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Date/Time 11-25-2019 18:15:19 Transmit Header Text
Local ID 1 8076221096 Local Name 1 nalsc
This document : Confirmed
(reduced sample and details below)
Documentsize : 8.5"x11"
Jef
WSIb 200'2::“ Street West anst;”gwaa Eﬁl!’ii!:rﬂ-‘gu (Form 7}
cspa Toromto ON M5V 3j1  OR1-888-213-7373
eNTANIC  please PRINT in black ink Cxaicw Noraiie
A Worker Information |

Accounts Payable/Finance Clerk hile working for you

fob Titie/Occupation (at the time of sccident/Hliness - do not use abbreviations) [ngh of time in this position

i Social Insurance Number

2.5 years|

Pleasa check if this workeris &:

[ executive [ etected oficiai [ Jowner [ spouse orreative of the emaloyer

1492003744

Isthe worker cover=d ya | Warker Reference Number
imRETe Frriame ' Union/Collective Agreement?
! Cheechoo Joanne i ml'{:] !“hu no -
| mgress number, strest apt. suite, uitl i Worker's prefered language | Date of mm_
i (W] Engtish French Bmn 25037 3
725 Mountain Road ] mr e
i CinTawn Maovicve  Poata: Gode i
'Thundar Bay ON P7J1C1 =P =
" Sex Daect 94 mm "
Ow @e 4e 130217
(o = “ald haca for
B. Empioyer information #10 arvaia e 51
Trade and Legal Name (if different provide bath) Check Fim Dﬂ Account  Provide Number -
—|Nishnawbe-Aski Legal Services Corporation ot ] Nuwver BB Nuraher
Mailing Address. Rate Group Numbar Classification Unit Code
1805 Arthur St. East
City/Town Prowines Postal Code Telephone
Thunder Bay ON 807-622-1413
Description af Business Activity Does your firm have 20 or FAS Number
Legal Services more wukess? Wyes [Jno
Branch Address where worker is based (if ditferemt from mailing address - no abbreviations)
City/Town IPmau | Postal Code iAIumata Telephone
i
€. Accident/lliness Dates and Details ]
1. Date and hour of dd  mm 1 | 2 Wha was the accident/iliness reposted to? (Name & Pos tian}
s 1911139 B | corette shwetz, HR s
patandhourreportes o4 MM W %:00 Telephone Bt
to smplayer 211118 HA 807-622-1413 7714

3. Was the accidznt/lliness:

4. Type of accident/illness: (Please cheek all that apply)

Stack/Caught
Overexertion
Repetition

ail
Harmfu! Substences/Environmantal E
Assault

Slip/Trip

Motor Vehicie Incident

Sudden Specific Event/Occumence
Gradually Documing OverTime
Occupational Disease

Fetality

4

Fire/Explasion Other

8. Area of Injury [Body Part) - (Please check all that appiy)

Haad Teath Upperback Right Left Right Left Right uh Right

Face Neck Lawer back Stwmer [ ] Hip Ankle

Eye{s} Chest Ammn [ ] Thigh Foot

Eans) Hngm{s} | Knee Ioe{sl
DW’H Fmbrm Lowe rleg

efe. . .}, Include what the injury is and any details
pmun) that may have For
activity required to do the Il‘llk

that

On Tuesday, i was about to sit down on my chair and my right

yesterday but today | cannot bed or hold any objects.

6. Describe what happened to cauaet.he a:c-deng- ahes md what the worker was doing ame time {lifting a 501b. hox, slipped on wet floor, repetitive mavements,
itions (work area, temperalure, noise, chemical, gas, fumes, other
d gradually over lllm:. please Iﬂ:t'.ll a dmrlpﬁnn of the nhyslul

which than 1 tried to brace my fall by catching the arm of my chair. My thumb was aching

foot stepped on the wheels

00074 (01/11) A guide to complete this form is avallabte at www.wsib.on.ca Pagalof4
Total Pages Scanned : 4 Total Pages Confirmed : 4
No. |Job |Remote Station Start Time Duration Pages Line Mode |Job Type Results
001 947 |WSsIB 18:11:42 11-25-2019 00:03:17 4/4 1 G3 HS CP14400

