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Mail To: OR FaxTo; Toll free: 1-800-387-0750 ",
WSIb 200 Front Straet West Employer's Report
‘ Toronto ON M5V 3J1

416-344-4684 TIY: 1-800-387-0050 i
ity OR1-888-313-7373 wsib.ca j of Injury/Diseaseé (Form 7)
Please PRINT In black Ink ¢ Claim Number
A. Worker Information |
Job Title/ Occupation {at the time of accident/iliness - do notuse abbreviations) | Length of ime in this position Soclal Insurance Number
Restorative Justice Worker while workingforyos _ 3 YRS/11 MTH
Please chack IF this werker s a: D exscutive || elected officlal [ owner ] spouse o relative of the employer 552 |9 4 2 328
Is the worker covered by a Worker Reference Nuntber
Lot Name j First Name Unlon/Callective Agreement?
Beardy Christopher o “E Y:!S /] ro —
Address (number, street, apt., suite, unity orker's prefomed language | pats of mm Yy
155 (1 e Seet SpL Sl ot English [ French Bith |1 4,0 69 3
PO BOX 58 I l
Clty/own [Province | Postal Code Other 1';](‘;"7“".’;’38 1678
Pikangikum, ON POvV2L0 = S—— - — —
ax ate L !
m CIF  |Hie bq [(‘)‘h %R
: - s
B. Employer Informatlon ] 5‘5.'3 2:32.2‘;2 7l
] Trade and Legal Name (if differant provide hcth)_ Check B OR A ¢ " Provide Number
Nishnawbe-Aski Legal Services one: [ ] ngmber ] Nomber | 6426085
Malling Address Class/Subclass NAICS Code
101 Syndicate St. N, Suite 303A
Clty/Town Province Postal Code Telephone
Thunder Bay ON P7C3V4 807-622-1413
Descripticn of Business Activity Doss your firm have 20 or FAX Number
Non Profit more workers? ¥iyes [no
Branch Address where worker [s based {if different from malfing address - no ahbreviations}
Clty/Town Province Postal Code Altemate Telephone
C. Accident/lliness Dates and Detalls )
i Datgj and IAuurof dd mm Yy %AM 2, Who was the accldent/lliness raported to? (Name & Posltlen)
Siiness 12 810 1;2 4]11°3) [ | Colette Shwetz, HR Manager
Dateand hourreposted 90 M WY AM Telephone Ext.
to employer |2 9/0 1,2 4]  so00l/irm | 807-633-8158 |
3. Was the accldent/[finess: 4, Type of accldant/ilness: (Please check all that apply)
[ ] Sudden Specific Event/Occurrance Siip/Tip

Graduatly Occurring OverTime
Occupational Disease
Fatality ..

MotorVehicle Incldent
Repetition

Struck/Caught Fall

Overexertlon Hamful Substances/Environmental
Assault

Fire/Explosion

Other

n
x»

rea of Injury (Body Part} - (Please check all that apply)

] Head Teeth Upperback Left Right | Left Right | Left Right | Left Right
| Face Neck Lower back Shoulder Wirist Hip Ankle

|| Eye(s) Chest Abdoman Aml Hand Thigh Foot

|| Earls) Pelvis Elbow Finger{s) Knee Toe(s)
[Jother Foream Lower Leg

6. Describe what bappened to cause the accldent/fEiness and what the worker was dolng at the time (lliting a 50 [b. box, stipped on wet floar, repetitive movements,
atc. . .). Includs what the injury Is and any detslls of equipment, materials, enviranmental conditions {work ares, temperature, noise, chemical, gas, fumes, other
persan) that may have contiibuted. For a condition that occurred gradually over time, please attach a description of the physical
actlivity required to do the work.

Christopher Beardy was travelling for work on January 28, when he bent over to pick up his
luggage, he hurt his back and was not able to stand up straight.

If you are having difficulty accessing or completing this document, please contact : accessibllity@wsib.on.ca
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WSib wsib.ca

ONTARIO

Ploase PRINT In black ink

Employer's Report
of InJury or lilness (Form 7)

Clalm Number

Involved in this accident/Iliness?

Dyes no 1.

Worker Name .Eoclal insurance Number
Beardy Christopher 552(942/328
¢. Accldent/lliness Dates and Detalls (Continued) ]
7. Dld the accident/Iliness happen on the employer's [ Specifywhsre (shop floor, warehouse, cllent/customer site, parkinglot, etc..),
premlises (owned, leased or maintalned)?
yes |y no
8. Didthe accldent/illness happen outside the Province ! Ifyes, where (city, province/state, country).
of Ontarlo?
O yes [/]no
9. Ate you aware of any witnesses or other employees | Ify®es, provide name(s), position(s), and work phone numbens).

2.
410. Was any Individual, who does not work for your firm, [ Ifyes, please provide name and work phone number
partially or totally responsibie for this
accldent/Nness? Jyes [/]no
1. Are you aware of &ny prior similar or related problem, ] liyes, please explain
Injury or condition?

[ves [ no

12. Ifyou have coticerns about this claim, attach a written submlssion to this form. D submission attached

D. Health Care ]
1. Did the worker recslve haalth care for this Injury? ¢ mm oy 2 w"";’:‘ﬂ‘{, thaugmpio;erleammat the warker d  mm w
recelved nealtn care
[Tyes [Jno yes,when: |2 9,0 1,2 4 | ] '

3. Whers was the worker treated for this Injury? (Please check all that apply)

[lotrer Nursing Station

|:| On-slte health care D Ambulance I:I Emergency department [:l Admitted to hospital DHealth professlonal office I:ICIln[c

Name, address and phone number of health professional or facllity who treated this worker (If knowm).

