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 (519) 880-2687
ABSOLUTE REHAB CENTRE
WSIB CLAIM FORM

THE INFORMATION ON THIS FORM WILL BE USED TO DETERMINE A PATIENT’S ENTITLEMENT TO COMPENSATION.  THEREFORE, PLEASE COMPLETE ALL QUESTIONS IN DETAIL.

NAME: _____________________________________________________________________________________________________
ADDRESS:   ________________________________________________________________________________________________
CITY/TOWN: ______________________________________   DATE OF BIRTH: _________________________________________
PHONE: __________________________________________POSTAL CODE:   __________________________________________
HEALTH CARD: _________________________VC. CODE: ________SOCIAL INS #______________________________________
EMPLOYER NAME: _________________________________________________________________________________________
EMPLOYER’S ADDRESS: ____________________________________________________________________________________
SUPERVISOR’S NAME: ______________________________________________________________________________________
CITY/TOWN: _______________________________________POSTAL CODE: __________________________________________
OCCUPATION: _____________________________________________________________________________________________
PHONE: ______________________________SIZE OF COMPANY: SMALL:  1-19     FORMCHECKBOX 
                   LARGE 20+  FORMCHECKBOX 

DATE OF ACCIDENT: _______________________________TODAY’S DATE: __________________________________________
HAS THIS ACCIDENT BEEN REPORTED TO YOUR EMPLOYER? ___________________________________________________
ARE YOU OFF WORK? _________________________DATE LAST WORKED? _________________________________________
HAVE YOU SEEN ANOTHER DOCTOR FOR THIS INJURY? ________________________________________________________
IF YES, WHOM? ____________________________________________________________________________________________
HAS THIS DOCTOR REFERRED YOU TO US FOR CARE? _________________________________________________________
DESCRIBE SPECIFICALLY WHAT YOU WERE DOING AT THE TIME OF THE ACCIDENT:_________________________________ ______________________________________________________________________________________________________________________________________________________________________________________________________________________

DESCRIBE WHEN AND WHERE YOU FIRST FELT THE PAIN, IF IT WAS IMMEDIATE OR HOW LONG AFTER:________________ ______________________________________________________________________________________________________________________________________________________________________________________________________________________
I VERIFY THAT ALL THE ABOVE INFORMATION IS ACCURATE.

SIGNATURE: ________________________________________
I _________________________________ ACCEPT THE FACT THAT THE ABSOLUTE REHAB CENTRE IS BILLING THE WORKMANS SAFETY AND INSURANCE BOARD ON MY BEHALF.  IF FOR ANY REASON THE WSIB DENIES MY CLAIM, I ACCEPT FULL RESPONSIBILITY FOR ANY OUTSTANDING FEES WHICH MUST BE PAID WITHIN 1 MONTH OF MY DENIAL.
__________________________________________
SIGNATURE
