive D elected official D owner D spouse or relative of the employer J |
Is the worker covered by a Worker Reference Number
=gy (st Name Union/Collective Agreement?
[ yes [ no
‘Address (number, streel, apL, suite, unit) Worker's preferred language | pateof | dd mm yy
English [] French Birth | | |
Other Teleohone
City/Town Province | Postal Code
Sex Dateof | dd  mm yy
Ow OF  Jwie | |

Fold here for
B. Employer Information ]

#10 envelope 7

Trade and Legal Name (if different provide both) Check Firm OR Account Provide Number
one: [ Number L] 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
more workers? D yes D no

Branch Address where worker is based (if different from mailing address - no abbreviations)

City/Town Province Postal Code Altemate Telephone
C. Accident/lliness Dates and Details ]
1. Date and hour of dd - mm yy AM | 2- Who was the accident/illness reported to? (Name & Position)
accident/Awareness H PM
of illness ‘ | | J
Dateandhourreported 94 mm yy AM Telephone Ext.
to employer ‘ | | | PM | 1
3. Was the accident/illness: 4. Type of accidenty/iliness: (Please check all that apply)
Sudden Specific Event/Occurrence Struck/Caught Fall Slip/Trip
Gradually Occurring Over Time Overexertion Harmful Substances/Environmental Motor Vehicle Incident
Occupational Disease Repetition Assault
Fatality Fire/Explosion Other
5. Area of Injury (Body Part) - (Please check all that apply)
Head Teeth Upper back Left Right Left Right Left Right | Left Right
Face Neck Lower back Shoulder Wrist Hip Ankle
Eye(s) Chest Abdomen Am Hand Thigh Foot
Ear(s) Pelvis FElbow Finger(s) Knee Toe(s)
orearm
D Other Lower Leg

6. Describe what happened to cause the accident/illness and what the worker was doing at the time (lifting 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 gr y over time, pl a description of the physical
activity required to do the work.

0007A (01/11) A guide to complete this form is available at www.wsib.on.ca Page 1of4
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Employer's Report
WSIb of Irﬁury/blseasep(hlm 7)
csl ONT A R | o Claim Number

Please PRINT in black ink

Worker Name Social Insurance Number
C. Accident/lliness Dates and Details (Continued) ]
7. Did the accident/illness happen on the employer's ‘ Specify where (shop floor, warehouse, client/customer site, parking lot, etc..).

premises (owned, leased or maintained)?.

Start> D yes D no

8. Did the accident/illness happen outside the Province ‘ If yes, where (city, province/state, country).
of Ontario?
Oves Ko
9.  Areyou aware of any witnesses or other employees ‘ If yes, provide name(s), position(s), and work phone number(s).

involved in this accident/illness?

Cyes o

2.
10. Was any individual, who does not work for your firm, ‘ If yes, please provide name and work phone number
partially or totally responsible for this
accident/illness? D yes D no
11. Are you aware of any prior similar or related problem, ‘ If yes, please explain
injury or condition?
Cyes Cno
12. Ifyou have concerns about this claim, attach a written submission to this form. D submission attached
D. Health Care ]
1. Did the worker receive health care for this injury? dd  mm yy | 2. Whendidthe employerleam that the worker dd mm yy
received health care?
D yes |:| no If yes, when : |

L | | I I
3. Where was the worker treated for this injury? (Please check all that apply)

D On-site health care I:] Ambulance D Emergency department D Admitted to hospital D Health professional office D Clinic

Domen

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 illness, this worker:
D Retumned to his/her regular job and has not lost any time and/or eamings. (Complete sections G and J).

D Retumed to modified work and has not lost any time and/or eamings. (Complete sections F, G, and J).

