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WSi b o Head Office: Siege social : Telephone / Téléphone : Fax / Télécopieur :
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April 3, 2018
- Claim No.: -5635-2837
NISHNAWBE-ASKI| LEGAL SERVICES CORPORATION
86 CUMBERLAND ST S Worker Name: SHIRLEY KESSICK
THUNDER BAY ON P7B 2V3 Date of
ate o
CANADA nury/liiness:  18/Jan/2018

Injury/lliness: Right Foot

Dear NISHNAWBE-ASKI LEGAL SERVICES CORPORATION,

To keep you informed of the claim status, attached is a copy of a letter sent to SHIRLEY KESSICK.

Yours sincerely,

Operations Division
Tel: 416-344-1000 or 1-800-387-0750

For information on benefits, services and working safely, visit our website, www.wsib.on.ca
Pour des renseignements sur les prestations, les services et la sécurité au travail, visitez notre site Web, www.wsib.on.ca
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NTARIG contrelesaccidents du travail

April 3, 2018

SHIRLEY KESSICK

105 DETTA RD

PO BOX 114
BALMERTOWN ON POV 1C0
CANADA

Dear SHIRLEY KESSICK,

Head Office:

200 Front Street West
Toronto, Ontario
Canada M5V 311

Q

Siége social : Telephone / Téléphone : Fax / Télécopieur :
200, rue Front Quest 416-344-1000 416-344-4684
Toronte, Ontario 1-800-387-0750 1-888-313-7373
Canada M5V 311 TTY / ATS : 1-800-387-0050

Claim No.: 30782837

Worker Name: SHIRLEY KESSICK

Date of
Injury/lliness:

18/Janf2018
Injury/lliness:

Right Foot

This letter is further to our telephone conversation on April 3, 2018.

The information we currently have on file about your claim tells us that you are working your regular
duties and that you are not losing any of your regular wages. Given the nature of your injury and the
medical information we have received, we anticipate that you will fully recover from your injury by
April 18, 2018. If you feel you are not recovering as expected or your family doctor refers you for
further medical testing such as an MRI or to a specialist; please contact me to discuss further.

Helping in Your Recovery and Return to Work

Workers, employers and the WSIB all have responsibilities as workplace partners, with many of them
required under the Workplace Safety and Insurance Act. Throughout the return to work and recovery
process, you are required to keep up with heaith care treatments, ‘stay in touch with your employer,
and provide the WSIB with the information we request to manage your claim.

If you have not done so already, you can help us better manage your claim by submitting 2
completed Worker's Report of Injury/lliness to receive benefits from the WSIB. The Form 6 is
available online at www.wsib.on.ca or by calling a WSIB representative.

You must report the following changes in your circumstances to the WSIB within 10 days of the
change to ensure the benefits you are receiving are not reduced or stopped, and that you are not

subject to a penalty:

¢ An improvement or worsening in your

condition,

*« An increase or decrease in your wages,

e Beginning to get, or changes, to Canada
Pension Pian disability benefits,

« A change in your job duties or
hours, and/or

* A change in your ability to co-
operate in treatment, early and
safe return-to-work activities, or
work reintegration program.




Please contact us if you are unsure if you need to report a material change. We can review the
information and decide if adjustments to your benefits are necessary.

As part of our responsibilities, the WSIB is committed to protecting your privacy and the confidentiality
of your personal information. You can read our detailed privacy statement for workers on-our website
or contact us to send.you a copy. -

About Health Care Services/Equipment and/or Supplies

As a result of your injury or iliness, you may need health care services to treat your work-related
injury or illness. Pharmacies and health care providers should bill the WSIB directly at the approved
fee and should not bill you for any services you receive. Sometimes a service may need to be pre-
approved to ensurée the service will be allowed. In these cases, the health care provider should
contact the WSIB to obtain approval.

Before you purchase any special health care equipment and/or supplies, please contact a WSIB
representative to confirm approval. We have three suppliers of medical supplies and equipment and
they bill the WSIB directly so you do not need to pay. You can expect quality servicé, including next-
day home delivery to anywhere in Ontario and a wide range of products. The suppliers you may use
are:

o Medical Mart, at 1-866-893-0547 ext. 313, www.medimart.com.
They carry all medical supplies and equipment,
+ Motion Specialties, at 1-800-267-2920, www.themotiongroup.com.
They carry medical supplies and equipment and have storefront locations, accept online and
email orders.
e Shoppers HomeHealthCare, at 1-877-752-8885, www.shoppershomehealthcare.ca.
They carry all medical supplies and equipment, and have storefront locations.

Health Care Benefits

The WSIB has an automated drug benefit program. This lets pharmacies across Canada bill us
electronically for medication prescribed for a work related injury/illness that has been allowed by the
WSIB.

To get your prescription filled, simply take your prescription to a Canadian pharmacy. Your

pharmacist will need your claim number to process your prescription. The prescription information is
“sent electronically through the WSIB"s on-line system and if you have entitlement to this drug, then —

the pharmacist can fill your prescription immediately and bill the WSIB.

Sometimes you may have to pay for your prescription and then request reimbursement from the
WSIB. This happens if:

+ Your claim is not yet approved or you have not used the pharmacy billing system before.
For new claims, call 1-800-655-4631 to check your status.