Abbreviations:
HS: Host send

HR: Host receive
WS: Waiting send

PL: Polled local
PR: Polled remote
MS: Mailbox save

MP: Mailbox print
RP: Report
FF: Fax Forward

CP: Completed
FA: Fail
TU: Terminated by user

TS: Terminated by system
G3: Group 3
EC: Error Correct




Jef 4

[ ' \ | |
ws'b Mail To: P Employer's Report
200 Front Street West  416-344-4684 of Injury/Disease (Form 7)
cspaat Toronto ON M5V3/1  OR 1-888-313-7373
lai b
ONTARIC  ploage PRINT in black ink Cielem Numbst
A. Worker Information ]
Job Title/Occupation (at the time of accident/illness - do not use abbreviations) | Length of time in this position Social Insurance Number
Accounts Payable/Finance Clerk while working for you 2.5 years
Please check if this workerisa: || executive [] elected official [ owner [ spouse or relative of the employer 492003744
Is the worker covered by a ) Worker Reference Number
:Cheechoo Joanne [ ves M no
s Worker's preferred language | pateof dd  mm Yy
i Address (number, street, apt., suite, unit) H
. i Birth
725 Mountain Road : English [_] French i 250373
: , H Other Telenhone
City/Town Province Postal Code
iThunder Bay ON P7J 1C1
Cv Mr jwe 130217

[ Fold here for

B. Employer Information ] #10 envelope ol
Trade and Legal Name (if different provide both) Check N Provide Number
Nishnawbe-Aski Legal Services Corporation one: [ Rumbero® ] Namber

Mailing Address Rate Group Number Classification Unit Code

1805 Arthur St. East

City/Town Province Postal Code Telephone

Thunder Bay ON 807-622-1413

Description of Business Activity Does your firm have 20 or FAX Number

Legal Services more workers? (W] yes [Jno

Branch Address where worker is based (i different from mailing address - no abbreviations)

City/Town Province Postal Code Alternate Telephone
[ c. Accident/lliness Dates and Details ]
1. Date and hour of dd  mm yy AM | 2= Who was the accident/ iliness reported to? (Name & Position)
accident/Awareness B
ofliness 191119 PM | Colette Shwetz, HR
Date and hour reported dd mm yy 9:00 [H|AMm Telephone Ext.
to employer 211119 PM 807-622-1413 7714
3. Was the accident/illness: 4. Type of accident/illness: (Please check all that apply)
Sudden Specific Event/Occurrence Struck/Caught (W Fall Slip/Trip
Gradually Occurring Over Time Qverexertion || Harmful Substances/Environmental Motor Vehicle Incident
Occupational Disease Repetition || Assault
Fatality Fire/Explosion || other
5. Area of Injury (Body Part) - (Please check all that apply)
Head Teeth Upper back Left Right Left Right Left Right | Left Right
Face Neck Lower back Shoulder Wrist B Hip Ankle
Eye(s) Chest Abdomen Am Hand | Thigh Foot
Ear(s) Pelvis FE]buw Finger(s) [l Knee Toe(s)
orearm
Cother .. Lower Leg

6. Describe what happened to cause the accident/ilness and what the worker was doing at the time (lifting a 50 Ib. box, slipped on wet floor, repetitive movements,
etc...). Include what the injury is and any details of equipment, materials, environmental conditions (work area, temperature, noise, chemical, gas, fumes, other
person) that may have contributed. For a condition that occurred gradually over time, please attach a description of the physical
activity required to do the work.

On Tuesday, i was about to sit down on my chair and my right foot stepped on the wheels
which than | tried to brace my fall by catching the arm of my chair. My thumb was aching
yesterday but today | cannot bed or hold any objects.

0007A (01/11) A guide to complete this form is available at www.wsib.on.ca Page 1of 4
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Wsib - Employer's Report
cspa at of In!ury/blsaase (Form 7)
R TR Claim Number
Please PRINT in black ink — -
Worker Name Social Insurance Number
Cheechoo Joanne 492003744
C. Accident/lliness Dates and Details (Continued) |
7. Did the accident/illness happen on the employer's Specify where (shop floor, warehouse, client/customer site, parking lot, etc..).

premises (owned, leased or maintained)?