D Has lost time and/or eamings. (C¢ ALL r inis i ).
|_> dd mm oy d regular work
Provide date worker first lost time | i i ‘ » Date worker returned to work (if known) ‘ i | ‘ H modified work
2, This Lost Time - No Lost Time - Modified Work information was confirmed by: Telephone
D Myself D Other
Name J
F. Return To Work ]
1. Have you been provided with work 2. Has modified work been 3.Has modified work been If yes, was it D Accepted D Declined
limitations for this worker's injury? discussed with this worker? offered to this worker? N
Oyes no DCyes o DCyes o oo oter e s v,
4. Who is responsible for arranging worker's return to work
DMyseIl D Other Telephone Ext.
‘ Name ‘
0007A (01/11)
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Please PRINT in black ink

Employer's Report
of Injury/Disease (Form 7)

Claim Number

Worker Name Social Insurance Number
[G. Base Wage/Employment Information - (Do notinclude overtime here) ]
K] . Is this worker (Please check all that apply)
start> [7] Permanent Full Tme Casual/Imegular Student Registered Apprentice (] Ofner Qperatoror
Permanent Part Time Seasonal Unpaid/Trainee Optional Insurance
Temporary Full Time Contract D
Temporary Part Time Other
2. Regular rate of
el L por  [Jnour [Jeay [Jweek [Jotner
H. Additional Wage Information ]
1. Net Claim Code 2. Vacation pay | Provide
or Amount Federal ‘ | Provincial | | - on each cheque? Dyes Dno percentage o %
3. Date and hour last worked 4. Normal working hours on 5. Actual eamings for 6. Normal eamings for
last day worked last day worked last day worked
dd  mm oy From To
AM AM AM
| | PM PM pm | § $
7. Advances on wages: P
Is the worker being paid while he/she recovers? [dves [no  tyes,indicate: [7] Full/Regular Dmher
8. Other Earnings (Not Regular Wages): Provide the total of additional earnings for each week for the 4 weeks before the accident/illness.
* For Rotational Shift workers - If the shift cycle exceeds 4 weeks, Use these spaces for any other eamings
please attach the eamings information for the last complete shift W (indicate Commission, Differentials, Premiums,
cycle prior to the date of accident/illness. Jr— Bonus, Tips, In Lieu %, etc..). F—
Period Feom Data Jepuia Wandotoy Wiy Commission Commission Commission Commission
(dd/mm/yy) (dd/mm/yy) Overtime Pay Overtime Pay
Week 1 $ $ $ $ $ $
Week 2 | $ $ $ $ $ $
Week 3 | $ $ $ $ $ $
Week 4 | $ $ $ $ $ $
1. Work Schedule (Complete either A, B or C. Do not include overtime shifts) ]
D (A.) Regular Schedule - Indicate normal work days and hours. 40 hours
Sunday Monday Tuesday | Wednesday | Thursday Friday Saturday
or,
|:| (B.) Repeating Rotational Shift Worker - Provide
NUMBER OF NUMBER OF HOURS NUMBER OF WEEKS
DAYS ON DAYS OFF PER SHIFT(s) IN CYCLE
or, } Example: 4 days on, 4 days off, 12 hours per shift, 8 weeks in cycle.
D’ (C.) Varied or Irregular Work Schedule - Provide the total number of regular hours and shifts for each week forthe 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) ! / ! /
Total Hours Worked
Total Shifts Worked
J. Itis an offence to deliberately make false statements to the Workplace Safety and Insurance Board.
1 declare that all of the information provided on pages 1, 2, and 3 is true.
Name of person completing this report (please print) Official title
Signature Telephone Ext. Date dd mm oy
Please print form & sign before returning to the WSIB | | | | |
THE WORKPLACE SAFETY AND INSURANCE ACT REQUIRES YOU GIVE A COPY OF THIS FORM TO YOUR WORKER
0007A (01/11) Page 3 of 4
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Please PRINT in black ink

Employer's Report
of Injury/Disease (Form 7

Claim Number

Social Insurance Number

Worker Name

[ K. Additional Information

rt >

THE WORKPLACE SAFETY AND INSURANCE ACT REQUIRES YOU GIVE A COPY OF THIS FORM TO YOUR WORKER
Page 4 of 4
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Health Professional's Report (Form 8)

Health Professional, please use this form for:
@ Patients who are claiming benefits under the WSIB insurance plan for an injury/iliness
related to work, or
& You think that the cause of your patient's injury/iliness is workplace factors.
Section 37 of the Workplace Safety and Insurance Act, 1997 provides the legal authority for health

professionals, hospitals and health facilities to submit, without consent, information relating to a worker
claiming benefits to the Workplace Safety and Insurance Board (WSIB).

