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Employer’s Report of Injury or 
Occupational Disease  

If faxing form, please complete this section and fax both sides of page. Missing pages may result  in delays in processing.  

Worker last name  First name  Middle initial  WorkSafeBC claim number (if known)  

Social insurance number  Personal health number (CareCard)  Date of incident (yyyy-mm -dd)  Date of birth (yyyy-mm -dd)  

- - - - 