* A particular medication is not covered.
The quantity of the drug requested is more than your entitliement. The WSIB is still
reviewing entitlement to a particular medication.
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Reimbursement for a prescription that you paid can be requested. You must:

- » Complete and sign a WSIB Medication Reimbursement Form (0806A), which is available
from pharmacies and the www.wsib.on.ca or by calling the above noted number.
= Aftach the original receipts, and
Send it to the WSIB for consideration of payment to:

Drug Verification

Workplace Safety and Insurance Board
200 Front Sireet West

Toronto ON M5V 3J1

The WSIB pays all reasonable expenses incurred when, on the direction or approval of the WSIB, a
worker or another person designated by the WSIB, must travel in relation to a claim.

visit our website, www.wsib.on.ca for more information. A Worker's Travel Expense Form is available
on the website to complete. We must pre-approve fravel expenses. Please complete the form based
on the method of travel we have approved, even if you choose to travel a different method. For
example, if you are eligible for public transit fare and choose tfo drive, you should complete the form
claiming transit fares. Be sure to provide all the information requested so that we can process your
payment promptly.

Additional Support for Workers

Some workers find it helpful to have a worker representative assist them with their WSIB case. Free
advice and representation may be available through your local union or through the following
organizations:

e The Ontario Federation of Labour (OFL), toll free at 1-800-668-9138.
« The Office of the Worker Adviser (OWA), toll free at 1-800-435-8980.
s Community Legal Clinics. Legal Aid Ontario toll free at 1-800-668-8258.

If you have any questions about this letter or your claim, please contact us.

Laura Ramage

Case Manager

Service Delivery

Tel: 416-344-1000 or 1-800-387-0750

Copy To:NISHNAWBE-ASKI LEGAL SERVICES CORPORATION
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Jeff Robert

From: Shirley Keesic <skeesic@nanlegal.on.ca>

Sent: February-23-18 12:10 PM

To: Vernon Morris

Cc: Jeff Robert; Chantelle Johnson; hr@nanlegal.on.ca

Subject: SKEESIC WSIB #30782837 (Form 6) Feb 23 2018 attached for your files/info
Attachments: SKEESIC WSIB 30782837 PG1.pdf; SKEESIC WSIB 30782837 PG2.pdf; SKEESIC WSIB

30782837 PG3.pdf; SKEESIC WSIB 30782837 PG4.pdf; SKEESIC WSIB 30782837 PG5.pdf,
SKEESIC WSIB 30782837 PG6.pdf

Faxed to WSIB today.
Kind meegwetch,

Shirley Keesic
“Maa-mii-nah-chi-ke-win”
(Setting things right)

Restorative Justice Worker
Balmertown, ON POV 1C0O
Toll-free: 1-888-662-6601

Direct: 1-807-735-2709
Confidential Fax: 1-807-735-2727
Email: skeesic@nanlegal.on.ca




Mailing Address:

86 S. Cumberland Street
Thunder Bay, Ontario
P7B 2V3

Tel: (807) 622-1413
Fax: (807) 622-3024

Email:
info@nanlegal.on.ca

Website:
www.nanlegal.on.ca

Head Office:

109 Mission Road
Fort William First Nation
Thunder Bay, Ontario
P7J 1K7

(

DATE:
TO:
FAX:

FROM:

/’

Shirley Keesic

FAX COVER

February 23, 2018 l/

WSIB, Toronto I/

1-416-344-4684 / §55- B

Shirley Keesic, Restorative Justice Worker, Balmertown

WSIB Claim 30782837

Kind meegwetch,

Balmertown Site Office

NAN Legal Services

11 Dexter Road, BALMERTOWN, ON.
Phone: 1-807-735-2709

Fax: 1-807-735-2727

5 pgs faxed including this cover sheet

Corporation
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ITHE INFORMATION CONTAINED IN THIS TRANSMISSION IS INTENDED FOR THE USE OF THE RECIPIENT ABOVE. The
transmission may contain privileged, confidential, or undisclosed information. If the reader of this transmission is not the
intended recipient, you are hereby notified that you have received this transmission in error, and that any review,
dissemination, distribution, or copying of it is strictly prohibited. If you have received this in error, please notify us
immediately by telephone ond return the original to us by mail. Thank you for your cooperation.
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Malling Address:

86 5, Cumberland Sireet
Thunder Bay, Oniario
P78 2Vv3

Tel: (807) 622-1413
Fax: (807) 6223024

Emil;
info@nanlegal.on.ca

Webstle:
WINW. I INs]]

Head Office:

109 Mission Road
Fort William First Nation
Thunder Bay, Ontario
P7II1K7

(

Nishnawbesbki Legal Sennces

Corporation

oLV 7P ﬂ<dc-‘1-A ALAV A
L*PCLAA®

FAX COVER

DATE: February 23, 2018 [/

TO: WSIB, Toronto I/ FA XF—D
1-416-344-4684 / s4g- 313— 7373 @/0 X }Z

FAX:

FROM: Shirley Keésic, Restorative Justice Waorker, Balmertown /EQ—/‘V\/
Re: WSIB Claim 30782837

Kind meegwetch,

/_

Shirley Keesic .

