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Cory Pahl, BMR, PT
Ezra Canfield, BSc., Kin., MScPT
Connor Malbon, MSc PT, MSc Kin


Worker’s Name: _____________________________
Date of Injury: _____________________________  Claim # _______________________
Area of body injured: __________________________________
Company Name: __________________________________________________________

Worksite Address: _________________________________________________________

Company Phone #: _________________________   Fax #:__________________________
Contact's Name & Title: _____________________________________________________

Contact's Phone #:   same as above (   or   ____________________________

Worker Occupation:________________________________________________________

Usual pre-injury work schedule:    _______ days per week        ________ hours per day

Currently working?   ( No    ( Yes ( full duties  ( Yes   ( No
Does the position have a written job description and could that be forwarded to us?

( Yes   ( No
This clinic requires 24 hours notice for appointment cancellations.  There is a $15.00 fee for missed appointments or late cancellations.  WSBC requires patients to take full responsibility for payment of any fees charged for late cancellations or no-show.  An answering machine is on evenings and weekends for your convenience.
I _______________​​​​_____________________(patient's full name) give my consent for the Clinic to contact my employer for the express purpose of discussing job demands and  return to work opportunities.
Worker’s Signature: ____________________________     Date: _____________________
For office use only      Critical Job Demands:_____________________________________
_________________________________________________________________________

_________________________________________________________________________

Are there confirmed light or modified duties available?   ( Yes    ( No

WSBC Initial Appointment


Employer & Job Information








