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Compensstion des accidents Toronio ON , of Injury/Dicease
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Employsr's Name and Address
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To Enquire. Contect
T. MCGLADE

18}

(4
For to&lfrnnm chock tocal directory.
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errtyancaie tur demands.
™
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MESSAGE TO WORKER: v

Plaass yse dark Ink. When you have filied out this report, Immediately return it to the WCB. H you do not retyry th Is report to the
WCB you will delay compensation payments, your right to rehabllitation services, and other benefits. o

Personal Information relating to you will be aollected throughout your olalm under the authority of the Workefd' Compensation Act,
and will be usad to administer your claim and programs of the Board. Medical and non-medioal Information ts gofiected from health
care providers, vooational agencies, stipioysrs and wiinesses. Information may be disciosed to the accldent smployer, externsl
medical, rehabllitation, safety agenciss and others as suthorized by the Workers’ Compensation Aot and the Freedom of Information

snd Protection ot Privaoy Aot. For Information about the colleotion, and avaltabliity of this form to your smployer, contaot the
decision maker responaible for your fife.

Your Name, Rome Address with Postal o If missing or different from above. D rth
Nemns
Address rour ANGURDY o8
£ English [ Frencn
City/Town _ Province _ Postal Cose . Other 1anguags if you spaak nelther Engilish/French

0 stal V"J‘grl;‘“'l .meQO‘Y“
pr.ver ?uav/mo/er‘ & 1"

m Full Time [~ PartTime [~ Casval [""] Seasonal E‘l Apprentice l'—l Student [] Leamer ] Other

Hgnh Care ‘
Whaere were you tirat uutomr YOUT Injury7dinesse? (It G0 81 WOrk, CIINIC, NOSPIA], Bmergency, family aoctor. chiroprastor) Danyo?Fﬁu mwem year

cred + Ua [ley Hosg:{u[ Eg [iwoTon Ave /U'ss, SuT. /Y 2 |1TS

Nama and address of perean trealing you Aow. ' ﬂidt!‘ﬁmm Appomlntmem
- ny rnon
O . Q ¢ Sz et [S Eal %O | | ;’
Tyou have Sesn refermed to sy henlth care spacialist (phy _ , N ae of Apporn rnom
Ll month 4[ yoar

Enmln;s information '

amlnm 1o the WCE on ¢ Form 7, Please rov ow the In D our copy of ths
zmplo &Wm or .gxola mu. Form 7, .f ';o y.'LJ %y ‘% t’fnl mx &'?

wishioa a8e pmvld'o'g:t a1 G B Hh mxpmnﬂon v ploysr,

on
andlo:p apa s form, K Ipp" ,gl‘l.

Employment Banefits (Note: &nﬁ& Iﬁg\;&( °ﬁ,’l'3“";"' your amploysr must continus to maka contributions to your smployment banafite throughout 1 year

Check off the oyma Do you contribute to your

banefits 523 i tod alth e . y

1008 your DeRaY by pour pIGYen || e ™ h'uumua [] Pansion smployment baneflie? B ves [ Jne
00064 {11/93) :

Ploase read and complete the back of this form
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Detalls of Injury/Dlsease
723739 ONTARIO INC [[G% S our o TRIUFS7 Rwareees of Divsies
5805 WHITTLE RD #101 c 195|7
— MISSISSAUGA ON CAN (B -

O
year 4

(4 pec jg5|9:%0
you

report the injury/disease to?

L4z 201

c7c Dispailch .

1. What happenad to cause your injury/diseass? |t known, describe injury, part of ¥ involved and specify lskt or right sig.
_ refal wiper Blades [ T steaqeleoF plastic co/anter b/qcfeg
S o ¢

r
2. I you did nog repon injury/diseges immegiately, why did detay ) Ing youe injury/dlssase?
AT TS Y e TSR LS R

— 3 (d thvith - he ti he di , s of equl nt torl od and the size and h bj handled,
e s s o o s R,
r ‘!Q‘J bl tucrved to Hwtecrivet ) wew grabt blade Frager go -
cecg bt WA cofpee Camse

o A -
4. Where you when tha Injury/disesss occurrde? i your injury/diseass occumsd g;umdo Onterio, specify provincs, state or country.

—_ Hol - Guelph Ow 7.
5. DId anyone else witnass or know about your injury/onset of digeass? If so, provide detalls beiow,
Name{s) work address(es) anc phone number(s) If avallable

Have you ever had g similar injury/disease? If yad, provide datalls In the space beiow. if the previous injury was work-raleted, include

E] no |:] Y88 prior WCE clalm number, If known. If additional space IS nedded, attach a Jatter.

Date of injury Type of injury thg‘tmo%&‘g\’l.:u:' lelE..m 5&. Clalm Number

e —
Have you refurned to any wzr—k. WIth OF WICROUt ey,

W Hf yes, give name of smployer and dates worked.
since your Injury/dicanse?

SﬁMe (-Of"ﬁ((ﬂj_ DCC !§/7$."—"‘ ,OA/ .
Are you & mamber of & trade union’s 4 4 mm Dyn
e e e s Clro [
if yas, give the nama and telephone number of unlon.
it ls an offence to deliberately make faize statements to ths WCB.
— | consent to the collection of all information relating to this clalm by the WCB. | declare all of the iMormation In this report le true

and | clab L
Signature

D/'Z?/aq[%_

~— In accordance with the Freedom of information and Protection of Privacy Act, your
of this form from the WCB.
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Physician’s First Report
Form 8
For WCH > Firm No. ' Rata No, Claim No.
uee only
Message to Physiclan: Patient's Last Name First Nava
—q.“"'-'

=

# Pleaes compiete in full and mall to the WCR within
43 hours Hf the patient's Injury/dissase Is work refated.

#® Sectian 51 (R5.0. 1990) of the Workery’ Compensation Act suthorizes
you 1o release thia information 10 the WCI.

® To ensure prompt processing of the claim, pleaes remind
the patient to report the accident to the employer,

& Suppliss of Physicisn's First Report, Form 8, ars avallable on

requast from your local WCB office.
Pleas corpiets n biack nk ortype P55 8 P
sibmit the original, W‘iﬁ%‘-—u%m——
B e o

Injury Claims Adjsriiraty

el s

avnmm M aj¢ QMW/ W
F%mmmv:ﬂsaﬂpw

7 Injury/disease on the day sfier It ocourred?
Investigations ¥iions ordersd/Resuils
L m
"J be ourrent o¢ nchuding phys POPract cations, etc.

) 0‘ 2 ; M( + Refesral to a community clinic wm you

Cd

Veriion
Code 1

WCB Agency Billing Mo

OUr Jwn Swlu dlu Fee code
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108/84) (Francals s vareo)
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January 31, 19968

‘Workers' Compensation Board
200 Front Street West
Toronto, Ontario

M5V 3J1

Altertion: Client Services Divison
4 <O
Oear Sir/Madam; O o) Gl

Re: I F:.1 TAYLOR

| have recaived a nolice from you stating that the injury was reported by
somaone other than our company. | have dona a Social Insurance Number
check and cannot find this warker as employed by us. We are a temporary
service agency and these workers work at various client companies. No
accident or injury was reported to Action Force In regards to the the above
named worker by the injured party or by the client.

it would be of great assistance if you could provide us with the name of the clien
company where this supposed left hand injury took place or the branch office ou!
of which this worker was dispatched.

At any rate we have no knowledga of the incident and without the further above
requested information, we cannot pursue the matter.

Yours truly,
7
i .'_:_9 . a e .

Mrs. C. Panciw
WOCB Administrator