Balmertown Site Office "
INAN Legal Services

11 Dexter Road, BALMERTOWN, ON. e

Phone: 1-807-735-2709

Fax:  1-807-735-2727

5 pgs faxed including this cover sheet

[THE INFORMATION CONTAINED IN THIS TRANSMISSION IS INTENDED FOR THE USE OF THE EECIP!ENT ABOVE, The
Yransmission may contaln privileged, confidential, or undisclosed information, If the reader of this transmission Is not the
intended recipient, you ore hereby notified that you have received this trensmission in error, ond that any review,
Wissemination, distribution, or copying of it is strictly prohibited. If you have received this in error, please notify us
fmmediately by teléphone and return the original to us by mell. Thank you for your cooperation.
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orkphece Mail To: OR FaxTo:
wsib I‘..::':,‘:m.s;':i:.:w Workplce Sefetyand  416.344.4684 ,‘!.'{?.E}&?}}%.EE;’S‘:‘}W,,. 6)
cspaa et & eTarsumce  InSurENCE Bo2rd OR 1-888-313-7373
ONTARED oonireles pociderts dutravall 200 Front Street West -
Toronto ON MBV3JL1 Claim Number
3078283 F
Ploass PRINT In black Ink
A. Worker Information ]
LastName First Name Social Insurance Number
KEESICK SHIRLEY 455 | 418 | 293
Address (number, street, apt., suite, unlf) Telephone '
BOX 114, 105 DETTA ROAD 807 |735-2628
City/Towm . Province " | Postal Code Altemate/Cell Phone
BALMERTOWN ON POV ICO ~ | 807 1735-2709
JobTitle/ Qccupation {at the time you were hur)) Date you How [ong have you
thisiop 6 YRS
RESTORATIVE JUSTICE WORKER S eployer l 07 | 03 | 11 B ey, e
:gg:’-gﬁgﬁgwm ¢ meﬁve Delected official Downer Dspouseorrelaﬂveofﬂleemployer g;ﬁ: of l 19 I 6 | 57 |
Sex Your Preferred Language Would an interpreter '
[im BMF | ereisn [ Trrench [other be helpfut? i DY‘” [ro
Are youa memberofa union? | Dayou atthorize your union to represent you If yes, do you consent to the disclosure of verbal claim \
DYBS -no inthis claim? Dyes D o file status Information to your unjon representative? DY"’ Dm
{ Provide your Union Name and Local
B. Employer Information ]
Company/Eniployer Name '
Nishnawbe-Aski Lepal Services Corp.
Address
86 Cumberland Street South ‘
| City/Towm Province Postal Cods
Thunder Bay ON P7B2V3
Your Immediate Supenvisor's Name . Company Telephone
Vernon Morris NAN | 807-737-7701
C. Accident/lliness Dates & Detalls )
i Dlgte a_ﬁd ho?\:'z mm HAM 2. Who did you report this accident/illness to? (Name & Position)
ofacident/Awareness | 18 j 01 | 18 |  200lll°PM| Chantelle Johnson, Program Assistant
Dateandhourvepoited =~ dd  mm 9:005AM Telephone
to employer | 121 02 | 18 | M 807 |622-1413

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

Head Teeth Upper back ﬂ‘ Ri Right

F:ge tleck Lg*ger back Shoulder Wrist Ankle

Eye(s) Chest Abdnmen Hand Foct

Earls) Pelvi Finger(s) Toe(s)
Foneann anerLeg

E:Iothe::" ‘ Froyou: [:]LeftHanded -Rxﬂ'nthanded

4. Did the accident/illness happenon DYE"' .n i Speufywhere it happened (shop floor, warehouse, clieat/customersits, paiking lot, etc.):
the employer's property orworl site? Ballroom I, Valhalla Inn, Thunder Bay, ON

5. Did it happen outside the Province |lf yes, indicate where
of Optario? Dyes . ro (city, province/state, counby):

6. Have you hust this area(s) of your s no | 7» Deyouhaveany prior .l -0
hody before? Wy [ related WSIB/WCB clalms? o [ yes-inOntario [[] yes- Outside Ontao

A gulde to complete this form Is avallable at www.wslb.on.ca

0O0BA (09/15) Page10f3
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wsib | e g?l:lllcler's Report
ormiasion de b skcults “« ry/Disaase (Form 6)
cspaat smenni... —
Claim Number .
Please PRINT In black Ink ‘ 30 7 8;2 83?
Warker Name - Last Name ’ FlrstName Soclal Insurance Number
KEESICK SHIRLEY 455 | 418 | 293
C. Accldent/lliness Dates & Detalls (continited) R .

B. ifyouhad asudden type of accldent/Hiness, describe yourInjury and what happened fo cause it (e.g. hurt Tower back while lifting 2 50 pnund'hox,-sprained

left ankle when 1 slipped on awet floox, used a new cleanerand immediately got a rash). Please indicate the size, welghts and names of any ebjects involved,
or

If you had a gradual enset type of injury; describe your injury, the work that you doand whatyou belleve caused your injury/condition.

While attending the "BY-LAW Conference" January 15-19; 2018, at the Valhalla Inn,Thunder Bay,
during 2 session, I got off my chair, turned left & stumbled on briefcase that was on the floor. I canght
nyself and removed obstacle to the outer wall so that no one else would stumble on it.

