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Report of Workplace Injury or Illness

FOR CRITICAL INJURIES CALL HEALTH & SAFETY IMMEDIATELY AT 705-734-6363 ext. 11314 or 11346
INSTRUCTIONS:
· Pages 1 & 2 to be completed by employee and immediately provide form to your supervisor to complete Page 3

· Please fax completed form to (705) 728-2305 within one (1) working day of the incident
	Last name ______________________________________  First name__________________________________________

Address ____________________________________________________________________________

Employee # _______________________________              Date of birth (dd/mm/yyyy) __________​​_________________  


Home telephone ___________________  Work telephone _____________________  or e-mail_______________             

 FORMCHECKBOX 
 Full Time
 FORMCHECKBOX 
 Part Time
 FORMCHECKBOX 
 Casual
Regular hours of work from ​​​______  FORMCHECKBOX 
 a.m.   FORMCHECKBOX 
 p.m. to ______  FORMCHECKBOX 
 a.m.  FORMCHECKBOX 
 p.m.

Work location _______________________________ _______
Occupation                                                                                             

Supervisor’s name __________________________ ________
Supervisor’s telephone                                                                           

	A.
Injury/Illness Dates and Details


	1. Date and hour of injury/Awarness of illness

Date and hour reported to employee
	   dd    mm   dd     Time           FORMCHECKBOX 
 am

         /       /            ______      FORMCHECKBOX 
 pm

   dd   mm    dd      Time         FORMCHECKBOX 
 am

        /       /            ______      FORMCHECKBOX 
 pm     
	2. Who was the injury / illness reported to?  (Name & Position)

___________________________________________________________

Telephone


             Ext.

(         )  ___________________________________

	3. Was the injury/illness

 FORMCHECKBOX 
 Sudden Specific Event/Occurrence

 FORMCHECKBOX 
 Gradually Occurring Over Time

 FORMCHECKBOX 
 Occupational Disease

 FORMCHECKBOX 
 Fatality
	4. Type of injury/illness  (Please check all that apply)
 FORMCHECKBOX 
 Struck/Caught
 FORMCHECKBOX 
 Fall
 FORMCHECKBOX 
 Motor Vehicle Incident



 FORMCHECKBOX 
 Overexertion
 FORMCHECKBOX 
 Slip/Trip        FORMCHECKBOX 
 Exposure to Harmful Substances     

