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WSIB FACT REPORTING FORM

Worker’s Name: ____________________________ Claim #: ________________________

Accident Date: _____________________________

Worker’s Address: _________________________________________________________________

________________________________________________________________________________

Telephone #: Home (      )                                              Work (      )                                                        

Name of Your Union Representative:                                                                                                      

District:                                                                 Local #:                                                                       

Workplace Location:                                                                                                                                

Social Insurance # (optional): ______________   

Birth Date:  Day _____ Month _____ Year _____ 

Family Doctor: ____________________________ Telephone #: (     )                                                  

Address:                                                                                                                                                  

                                                                                                                                                                

Specialist:  ____________________________ Telephone #: (     )                                                        

Address:                                                                                                                                                                    

                                                                                                                                                                                    