"

9. When did you first start to have problems with this lnjufy/condluoh?
Jan, 22,2018, My right foot was red, swollen, painful to touch.

1.0. ifyou did not report this fo your employer right away, please tell us the reason why.
I thought nothing about it at the time because this occurred on my left foot a year ago with bruising

only.
11, I there were any witnesses to your aceident, orif you mentioned your pain or problems to yoursﬁpervlsurorany of your co-workers,
glve us thelr names & positions.
. Nama Positlon
1. Vernon Morris Manager RJ West
2. Chantelle Johnson RJ Assistant

12, The Workplace Safetyand Insurance Act requires your employerto glve you a copy of the Employer's Report of Injury/Disease (Form 7).
Didyoti recelve acopy of the Fom 77 ffves [ Jno

The Workplace Safety and Insurance Act requires you to give a copy of this report
{Worker's Report of InJury/Disease - Form 6) to your employer.

D. Hoalth Care Information 1 Glve your Health Professional your WSIB Claln: nunther.

1. Did you getfirstald = lf yes,when  dd mm yy . and bywhom (Name):
orcareatwork  ° Dyes -nu | [ ‘

2, Where did you go for health care, foryour injury, outside of work? (Chéck all that apply)

Facility/ Hospital {Name & Address) Date of Visit {dd/min/yy)
Nursing Date of Visit (dd/mm/vy)
staon  [Red Lake Margaret Cochenour 20 | 01 1| 18 D :m;";a“ce I 1
Emergen = 3 - ealt :
. Dep;gnmgit Memorial Hopsital l:l Professional Office | §
dmitted to ‘
Dﬁng;slital B Ciinic 29 | 01 18
3. Were you prescribed any medications/drugs? -yes Dm 4. Were you raferred for any other treatment or tests? - yes D“"
5. Did you talk to your health professional abaut going backto es n if yes, were you given
regilar or mudifled work? .y' [ro any work imitations? Wy [
8. Did you tell your employeryou went for medical treatment? -yes D n If no, please tell your employer right away.
dd mm Yy Name o
If yes, when? | _1_2 1 02 | 18 j§ sndtowhem? Jeff Robert
Position

Human Resources

0008A2 Page2 of 3
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Warkplsce Safaly F v WOI‘kel"s Re Ort
‘g,ssébaat Compcontans ::mm of |nIllry/Dlseai:ie (Form B)
L ATARD Dovistes nesarts areal
Claim Number.
Please PRINT in black ink BO78283 F
Worker Name - Last Name First Name Soclal Insurance Number
KEESICK SHIRLEY 455 418 ; 293
[E. Lost Time & Return to Work ]
. | 1- Afterthe day of accident/lliness:
D I retumed to work to ry regular Job and did notlese any ime or pay. '
. I returried to modifled dutles and did not lose any time or pay.
D 11ost ime a:;d/or pay (e.£. regular pay, shift differential, bonuses, premiums, ete.).
I———}Date yot first lost tima and/or pay dd I mm I W
2. Ifyou Jost time, have you rebumed towork? D yes El no
dd omm oy
liyes pp Dale of your retum to wark I i D regularwork Dmcdiﬁed work
no Did you discuss retum to work with Does your employer have modified work? .
> your employes? Dyes [ fno [Jres [ne
F. Earnings (Do not include overtime here) ]
1. Rate of pay: $ 28.57 par . hour Dweek Dother: )
2. Usual numberof pay hours: 35 per . week D other

3. Ifyou [ost time from work after the day of accident/illness, did your employer cortinue to pay you? D yes [:| no )

4. Haveyou applied for, or did you recelve, any other benefits {money} while off work

(e.g. El benefits, sick benefits, soctal setvices, insurance, etc). D yes . mo .
5. Atthe time of the accidéntjlﬂness did you work for more than ane employer? D yes . no
r(a. Declaratlons and Signature ]

By slgning below, | am clalming benefits under the Workplace Safely and Insutance Act, 1997, forawork-related injusy or disease. 1 am also authorizing any health
professional who treats me to provide me, my employer and the Workplace Safety and Insurance Board with Information about my functional abilitles on the WSIB's
*Functional Abllitles Form for Planning Eay and Safe Retum to Wark”.

It is an offence to deliberatoly make fatse statements to the Workplace Safoly and Insurance Board.
7 1 declare that alyof the Information provided an pages 1, 2, and 3 is true.

- - ; Datagdd/mm/yy)
%@‘——""\—’ 23102 18

- 7 174 )
Ifyou are underM of 16, your parent or guardlan..muﬁulhunze the release of the functional abilities information.