[W]yes [1no At the finance office

8. Did the accident/illness happen outside the Province If yes, where (city, province/state, country).
of Ontario?
[yes [MW]no
9. Are you aware of any witnesses or other employees lf*es, prglg'ﬁe name(s), positign(s), and work phone nurul er(s).
involved in this accident/iliness? . ara ompson, Finance ontroller
2...
10. Was any individual, who does not work for your firm, If yes, please provide name and work phone number
partially or totally responsible for this
accident/illness? D yes E no
11. Are you aware of any prior similar or related problem, If yes, please explain
injury or condition?
[Cdyes Mno
12. If you have concerns about this claim, attach a written submission to this form. D submission attached
D. Health Care ]
1. Did the worker receive health care for this injury? dd mm yy | 2. When didthe employerleam that the worker dd  mm yy
received health care?
@yesDnu If yes, when: 211119

3. Where was the worker treated for this injury? (Please check all that apply)
D On-site health care D Ambulance D] Emergency department D Admitted to hospital I:IHealth professional office DCIinic

Other: _ )

Name, address and phone number of health professional H
or facility who treated this worker (if known) Emergency DePt' at the_ ThunderBay Reglonal e

Health Sciences Center, 980 Oliver Rd., Thunder Bay, ON

E. Lost Time - No Lost Time |
1. Please choose one of the following indicators. After the day of accident/awareness of illness, this worker:

D Retumed to his/her regular job and has not lost any time and/or eamings. (Complete sections G and J).
|E Returned to modified work and has not lost any time and/ or eamings. (Complete sections F, G, and J).
D Has lost time and/or eamings. (Complete ALL remaining sections).

dd  mm - yy o mm B regular work
Provide date worker first lost time P> Date worker retumed to work (if known) 211119 Hmodifiedwork

2. This Lost Time - No Lost Time - Modified Work information was confirmed by:

Telephone Ext.
@ Myself D Other P
Name ...
F. Return To Work J
1. Have you been provided with work | 2. Has modified work been 3. Has modified wark been If yes,wasit  [H] Accepted [Coectined
limitations for this worker's injury? discussed with this worker? offered to this worker?
If Declined please attach a copy of
@ yes D no [El yes I:I no E yes D no D the written offer given to the worker.
4. Who is responsible for arranging worker's retumn to work
Telephon Ext.
EMyself D Other epnone
Name oo

0007A (01/11) Page 2 of 4



wsib L ' Employer's Report
t of Injury/Disease (Form 7)
cspaa Claim Number
ONTARIO
Please PRINT in black ink
Worker Name Social Insurance Number
Cheechoo Joanne 492003744
G. Base Wage/Employment Information - (Do notinclude overtime here) ]
1. Is this worker (Please check all that apply)
Permanent Full Time Casual/Iegular Student Registered Apprentice D Otnglueg)o :nrggocrtg:[
Permanent Part Time Seasonal Unpaid/Trainee Optional Insurance
Temporary Full Time Contract D
Temporary Part Time Other
2. Regularrate of pa e ]
& Y g )% ST per E hour [ Jday  []week [] other
(H. Additional Wage Information ]
1. Net Claim Code 2. Vacation pay Provide
orAmount Federal ] Provincial l - on each cheque? [lves (o percentage %
3. Date and hour last worked 4. Normal working hours on 5. Actual earnings for 6. Normal earnings for
last day worked last day worked last day worked
dd mm yy From To

AM AM AM
BPM BPM BPM $ $

7. Advances on wages: G om
Is the worker being paid while he/she recovers? [Jves [CIno  ifyes, indicate: (] Full/Regular [other e e
8. Other Earnings (Not Regular Wages): Provide the total of additional earnings for each week for the 4 weeks before the accident/illness.

* For Rotational Shift workers - If the shift cycle exceeds 4 weeks, Use these spaces for any other earnings
please attach the earmings information for the last complete shift W (indicate Commission, Differentials, Premiums,
cycle prior to the date of accident/illness. r— Bonus, Tips, In Lieu %, etc..). —
Period fé?jr/nn?rﬁtfw) ‘(rgdn/ﬁ%/yy) Pod\:!enrl:iﬁ"tgr;ay gsg'l:t].t;g Pay Commission Commission Commission Commission
Week 1 $ $ $ $ $ $
Week 2 $ $ $ $ $ $
Week 3 $ $ $ $ $ $
Week 4 I 1 1l $ $ $ $ $ $
1. Work Schedule (Complete either A, B or C. Do not include overtime shifts) ]
D (A.) Regular Schedule - Indicate normal work days and hours. } Example: Monday to Friday, 40 hours
Sunday Monday | Tuesday | Wednesday | Thursday Friday | Saturday SIM[T[W[TTFIS
‘ - } 8/8[8/818 |
or, |
D (B.) Repeating Rotational Shift Worker - Provide
NUMBER OF NUMBER OF HOURS NUMBER OF WEEKS
DAYS ON DAYS OFF PER SHIFT(s) IN CYCLE

3 Example: 4 days on, 4 days off, 12 hours per shift, 8 weeks in cycle.

or
U (C.) Varied or Irregular Work Schedule - Provide the total number of regular hours and shifts for each week for the 4 weeks
prior to the accident/illness. (Do notinclude overtime hours or shifts here).