Completing the form:

@ Give a copy of page two only to your patient to give to employer.

® Please send pages one and two to the Workplace Safety and
Insurance Board.

® On the worker's initial visit, ONLY the Form 8 will be paid. A Functional
Abilities Form (FAF) will not be paid if completed on the same date.

For Electronic Submission

To register for electronic form submission and electronic billing, please go to www telushealth.com/wsib or call
Telus at 1-866-240-7492 for more information.

By Fax to:
416-344-4684 or 1-888-313-7373
Or by Mail to:

Workplace Safety and Insurance Board

200 Front Street West
Toronto, ON M5BV 3J1

wsib
cspaat

HMTARIO

www.wsib.on.ca
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FaxTo:
416-344-4684

wsib

[ print J|_reset I —save |

Claim Number (If known)

Health Professional's Report

cspaat OR 1.888:313.7373 Start > (Form 8)
ONTARIO
A. Patient and Employer Information - (Patient to complete Section A) ]
Last Name First Name Init Sex
O OF
Address (no., street, apt.) City/Town Prov. Postal Code
ON
Telephone Social Insurance No. Date of dd mm wyy Language
Birth | CEe e Toter

Employer Name

The Workplace Safety and Insurance Board (WSIB) collects your information to administer and enforce the Workplace Safety and Insurance Act. The Social Insurance Number may be used to identify workers.
and to issue income tax information statements as authorized by the Income Tax Act. Questions should be directed to the decision maker responsible for your file or toll free at 1-800-387-5540.

B. Incident Dates and Details Section

1. How did the injury/reinjury or iliness occur at work? Occupation
Date of incident/or when ~ dd mm Y
did the symptoms start? | |
€. Clinical Information Section -(Please check all that apply) ]
1. Area of Injury/lliness Left Right | Left Right | Left Right | Left Right
Brain Ears Upper back Shoulder Wrist Hip Ankle
Head Teeth Lower back Arm Hand Thigh Foot
Face Neck Abdomen Elbow Fingers Knee Toes
Eyes Chest Pelvis Forearm Lower Leg
Other:
2. Description of Injury/Iliness Physical Examination Findings — Pain "'ﬂ'in‘g Scale Exposure/lliness
[ pain at rest/nignt Pain 01 2 3 4_5 6 7 8 9 10 Asthma
Abrasion Disc Herniation Inflammation Repetitive Strain Injury Cancer
Amputation Dislocation Internal Joint Derangement Spinal Cord Injury Fumes - Inhalation
Bite Fall from Height Joint Effusion Sprain/Strain Hand-arm Vibration
Burn Foreign Body Laceration Surgical Intervention Hearing Loss
Contusion/Hematoma/Swelling Fracture Neurological Dysfunction Tendonitis/Tenosynovitis Infectious Disease
Crush Injury Hernia Psychological W Range of Motion Needle Stick
Infection Puncture (non-needlestick) Poisoning/Toxic Effects
Skin Condition
D Other
3. Are you aware of any pre-existing or other conditions/factors that may 4. Diagnosis
Impact recovery? Dyes I:I no
If yes, describe
D. Treatment Plan ]
1. What is the treatment plan (type of treatment, duration) including prescribed medications?
2. To be completed by physicians only.
Work Injury/lliness Medications Dose [ Frequency | Duration Work Injury/lliness Medications Dose | Frequency | Duration

1.

3.

2.

4.

3. eﬂlgmlonsﬁeferrals'

]:I Xrays

DEMG Du\trasound Dother

None Labs D CT Scan MRI
I:I FP/GP Occupational Health Centre Physiotherapist %ﬁgﬁ;gi&z‘r‘éﬁfe“em from the
Specialist |
Sgecwa\ty(/ Occupational Therapist Psychologist Specialty Clinic
Chiropractor Other. Regional Evaluation Centre (REC)
Name of Referral or Facility {if known) Telephone Appointment dd mm Y
Date ‘ ‘ ‘
E. Billing Section ]
Health Professional Designation ‘Ser\nce Code \ WSIB Provider ID
Chiropractor [Trtysician [Cenysiotherapist [ Registered Nurse (Extended Class) sSM
HST Registration No. ‘ HST Amount Billed (if applicable) Service Code \ Your Invoice No. ‘ Service Date  dd mm Yy
$ ONHST | |
Health Professional Name (please print) ‘Address
Telephone ‘Fax
Il 0008A (08/11) visit our website st WWW.WSib.on.ca Page 1/2 |l
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WSib Claim Number (If known) Health Professional's Report
CSpaat (Form 8)
orante Return To Work Information

Once completed, please ensure that a copy of this page only is provided to the worker.