Signature

Signature Relationship: Date (dd/mm/yy} Telephune
| | ( )

Persana! Information aboutyou will be collected throughoutyour clalm underthe authotity of the Workplace Safely and Insurance Act, 1997, Your personal Information
will be used to administer your claim{s) and programs af the Board, Medical and non-medica! Information s eollected from health care praviders, vocational agencles,
labour market senvice providers, employers, withesses, Canada Revenue Agency {CRA), and others as required. Your Social Insurance NumberIs used to register claims,
-identify workets and to issue income tax receipts and Is collected under the authority of the Income Tax Act. Information may only be disclosed to the empleyer, extemal
medical, vocational, and safety agencles, extemal payment and senvice providers, researchers, third parties for cost recovery purposes and others as authorized by the
Workplace Safely and Insurance Actand the Freedom of Information and Protgetion of Privacy Act. Your name and telephone number may be disclosed to third party
researchers conducting satlsfaction survéys and focus groups. Incoming and outgoing calis may be recorded for quallty assurance purposes. Questions about this
callection should be directed t the declslon maker responsible forysur file orby calling 1-800-387-0750.

A more dotallad PRIVACY STATEMENT for workers may be found at www.wslh.on.ca or by calling toll frea at 1-800-387-0750.
0006A3 " Page3of3
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wsib e, > ViorkersRenon
Comemicelon de bn vk ry/Disease (Form 6
cspaat smimsie 6 e em®
Claim Number
Please PRINT in black ln_k 8[)? g 2 g 3 7—
Waorker Name - Last Name FirstName Socla! Insurance Number =~
KEESICK SHIRLEY 455 | 418 | 293
K. AddItional Information |
7
% - —

The Workplace Safety & Insurance Act requlres you to give a copy of this report
(Worker's Report of Injury/Disease - Form 6) to your employer

0006A4
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SER. # : UB3274B7J399215

.
E
Y

I DATE; TIME 92/23 18:53
. FAX NO./NAME 18883137373
A DURATION B0:81:37
s PAGEALS) BS
RESULT oK
- MODE STANDARD
ECH

T

b WsIB—eroNm

' TS

TOURTTITE

e g




H orkplace Safe Mail To OR FaxTo: O .
WSIb :;‘Vj,',‘::m:":‘;g:m 200 FrontSTreet West  416-344-4684 42 Employer's
CSpoaat ionnele et da I Toronto ON M5V 3J1 OR 1-888-313-7373 Progress Report (FOI'ITI 42)

NTARIO contre les accidents du travail

Claim Number

30782837
Please PRINT in black ink
Worker's Name Worker Reference Number njury Qriginal Date of
Right Foot AccidentInjury
SHIRLEY KESSICK . 18/Jan/2018

1. Choose one of the following which best describes the worker’s current situation and complete remainder of form as indicated.
This worker has not lost time or pay from work (complete only questions 2 and 3}
This worker has lost time and has returned to work (complete enly questions 2 to 5)
This worker has lost time and has not returned to work (complete only questions 6 to 10)

2. The worker returned to (check all that apply)} 3. a)lindicate the return to work status
a) regularwork  OR  [_] modified work Return to work plan in place? Plan on schedule?
b) regular pay OR [ | reduction in pay [T yes [ ] yes
c) _[] regularhours OR [ ] reduction in hours ] mo [] ro

. b) Do you want WSIB assistance with this retumn to work?
Provide any explanation/details on this worket's return to wark.

(&)\\\ %6’ ﬂ%e“&: "*E 9~D¢¥CT£"D Ok_%gonggr v-«_e_“,_lc' jm'
Qefecwime.  exted o © f\&,\%

4. Date and time of return to work dd mm []AM
| | []PM
5. a) Total number of shifts/days lost b) If worker s repeating rotational shift work provide the length of each shift/day lost
q (e.g. 4 days on, 4 days off - OR - works a set schedule 5 days per week but
i o._.l.( days worked each week vary) ] |
6. Whols responsible for arranging this worker’s return to work?
[] myself [ ] other position phone ext.
[ name
7. Has contzz! been made with this worker to discuss Explanation/Details
hisfher stetus and return to work? [ yes D no
If yes, dats of last dd mmo ¥ What was the outcome
contact/discussion | | of that discussion?
8. Have you received this worker's work limitations or
functional-abilities for a'retum to work? Clyes | Jno - =
It yes, when did b mmoW o owdidyou (] WSIB Functional Abilities Form [ ] medical note
you receive them? ] receive them? ™7 your own Functional Abilities Form [ ] other
9. Are you able to accommodate this worker? D yes [ | no
10. Please outline why the worker has not retumned to work?
It is an offence to dellberately make false statements to the Workplace Safety and Insurance Board. | declare that all of the
information provided on this page is true.
Name of person completing this report (please print) | Official tile
Signature | Phone Ext. Date (dd/mmiyy)
0042A (08/07)

42




wsib Head Office: Siege social : Telephone / Téléphone : Fax / Télécopieur :
i 200 Front Street West 200, rue Front Ouest 416-344-1000 416-344-4684

cspaat P Taronto, Ontario Toronto, Ontario 1-800-387-0750 1-888-313-7373

SUTRRES 1 Canada M5V 3J1 Canada M5V 3J1 TTY / ATS : 1-800-387-0050

February 27, 2018

NISHNAWBE-ASKI LEGAL SERVICES CORPORATION S e

86 CUMBERLAND ST S R '\;'V‘or_ker Name: SHIRLEY KESSICK

THUNDER BAY ON P7B 2V3

CANADA Date of

Injury/liiness: 18/Jan/2018

Injury/lliness: Right Foot

Dear NISHNAWBE-ASKI LEGAL SERVICES CORPORATION

The Workplace Safety and Insurance Board (WSIB) requires regular updates to monitor the above-
named worker's progress and to proceed with this claim.