Week 1 Week 2 Week 3 Week 4
From/To Dates (dd/mm/yy) / / / /

Total Hours Worked
Total Shifts Worked ‘

J. It is an offence to deliberately make false statements to the Workplace Safety and Insurance Board.
I declare that all of the information provided on pages 1, 2, and 3 is true.

' Name of erspncqmpletingthisrf_:gort (please print) Official title
f"! leHe Shwele HR. NMurnagesd .
Signature 7 i s D 9 Telephone ~Ext. 717 Date dd” mm Yy
Ll by, <haZs 7 -Cop 13 B a1/

THE WORKPLACE SAFETY AND INSUR@CT REQUIRES YOU GIVE A COPY OF THIS FORM TO YOUR WORKER
0007A (01/11) Page 3 of 4




weih L - Employer's Report
WSlb t of ll?jurg/biseasep(l’orm 7)
CSF?Na”aHI N Claim Number
Please PRINT in black ink
Worker Name Social Insurance Number
Cheechoo Joanne 492003744
K. Additional Information ]

THE WORKPLACE SAFETY AND INSURANCE ACT REQUIRES YOU GIVE A COPY OF THIS FORM TO YOUR WORKER
0007A (01/11) Page 4 of 4



Claim Numoer (If known) Health Professional's Re ort
cspaat 8 Fns P

K .ib .

SNTamio

Return To Work Information

Once completed, please ensure that a copy of this page only is provided to the worker.

Last Name

First Name it Birth dd mm vy
Cheo oo _Soonn D ™ N o gy

N

Areais) of Injurylies) inessies

AN ’\\C\\A\I\r&\_ \\f\"u\}kr\/\

|

Date of dd l'“”"
"
p

Incident .
F. Return To Work Information - Must be completed by a Health Professlona!j y

Y¥YY

T

When work injury/illness occurs, focus on return to usual activity

! including return to safe and apprapriate work is best
practice. Most workers who experience soft tissue injury are able

to remaln at work.

1. Have you discussed return to work with your patient? g_ ves D no

da mm Y¥YY

2. This worker can resume Regular duties. Start date If graduated hours required please specify

dd T i

ﬁ\ This worker can begin Modified duties. Start date 2 [ { ( . 2"’ "'f If graduated hours required please specify

This worker Is not able to work because of the workplace Injury/illness.

Please provide explanation

3. Please indicate the worker's status and functional abilities in relation to the workplace injury and diagnosis.

A. Full Functional Abilities ||

Able to Mot Abie to

B. Worker Functional ;. . ;..
Abilities anett
Kreel
Lift

C. Other Limitations: cg. Civironmental Corditions. Medication, Use of Srotactive E

Aple to

Stand

Use of Public Transpartation
Use of Lpper Extremities
Walk

quipment,

4. From the date of this assessment, the above limitations will

Please describe: (ﬁw Z{@ va[}L '{_’p\) N /r{‘. 5y, oY /ﬂéﬁ"bf i /V"‘? 'Zttf.é W/»Aﬁl JM&/

Not Able 10

:

copy will be sent ta the Workplac

fety and Insurance Board (WSIB) by my healt

§. Follow-up Appointment
apply for approxi
1-2 days 8- 14 days 14 + dans Nore yL As Needed Catz of next dd mm Y¥¥y
’ reguired appointment
Health Professicnal's Name (Please ggint Address
Z’w—o b 450 Ol K
He.—a:'; D-;fesslou-r‘s Saf}atu'—: ;o i'Teles?'c':e . X Service Date dol mn YYVY
-
: (_/ | go? 65 ¥ewo W) Z94
G. Worker's Signature 1
By signing below | am authorizirg above noted health professional, who is tr ferstand a

g me. to provide my employer with a copy of s page outlining my functional abilities, | unt

" e
Signature Date di nn

(ones ClonHom AN

TN

Once completed, please ensure that a copy of this page only is provided to the worker.

0008A visit our website atan. Www.wsib.on.ca
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