 FORMCHECKBOX 
 Repetition            FORMCHECKBOX 
 Assault       

 FORMCHECKBOX 
 Fire/Explosion
 FORMCHECKBOX 
 Other                                               

	5. Area of  Injury (Body Part)  (Please check all that apply)

	 FORMCHECKBOX 
 Head          FORMCHECKBOX 
 Teeth
 FORMCHECKBOX 
 Upper back

 FORMCHECKBOX 
 Face           FORMCHECKBOX 
 Neck
 FORMCHECKBOX 
 Lower back

 FORMCHECKBOX 
 Eye(s)        FORMCHECKBOX 
 Chest
 FORMCHECKBOX 
 Abdomen

 FORMCHECKBOX 
 Ear(s)         FORMCHECKBOX 
 Pelvis

 FORMCHECKBOX 
 Other                                     
	Left
          Right

 FORMCHECKBOX 
  Shoulder     FORMCHECKBOX 

 FORMCHECKBOX 
   Arm
           FORMCHECKBOX 

 FORMCHECKBOX 
   Elbow         FORMCHECKBOX 

 FORMCHECKBOX 
   Forearm     FORMCHECKBOX 

	Left
       Right

 FORMCHECKBOX 
  Wrist         FORMCHECKBOX 

 FORMCHECKBOX 
  Hand         FORMCHECKBOX 

 FORMCHECKBOX 
 Finger(s)    FORMCHECKBOX 

	Left
    Right

 FORMCHECKBOX 
       Hip   
   FORMCHECKBOX 

 FORMCHECKBOX 
     Thigh    
   FORMCHECKBOX 

 FORMCHECKBOX 
      Knee       FORMCHECKBOX 

 FORMCHECKBOX 
 Lower Leg
   FORMCHECKBOX 

	Left
    Right

 FORMCHECKBOX 
    Ankle     FORMCHECKBOX 

 FORMCHECKBOX 
    Foot       FORMCHECKBOX 

 FORMCHECKBOX 
    Toe        FORMCHECKBOX 


	6. Describe what happened to cause the injury/illness and what you were doing at the time (e.g .lifted a 50 lb. box, slipped on wet floor, repetitive movements).  Include what the injury is (e.g. knee pain, cut leg, irritated throat).  BE AS DETAILED AS POSSIBLE.  

_____________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________


	7. Did the injury/illness happen on school board premises?

 FORMCHECKBOX 
 Yes             FORMCHECKBOX 
 No
	   Specify where (e.g. hallway, gymnasium, parking lot, etc.)




Personal information collected on this form is collected under the authority of Workplace Safety and Insurance Act, 1997, R.S.O. 1997 and the Occupational Health and Safety Act, R.S.O. 1990 in accordance with the Municipal Freedom of Information and Protection of Privacy Act, R.S.O. 1990.  Information collected will be used for reporting a workplace injury/illness.  This information will be retained in Human Resource Services - Compensation & Wellness at the Education Centre.  Any questions regarding information collected on this form can be referred to Human Resource Services - Compensation & Wellness.
	8. Did the injury/illness happen outside the Province of 

Ontario?
     FORMCHECKBOX 
 Yes
    FORMCHECKBOX 
 No
	    If Yes, where (location, city, province/state, country)



	9. Were there any witnesses or other employees involved in this injury/illness?          FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No
	    If Yes, provide name(s), position(s), and work phone number(s)


 

	10. Have you had any prior similar or related problem, injury or condition?   
                  FORMCHECKBOX 
 Yes
         FORMCHECKBOX 
 No
	    If Yes, please explain



	B. Health Care 

PLEASE NOTIFY COMPENSATION & WELLNESS IF YOU SEEK HEALTH CARE AFTER SUBMISSION OF THIS REPORT.

	11. Did you receive health care for this injury?
dd
mm
yy

      FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
No
  If Yes, when:                /                 /
	12. When did you tell your supervisor that you   

          received health care?                                                            
	dd         mm       yy

       /            /      

	13.  Where were you treated for this injury? (Please check all that apply and complete the following information)

 FORMCHECKBOX 
 On-site first aid
Please provide name and phone number of first aid provider: _________________________________________



 FORMCHECKBOX 
 Ambulance
 FORMCHECKBOX 
 Emergency department
 FORMCHECKBOX 
 Admitted to hospital
 FORMCHECKBOX 
 Health Professional office
 FORMCHECKBOX 
 Clinic          FORMCHECKBOX 
 Other

Name and address of the health professional or facility that treated you: 

Name:___________________________________________________________________________________________________

Address/Phone Number: ______________________________________________________________________________________

	C.
Lost Time - No Lost Time

	14. Please choose one of the following:  After the day of the injury/awareness of illness, did you:
 FORMCHECKBOX 
 Return to your regular job.

 FORMCHECKBOX 
 Return to modified work.  

 FORMCHECKBOX 
 Lose time as follows:


Provide date you first lost time
    dd /  mm /  yy
        Date you returned to work      dd / mm /  yy

  FORMCHECKBOX 
 regular work





    /        /   

             
       /       /                         FORMCHECKBOX 
 modified work is available

	D. Work Schedule 


What are your regular hours of work (Complete either A or B)

	 FORMCHECKBOX 
 (A)
Regular Schedule – Indicate normal work days and hours.
	Example:  Monday to Friday, 40 hours

	
	Sunday
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	
	S
	M
	T
	W
	T
	F
	S

	
	
	
	
	
	
	
	
	
	
	8
	8
	8
	8
	8
	

	 FORMCHECKBOX 
 (B) Varied or Irregular Work Schedule  
              (Casual or Temporary)
	Provide the total number of regular hours and shifts for each week for the 4 weeks prior to the injury/illness.  