Please complete Question 1 on the Employer’s Progress Report and, based on your response, the
appropriate questions thereafter.

If this worker has returned to work, the WSIB needs to be provided with those details. If there has not
been a return to work, there is a shared accountability that you and your employee continue to
communicate to review the worker’s recovery progress and to assess when it may be possible to return
to regular or suitable employment.

Legislative Reference - Workplace Safety and Insurance Act Section 40(1) (R.S.0. 1997)

The employer of an injured worker shall co-operate in the early and safe return to work of the
worker by:

a) Contacting the worker as soon as possible after the injury occurs and maintaining communication
throughout the period of the workers recovery and impairment;

b) Attempting to provide suitable employment that is available and consistent with the worker’s
functional abilities and that, when possible, restores the worker’s pre-injury earnings;

c) Giving the Board such information as the Board may request concerning the worker’s return to
work; and

d) Doing other such things as may be prescribed.

Please contact us if you are unable to arrange for early and safe return to work as we may be able to
help. If you have any questions or need to provide any additional details, please contact us at the above
noted number.

Yours sincerely,

Operations Division

Tel: 416-344-1000 or 1-800-387-0750
Encl: Employer's Progress Report (Form 42)

For information on benefits, services and working safely, visit our website, www.wsib.on.ca
Pour des renseignements sur les prestations, les services et la sécurité au travail, visitez notre site Web, www.wsib.on.ca
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WSib ‘Q“‘r’:i:&:‘;:, Head Office: Siége social : Telephone / Téléphone : Fax / Télécopieur :
t s i 200 Front Street West 200, rue Front Quest  416-344-1000 416-344-4684
cspaa prates: - e I'ass1 Toronto, Ontario Toronto, Ontario 1-800-387-0750 1-888-313-7373
DRTREIO: comalksaditantaiimat Canada MSV 311 Canada MSV 311 TTY / ATS : 1-800-387-0050
&) .. - — : f':-
February 28, 2018 U ;-3.;
Claim No.: 30782837
gésggﬁgzii-ﬁsglsl__ﬁgAL SERVICES CORPORATION Worker Name: ™~ “"SHIRIEXKESSICK
THUNDER BAY ON P7B 2V3 Date of
CANADA Injury/lliness: 18/Jan/2018

Injury/lliness: Right Foot

Dear NISHNAWBE-ASKI LEGAL SERVICES CORPORATION,

An early and safe return to work program can minimize your costs and return your trained and valued
employees to work earlier and more effectively.

One tool to assist you in achieving this is a detailed job description and physical demands analysis of the
pre-injury job. The job description or Physical Demands Analysis (PDA) can help determine if the worker
is physically able to perform the essential duties of the pre-injury job.

The Workplace Safety and Insurance Board (WSIB) is responsible for monitoring a worker’s return to
work activities and progress, and determining whether a worker is fit to perform the essential duties of his
or her pre-accident job.

Understanding SHIRLEY KESSICK's level of fitness will be more comprehensive if you send a detailed
description and PDA of the pre-accident injury job to the file. If you do not have a PDA, a Physical
Demands Information Form (PDIF) is available from the WSIB website, www.wsib.on.ca. While the
PDIF is not a complete PDA, it does collect key information about the physical demands of a job as they
relate to a worker's specific area(s) of injury and can assist you to identify potential risk factors for
injuries when facilitating a return to work.

Thank you for your help. If you have any questions, please call us at the above-noted number.

Yours sincerely,

Laura Ramage
Case Manager
Service Delivery

Tel: 416-344-1000 or 1-800-387-0750

For information on benefits, services and working safely, visit our website, www.wsib.on.ca
Pour des renseignements sur les prestations, les services et la sécurité au travail, visitez notre site Web, www.wsib.on.ca
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Malling Address:

86 S. Cumberland Street
Thunder Bay, Ontario
P78 2V3

Tel: (807) 622-1413
Fax: (807) 422-3024

Email:
info@nanlegal.on.ca

Website:
www.naniegal.on.ca

JavB Areg,
o Pa,
4

Head Office:

109 Mission Road
Fort William First Nation
Thunder Bay, Ontario
P7IKT7

12:72:27 p.m. 02-09-2018

L4
Nishnawbe-Aski Legal Services

Corporation

\,__/I

oSV 4P N<do9-A -AFAV-Ao
L*rCLcA?

Fax Cover
Date: QS’ @/(‘b \2 (’/( 8/

To: Q&K\l \/(S

Fax: ’@ L{{Cp’ 34‘2/' 4ég&/

From: :S/CQS\’ \onb”"/%; \j\‘@ G-e,w.erb@f_wﬂ-*

Re: ¢©VW W’ S’L\erka&s K-e/iﬁc_-

Message:

We are transmitting the following '(p;as (including this cover letter). If you do
not receive all pages, please call us as soon as possible.