Last Name First Name Tinit Birth  dd mm Wy
Date

Area(s) of Injury(ies)/lliness(es)

Date of g mm Y
Incident ‘

F. Return To Work Information - Must be completed by a Health Professional ]

When work injury/illness occurs, focus on return to usual activity including return to safe and appropriate work is best
practice. Most workers who experience soft tissue injury are able to remain at work.

1. Have you discussed return to work with your patient? D yes D no

dd mm yyyy
2. L This worker can resume Regular duties. Start date If graduated hours required please specify

dd mm yyyy
|| This worker can begin Modified duties. Start date ‘ \ \ If graduated hours required please specify

’7 This worker is not able to work because of the workplace injury/|

Please provide explanation

3. Please indicate the worker's status and functional abi

O

ies in relation to the workplace injury and diagnosis.

A. Full Functional Abl

N Ableto  NotAble to Ableto  Not Able to Ableto  NotAble to
B. XVI::II:Ieorannctlonal Bend,/Twist E E Operate Heavy Equipment Stand
Climb Operate a Motor Vehicle Use of Public Transportation
Kneel Push/Pull Use of Upper Extremities
Lift Sit Walk

C. Other Limitations: eg Environmental Conditions, Medication, Use of Protective Equipment.

Please describe

4. From the date of this assessment, the above limitations will 5. Follow-up Appointment
apply for approximately:
Date of next dd mm Yy
1-2days 3-7 days 8-14 days 14 +days None As Needed
’—‘ u L u required |: appointment ‘ ‘
Health Professional's Name (Please print) Address
Health Professional's Signature Telephone Service Date dd mm Yy

PLEASE PRINT AND SIGN ‘ \

G. Worker's Signature ]

By signing below | am authorizing the above noted health professional, who is treating me, to provide my employer with a copy of this page outlining my functional abilities. | understand a
copy will be sent to the Workplace Safety and Insurance Board (WSIB) by my health professional

Signature Date dd mm yyyy

PLEASE PRINT AND SIGN | \

Once completed, please ensure that a copy of this page only is provided to the worker.

0008A Page 2/2
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Functional Abilities Form
for Planning Early and Safe Return to Work

Health Professionals, please use this form ONLY when requested by an employer or worker.

The purpose of this form is to identify your patient's overall functional abilities and work
restrictions that will assist his/her return to suitable work.

Please promptly complete and return pages 2 and 3 of this form to the worker or employer
to assist the workplace parties in planning an early and safe return to work.

PLEASE ENSURE YOUR BILLING INFORMATION IS NOT GIVEN TO THE WORKER OR EMPLOYER.

Authority to Release Information

Section 37(3) of the Workplace Safety and Insurance Act, 1997 provides the legal authority for health professionals
to give the Workplace Safety and Insurance Board (WSIB), the injured worker and the employer such information as
may be prescribed concerning the worker's functional abilities.

When completing this report, please print in black ink.

Worker and/or employer should complete Sections A and B of this report. If your patient needs assistance,
please help. Please submit this report even if Section A is not fully completed.

Information about your responsibilities can be found on Page 4.

The WSIB will pay health professionals for completing this form.