	
	
	Week 1
	Week 2
	Week 3
	Week 4
	

	
	From/To Dates (dd/mm/yy)

Total Hours Worked

Total Shifts Worked
	/
	/
	/
	/
	


Employee Signature ________________________________________  
Date ​​​​​​​​​​​​​​​​​​​​​​_________________________________

By accepting and summiting this form, I declare that all of the information provided on pages 1 and 2 is true.  I am also authorizing any health professional who treats me to provide my employer and WSIB with information pertaining to this incident. 

 FORMCHECKBOX 
 
I Accept          FORMCHECKBOX 
   I Don’t Accept
Please submit and ensure your Supervisor is aware of this incident.

PAGE 3 TO BE COMPLETED BY SUPERVISOR

Employee’s Name: ________________________________________
If this is a critical injury - contact the Health and Safety Officer IMMEDIATELY at (705) 734-6363 ext. 11314 or 11346
Please conduct an independent investigation when completing this page.  Your investigation should include an interview with the injured employee and a physical investigation of the incident site.  
FAX COMPLETED FORM TO: HR Services Department - Compensation & Wellness, 705-728-2305 within one (1) working day     of notification of health care or lost time.  For all other incidents, please complete form within three (3) working days of the incident.
	E.  Incident Investigation/Prevention 

	From your investigation of this injury what were the circumstances at the time of the incident?

________________________________________________________________________________________________

________________________________________________________________________________________________
________________________________________________________________________________________________



	Preventive Action:  Please check all that apply:

	1.  FORMCHECKBOX 

Re-instruction of Person Involved

2.  FORMCHECKBOX 

Order Job Safety Analysis

3.  FORMCHECKBOX 

Repair or Replacement

4.  FORMCHECKBOX 

Actions to Improve Design/Method

5.  FORMCHECKBOX 

Discipline of Persons Involved

6.  FORMCHECKBOX 

Consult with Health & Safety

7.  FORMCHECKBOX 

Consult with Ministry of Labour

8.  FORMCHECKBOX 

Correction of Congested Areas

9.  FORMCHECKBOX 

Improve Housekeeping Procedure

10.  FORMCHECKBOX 

Ergonomic Assessment

11.  FORMCHECKBOX 

Provide Proper Ventilation
	12.  FORMCHECKBOX 

Re-assignment of Person

13.  FORMCHECKBOX 

Improved Personal Protective Equipment

14.  FORMCHECKBOX 

Installation of Guard or Safety Device

15.  FORMCHECKBOX 

Check with Manufacturer

16.  FORMCHECKBOX 

Workplace Inspection

17.  FORMCHECKBOX 

Consult with Joint Health & Safety Committee

18.  FORMCHECKBOX 

Incident Under Investigation

19.  FORMCHECKBOX 

Inform Department Supervisors

20.  FORMCHECKBOX 

Develop Written Safe Working Procedures

21.  FORMCHECKBOX 

Develop Inspection Form and Routine

22.  FORMCHECKBOX 

Other ___________________________

	What steps can be taken to prevent a similar injury?

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________  
Please describe how/when the above steps can/will be implemented.

________________________________________________________________________________________________

________________________________________________________________________________________________




____________________________________________             _________________________________________________ 

Date





Supervisor Signature

Personal information collected on this form is collected under the authority of Workplace Safety and Insurance Act, 1997, R.S.O. 1997 and the Occupational Health and Safety Act, R.S.O. 1990 in accordance with the Municipal Freedom of Information and Protection of Privacy Act, R.S.O. 1990.  Information collected will be used for reporting a workplace injury/illness.  This information will be retained in Human Resource Services - Compensation & Wellness at the Education Centre.  Any questions regarding information collected on this form can be referred to Human Resource Services - Compensation & Wellness.
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