Telephone: 1-800-465-5581 Fax: 807-622-3024

Contact:

THE INFORMATION CONTAINED IN THIS TELECOPY IS INTENDED FOR THE
USE OF THE RECIPIENT ABOVE. The telecopy may contain privileged,
confidential, or undisclosed information. If the reader of this telecopy is not the
intended recipient, you are hereby notified that you have received this telecopy in error,
and that any review, dissemination, distribution, or copying of it is strictly prohibited. If
you have received this in error, please notify us immediately by telephone and return
the original transmittal to us by mail. Thank you for your cooperation.

mn
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WSlb Mail To: or :To: . Employer's Report
200 Front StreetWest 4. «4-4684 [ of Injury/Disease (Form 7)

cspaat TorontoON M5V3J1  OR 1-888-313-7373
ONTARIO  plaase PRINT in black ink Clalen Numbes
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
Restorative Justice Worker while working foryou 6 Years
Please check if this workeris a: D executive |:| elected official D owner |:| spouse or relative of the employer 455 J4 18 12 9 3
Is the worker covered by a Worker Reference Number
:.LésiName [F|F5[Name .................... Umun/Cu“ec’uve Agreement?
i Kessick Shirley [ yes (M no
{ Address (number, street, apt,, suite, unit) Womer‘sr preferred language Date of dd  mm Yy
: 105 Betta Rd. Box 114 English [_] French Bith | 1 90657
City/Town - |Province | Postal Code Other 1;'6['7'10&822 1413
iBalmertown ON POV 1CO
.............................................................................. Sex Date of dd mm Yy
CIv MW [hie [0 7,0 31 1
B. Employer Information ] :;Tg 2;?5;?;; ol
Trade and Legal Name (if different provide both) Check Fm OR Account Provide Number
Nishnawbe-Aski Legal Services Corp one: [ ] Number L] Number | B
Mailing Address Rate Group Number Classification Unit Code
86 Cumberland St S.
City/Town Province Postal Code Telephone
Thunder Bay ON P7B 2V3
Description of Business Activity Does your firm have 20 or FAX Number
Justice more workers? E yes D no
Branch Address where worker is based (if different from mailing address - no abbreviations)
11 Dexter Rd.
City/Town Province Postal Code Altemnate Telephone
Balmertown ON POV 1C0O
[c. Accident/lliness Dates and Detalls ]
1. Date and hour of dd  mm yy AM | 2- Who was the accident/iliness reported to? (Name & Position)
accident/Awareness | EPM i
of llness '29/0118| Chantelle Johnson, Program Assistant
Date and hourreported 4~ MM yy 9:00EAM Telephone Ext.
to employer 12,0 2,1 8] PM 1807-622-1413 |
3.ﬂas the accident/illness: 4. Type of accident/illness: (Please check all that apply)
|| Sudden Specific Event/Occurrence Struck/Caught Fall SIip/T Tip
|__| Gradually Occurring Over Time Overexertion 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 Hip Ankle | |
|| Eye(s) Chest Abdomen Arm Hand Thigh Foot (M}
| | Ear(s) Pelvis FEIhow Finger(s) Knee Toe(s) [ |
Cother orearm Lower Leg
6. Describe what happened to cause the accident/iliness 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
actlvity required to do the work.
Shirley Keesic attended the By-Law Conference the week of Jan 15-19, 2018, at the Valhalla
Inn Thunder Bay. ON Thursday Jan 18, 2018, afternoon session, Shirley did not notice the
briefcase that was placed on the floor, left by a co-worker Chantelle Johnson. Once the
speaker at the time completed, Shirley got off her chair, turned left and her right foot caught
on the briefcase, and she stumbled forward but did not fall. Jan 22, 2018 it had slowly started
to turn red and got sore. Jan 29, 2018 Shirley saw Dr. Gloster and was sent for x-rays.
. ‘ ;
X- cay S ke e &L gu& (O beokee .

0007A(01/11) A guide to complete this form is available at www.wsib.on.ca Page 1 of 4



vc\gslgb O (U ™9 EmployersReport

Claim Number
NTAR I [
Please PRINT In black Ink
Waorker Name Soclal Insurance Number
Kessick Shirley 455418293
C. Accldent/lliness Dates and Detalls (Continued) ]
7. Did the accident/llness happen on the employer's I Specify where (shop floor, warehouse, client/customer site, parking lot, ete..}.

premises (owned, leased or maintained)?

yes IEI no

8. Did the accident/iliness happen outside the Province I If yes, where (clty, pravince/state, country).
of Ontario?
[yes M no
9. Areyou aware of any witnesses or other employees | If yes, provide name(s), position{s), and work phone number{s).

involved in this accident/illness?

Eiyes E no

2.
1.0. Was any Individual, who does not work for your fimn, [ If yes, please provide name and work phore number
partially or totally responsible for this
accident/lliness? Dyes |_i_] no
11. Are you aware of any prior simBar or related problem, l Ifyes, please explain
injuty or condition?

