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Worker!s Last Name:  Worker!s First Name:    Initial:

Social Insurance #:  Date of Birth:                           
(Year / Month / Day)

Employment Type Details (Complete A or B or C. Select your type of employment.)

 A Permanent position employed 12 months of the year:

  Permanent full-time       Permanent part-time       Irregular/casual 

or B Non-permanent position employed only part of the year (subject to seasonal or lack of work layoffs):

 Seasonal worker       Summer student       Temporary position 

Had this injury not occurred, your last day of employment would have been:

Position start: 
(Year / Month / Day)

  
Position end:  

(Year / Month / Day)
   

 Estimated,  or   Actual

How many months or days are workers employed in this position? ________________

or C Special employment circumstance:

 Sub contractor    Vehicle owner/operator     Welder owner/operator     Commission     Piece work     Volunteer     Self-employed

Do you incur expenses to perform the work (materials, tools, etc.)?     Yes      No Will you receive a T4?     Yes      No

Note: If you have checked any box in 8C please submit a detailed income and expense statement.
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Worker!s Last Name:  Worker!s First Name:    Initial:

Social Insurance #:  Date of Birth:                           
(Year / Month / Day)

   Declaration and Consent

 I declare that the information in the Worker Report of Injury or Occupational Disease form will be true and correct.

I understand that:

 ¥  While I am receiving any beneÞ ts from WCB-Alberta, it is my obligation to inform WCB-Alberta immediately if I return to work of any kind, become 