Mail to: Fax to:
Workplace Safety and Insurance Board OR 416-344-4684
200 Front Street West or 1-888-313-7373

Toronto, ON M5V 3J1

WS

ONTA

T - e

10

...go to form

A guide to completing this form is available at www.wsib.on.ca

2647A (07/06)
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H Mail to: orFaxto: Functional Abilities Form
Wsl 200 Front Street West 416 344-4684 for Planning Early
oNTARIO Toronto ON M5V3J1 OR 1-888-313-7373 and Safe Return to Work
Please PRINT in black ink Claim No.
rA. Section A to be completed by the employer and/or worker. ] Start >
Worker's Last Name First Name Telephone
Address (no., street, apt.) City/Town Province | Postal Code
Employer's Name Date of Birth
(dd/mm/yyyy) ‘
Full Address (No., Street, Apt.) Date of Accident/
Awareness of lliness,
. dd/mm,
City/Town | Prov. | Postal Code (o/mm/yyyy) |
Employer
e
Employer
Fax No. | ‘
= | 1. Type of job at time of accident (where available, please attach description of job activities) Area(s) of injury(ies)/illness(es)
2. Have the worker and the employer discussed Return To Work If no, will be discussed on dd mm Yy
[yes [ ] no ‘
3. Employer contact name | Position
rB. Worker's Sighature ]

By signing below, | am authorizing any health professional who treats me to provide me, my employer and the Workplace Safety and Insurance Board (WSIB) with
information about my functional abilities on the WSIB's "Functional Abilities for Planning Early and Safe Return to Work" form.

Signature Date dd mm yyyy

Please print form & sign before returning to the WSIB

[ c. Health Professional's Billing Information
For billing purposes fax or mail pages 2 and 3 to the WSIB.

Health Professional's Designation
D Chiropractor D Physician D Physiotherapist D Registered Nurse (Extended Class) I:‘ Other

PROVIDER BILLING INFORMATION IN THE BOLDED AREA OF SECTION C SHOULD NOT BE PROVIDED TO THE WORKER OR EMPLOYER.

WSIB Provider ID.
Are you registered | | yes  Please enterthe WSIB Provider ID. in the box provided
with the WSIB? | 2

[Jno  Please call 1 - 800-569-7919 to register FP—

Health Professional's Name (please print)

Service Code FAF
¥ Complete these fields if HST is applicable to this form ¥
Address (No. Street, Apt.) HST Regislralion Number ~ Service Code , HST Amount Billed
ONHST |$ .
City/Town Province Postal Code Fax

1 hereby declare that the information being submitted in Sections C, D, E and F of this form is true and complete. Itis an
offense to knowingly make a false or misleading statement or representation to the WSIB.

Health Professional's Signature Telephone Date  dd mm yyyy

Please print form & sign before returning to the WSIB |

2647A2 (07/06) page 2 of 4
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Mail to: or Faxto:
200 Front Street West 416 344-4684

Toronto ON M5V 3J1 OR 1-888-313-7373
Please PRINT in black ink

Functional Abilities Form
for Planning Early
and Safe Return to Work

Worker's Last Name

First Name

Claim No.

D. The following information should be completed by the Health
Professional to identify the patient's overall abilities and restrictions.

1. Date of
Assessment

dd mm

Start > |

yyyy 2. Please check one:

>

Patient is capable of

returning to work with
no restrictions.

Patient is capable of returning
to work with restrictions.
Complete sections E and F.

Patient is physically unable to
return to work at this time.
Complete section F.

E. Abilities and/or Restriction:

S

1. Please indicate Abilities that appl
Walking:
Full abilities
Up to 100 metres
100 - 200 metres

ly. Include additional details in section 3
Standing:

Full abilities

Up to 15 minutes

15 - 30 minutes

Sitting:

E Full abilities

Up to 30 minutes
30 minutes - 1 hour

Lifting from floor to waist:
Full abilities
Up to 5 kilograms
5- 10 kilograms

no no

Other (please specify) Other (please specify) Other (please specify) Other (please specify)
Lifting from waist to shoulder: Stair climbing: Ladder climbing: Travel to work:

Full abilities Full abilities Full abilities Ability to use Ability to

Up to 5 kilograms Upto 5 steps 1-3steps public transit drive a car

5- 10 kilograms 5- 10 steps 4 - 6steps yes ves

Other (please specify) Other (please specify) Other (please specify) H H

[ ] Bending/twisting [l
repetitive movement of

(please specify)

2. Please indicate Restrictions that apply. Include additional details in section 3

Work at or above
shoulder activity:

l:l Chemical
exposure to:

[ ] Environmental
exposure to: (e.g. heat,
cold, noise or scents)