Clyes [M]no

12. If you have concems about this clalm, aitach a written submission to this form. D submission attached

D. Health Care |
1. Didthe worker receive health care for this injury? dd  mm ¥ , 2. Whendidthe employerleamthat the worker dd  mm yy
received health care?
Ii[yesljno If yes, when: |1 8,0 1{1 8 |1 202,18

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

]:]Othen
Nome,addsss and ot umbet o et profsstonal D, Gloser, Ph: 807-727-2617
51 G Highway 105, Red Lake, ON

[ E. Lost Time - No Lost Time ]
1. Please choose one of the following Indicators, After the day of accident/awareness of iliness, this worker:

IE Retumed to his/her regular Job and has notiost any time and/or eamings. {(Complete sectlons G and J).
Retumed to modified work and has not lost any time and/or eamings. {Complete sections F, @, and J).
D Has [ost time and/or eamings. (Complete ALL remalning sections).

dd mm yy dd
P> bate worker retumed towork (if kn rogutarwork
Provide data worker first lost time I ' | | ate worker retumed to work (if known) l | l I modified work
2. This Lost Time - No Lost Time - Modified Work Information was confirmed by: Telephone
] mysett Other
Name | |
F. Return To Work ]
1. Have you been provided with work | 2. Has modified work been 3. Has modified work heen If yos,wasit Accepted Declined
limitatlons for this worker's Injury? | - ciscussed with this worker? affered to this worker? ’ [ 1Accepted [ pectine
If Declined please attach a capy of
Dyes D no I:l yes |:| no D yes E[ no D the written offer given to the worker.
4. Who is responsible for amanging worker's retum to work Teleoh
[Clmysers [ other clephone Bt
Name ’ '

0007A (01/11) Page 2 of 4




WSib i Employer's Report

t " L 4 of Injury/Disease (Form 7)
cspaa Claim Number

ONTARIO

Please PRINT in black ink
Worker Name Social Insurance Number
Kessick Shirley 455418293
G. Base Wage/Employment Information - (Do notinclude overtime here) ]
1. Is this worker (Please check all that apply)

Permanent Full Time Casual/Irregular Student Registered Apprentice ] 0‘("’3“"9{)0 oenrfrggtg:

Permanent Part Time Seasonal Unpaid/Trainee Optional Insurance

Temporary Full Time Contract D

Temporary Part Time Other
2. Regular rat

egularrate of pay ¢ 28.57 per  [M]hour [Jday [ ]week [] other
(H. Additional Wage Information |
1. Net Claim Code 2. Vacation pay | Provide
or Amount Federal Provincial - on each cheque? [Cyes [Jno porcomiag: &
3. Date and hour last worked 4. Normal working hours on 5. Actual eamings for 6. Normal earnings for
last day worked last day worked last day worked
dd mm vy From To
AM HAM AM
| | | PM PM mi$ s

7. Advances on wages: G
Is the worker being paid while he/she recovers? [yes [Ino ifyes, indicate: [_] Full/Regular [Clother
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 eamnings
please attach the eamings information for the last complete shift W (indicate Commission, Differentials, Premiums,
cycle prior to the date of accident/iliness. r— Bonus, Tips, In Lieu %, etc..). Se—
, From Date To Date Mandatory Voluntary - . - i
Period (dd/mm/yy) | (dd/mm/yy) | OvertimePay | OvertimePay | Commission | Commission - Com
Week1l | | |8 $ $ $ $ $
| Week2 s |$ $ $ $ $
Week3 | | 1% |$ $ $ $ $
Week 4 ' [] $ $ $ $ $ $
1. Work Schedule (Complete either A, B or C. Do not include overtime shifts) ]
D (A.) Regular Schedule - Indicate normal work days and hours. P Example: Monday to Friday, 40 hours
Sunday Monday | Tuesday | Wednesday| Thursday Friday Saturday S haﬂ 'g 'fg L ; s
or,
[] ®) Repeating Rotational Shift Worker - Provide
NUMBER OF NUMBER OF HOURS NUMBER OF WEEKS
DAYS ON DAYS OFF PER SHIFT(s) IN CYCLE

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

or,
|j (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 not include 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

1. 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 person completing this report (please print) Official title

Jeff Robert Fd HR Generalist

Signature 4 fE e Telephone Ext. Date dd mm yy
[/ 7// 807-766-7074 130218

THE'WORKPLACE SAFETY AND INSURANCE ACT REQUIRES YOU GIVE A COPY OF THIS FORM TO YOUR WORKER
0007A {01/11) Page 3 of 4



. Claim Number

| ‘é’?ﬁbaat O O 7 e e ot 7

| Please PRINT In black Ink

| Worker Name Social Insurance Number
Kessick Shirley 455418293
K. Additlonal Information ]

THE WORKPLACE SAFETY AND INSURANCE ACT REQUIRES YOU GIVE A COPY OF THIS FORM TO YOUR WORKER
0007A (01/11) Page 4of 4
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RE: Shirley Keesick, WSIB #30782837

MARCH 19, 2018 @ 9:00 AM appointment. It will take a couple of weeks for them

to mail me my ‘insoles’ for my footwear. The card below s who [ saw & he took

the foot impressions.

FYI/file

. Thunder Bay Orthopaedic Inc.

Northwestern Ontario’s

Orihotic and Pedorthic Professionals
DAVID CARROLL

H.Kin., C.Ped(c)

Certified Pedorthist
+
899 Fort William Road Tel. 807-345-4665
Thunder Bay Ontaric Fax 807-345-7252
P78 3 Toll Free B0O-465-3983

tbonho@tbayte! net
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