[ E. Lost Time - No Lost Time ]

4. Please choose one of the followlng indicators,  After the day of accldent/awarenass of iliness, this worker:
Retumed to his/her regular Job and has not lost any time and/or eamings. {Complete sectlons G and J)h

D Retumed to modifled work and has not lost any time and/or eamings. {Complete secilons F, G, and 1).

|:| Has losttime znd/oreamings. (Complete ALL remalning sectlons).

limitations forthis worker's Injury? discussed with this worker? cffered to this warker?

Uyes (oo Clyes [Jno [dyes [1no L

ad mm W dd  mm W regular wark
Provide date worker first lost ime | |> Date worker returned to work (if known) | | E modified wark
[ ! :
2. This Lost Time - No Lost Time - Modifled Work Information was confimed by: Telephone Ext. '
[] mysets [C] other
Name |
[ F. Return To Work _]

1. Have you been providad with work | 2. Has modified work been 3. Has modified wark been K yes,wasit - |___] Accepted I:l Declined

If Declined please attach a copy of
the written offer given to the worker.

4. Who Is respons/ble for amanging worker's retum to wark

Cmysere l ] other ‘ Telephone
Name

Ext.
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s ] Employer's Report
WS| wsib.ca of Injury/Disease (Form 7)
ONTARIO Clalm Number
Please PRINT in black Ink

Worker Name Soclal Insurance Number
Beardy Christopher 552{942|328
G. Base Wago/Employment Informatlon - (Do notinclude overtime hers) ]
1. is this worker (Please check all that apply)

Y/ | Permanent Fuli Time Casual/Irregular H Student E Reglstered Apprentice 0&'?&)"&?3?&3;

| | Permanent Part Time Seasonal Unpald/Trainee Optiona! Insurance

|| Temporary Fuli Time Contract D Other

[

| | Temporary Part Tima .

2. Regularrate of pay
Sgoo0s00 Per [ Jhour [Jday [TJweek [/]other ANNUAL SALARY

H. Additional Wage Information - ]
1. Net Clalm Code 2. Vacation pay I Provide

arAmeunt Faderal Provinclal - on each cheque? D yes Dno percentage %
3. Date and hourlast worked 4. Normal working hours on B. Actual eamings for 6. Normal eamnings for

{ast day worked last day worked [ast day worked
dd mm yy From To
H AM ElAM | o
| | PM PM MY $

7. Advances onwages: .
Is the worker belng pald while he/she recovers? Dyes D"" If yes, Indicate: D Full/Regular Dﬂther
8. Other Earnings (Not Regular Wages): Provide the total of additional earnings for each week forthe 4 weeks befare the accldent/Nliness.

* For Rotational Shift workers - if the shift cycle exceeds 4 weeks, Use these spaces for any other eamings
please attach the eamings Information for the last complete shift {Indicate Commission, Differentials, Premiums,
cycle priorto the date of accident/{liness. r— Bonus, Tips, [n Heo %, ete..). —
From Date To Date Mandato Volunta
Period (dd /m:, /vy (gd /mm/yy) mmma';ay Overﬂm'gPay Icommlsslon l Icnmmlsslnn | lCommissIon | lCommlsslnn
weekt || & § JH[_I T lfs $ $ $ $ $
Week2 |[ | 1 $ $ $ s $ $
weeka || 3 | N T 1 IIs $ $ $ $ 5
Week 4 ]! $ $ $ $ $ $
I. Work Schredule (Complete elther A, B or €. Do not Include overtime shifts) ]
D (A.) Regular Schedule - Indicats normal work days and hours. P Example: Monday to Friday, 40 hours
Sunday Monday Tuesday | Wednesday | Thursday Friday Saturday ] l;‘ _18_ ‘V‘; '; ; S
or,
[T] 8) Repeating Rotational Shift Worker - Provide
NUMBER OF NUMBER OF HOURS NUMBER OF WEEKS
DAYS ON DAYS GFF PER SHIFT{s) IN CYCLE

> Examples: 4 days on, 4 days off, 12 hours pershift, 8 weeks in cycle.

or
|j {C.) Varled or Irregular Work Schedule - Provitle the total number of regular hours and shifts for each week for the 4 weeks
priorto the accldent/lliness. (Do not Include ovestime hours or shifts here).

Week 1 Week2 ___Week3 | Weekd

From/ToDatesad/mmz) || L 1 /L L 1L L L Lo 1 ¢ F 0 b bt % il ft|
Total Hours Worked
Total Shifts Worked

1. It is an offence to deliberatoly make false statements to the Workplace Safety and Insurance Board.
I daclare that all of the Information provided on pages 1, 2, and 3 is true.

Name of person completing this report {please ptint) Officlal title
Melissa Scholz | HRIS/Training Coordinator

Slgnature Telephone Ext. Date dd mm yy
‘W@jﬂ, | 807-632-9142 30,0\ ,a‘{

THE WéRKPLACE S#ETY AND INSURANCE ACT REQUIRES YOU GIVE A COPY OF THIS FORM TO YOUR WORKER
O007A (01/20) Page3of 4