[ ] Limited use of hand(s):

Left Right

Gripping
Pinching
Other (please specify)

[] Limited pushing/pulling with:

Leftarm
Right arm
Other (please specify)

|:| Operating motorized equipment:
(e.g. forklift)

[] Potential side effects from

Do notinclude names of
medications.

medications (please specify)

[ ] Exposure to vibration:

H

Whole body
Hand/Am

3. Additional Comments on Abilities and/or Restrictions.

4. From the date of this assessment, th

[]1-2days [ | 3-7days [ | 8-14days [ | 14 +days

e above will apply for approximately:

5. Have you discussed return to work
with your patient?

[Jyes [Jno

6. Recommendations for . . Start Date dd mm vy
work hours and start date: D Regular full-time hours D Modified hours D Graduated hours |
(F. Date of Next Appointment ]
Recommended date of next appointment to review Abilities and/or Restrictions. > dd mm Yy
1 have provided this completed Functional Abilities Form to: EI Worker and/or EI Employer

2647A3 (07/06)
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Important Information ]

To receive benefits, the worker must apply for benefits within six months of the date of a work-related injury or iliness.
When filing a claim for benefits, the worker must also consent to the disclosure of functional abilities information

provided by a health professional to his or her employer for the purpose of facilitating an early and safe return to work.
Failure to file a claim or provide consent for the release of the functional abilities information can result in no benefits.

If you have questions about the completion of this form please call 1-800-387-0750.

Worker's Responsihilities

* This form is to be completed by a treating health professional, who will discuss the information with you.
* Once completed, contact your employer immediately to review the information on the completed form. Together, you
and your employer will begin to plan an early and safe return to work.

Employer's Responsibilities

* This form provides general information about this worker's functional abilities and restrictions to help you plan an
early and safe return to work.

* When you provide this form to the treating health professional, ensure that you have the worker's signed consent
{Section B} for the release of functional abilities information.

* Where available, also attach a description of the worker's job activities to assist the health professional in completing
the form.

* The prescribed form that is available from the WSIB is a generic form developed to assist with general functional abilities
information.

* The WSIB will pay the health professional to complete the prescribed WSIB form only. A charge will appear on your
Accident Cost statement or Schedule 2 Invoice which reflects the cost of payment for each form completed.

« If you have a form that is specific to your workplace and have the cooperation of the worker in providing consent for the
release of information on your form, you may use your own form. If you create your own form, you must reimburse the
health professional directly.

+ Do not send a copy of the completed Functional Abilities Form for Planning Early and Safe Return to Work to the WSIB.
The health professional is responsible for submission of the form.

Health Professional's Responsihilities

* The employer and worker will use this information to plan the worker's early and safe return to work.

* Their return to work plans will reflect the functional abilities and restrictions you have noted and presume that no clinical
contraindications exist for other work activities, therefore it is crucial that all sections be completed in full.

* The completion of this form is based on your examination of the worker and does not require a specialized functional
abilities evaluation.

+ Diagnostic or confidential information must not be included.

* Please add specific information on the duration of temporary restrictions or maximum times or weights to be considered,
in section E3 under abilities and/or restrictions. If necessary, attach an additional page to this completed form to
describe abilities and restrictions.

+ Completion of this form does not replace clinical reporting requirements to the WSIB.

* Once you have received this form, promptly complete it and give it to the worker and/or employer.

* For bhilling purposes fax or mail pages 2 and 3 to the WSIB. When faxing, do not mail a copy.

The WSIB will pay the health professional for the completed form when pages 2 and 3 are received.

Workplace Safety and Insurance Board WSIB Fax 416-344-4684
200 Front Street West or 1-888-313-7373
Toronto ON M5V 3J1

revised june 2010

264744 (07/06) A guide to completing this form is available at www.wsih.on.ca page 4of 4




image32.jpeg
Workplace Safety & Prevention Services™ is the largest
health and safety association in Ontario, responsible for more
than 165,000 member firms across the agricultural, industrial/
manufacturing and service sectors.
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Paper from
responsible sources
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This product contains a minimum of 10% Post-Consumer Waste and is 100% recyclable.

5110 Creekbank Road
Mississauga, ON L4W OA1
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