




The personal information on this form is collected under the authority of the Royal Charter of 1841, as amended. If you have any 
questions or concerns about the information collected or how it will be used, please contact the Department of Environmental 
Health and Safety by telephone at 613-533-2999. 

D. Health Care���������������,���•���š�Z���Œ�����������v���}�Œ���Á�]�o�o���š�Z���Œ�����������Z�����o�š�Z�������Œ���l�u�����]�����o�����š�š���v�š�]�}�v�M��������������� �z���•��������������� �E�}

When did�l�Á�]�o�o the person receive health care for this��
injury (DD/MM/YY)?    

When did the supervisor learn that the person 
received health care (DD/MM/YY)? 

Where was the person treated for this injury? (Please check all that apply) 

��  Ambulance������������������ Emergency department������������������  Admitted to hospital������������������  Health professional office������������������  Clinic����������������

��  Walsh & Assoc. Occupational Health������������������  Other���X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X

Name, address and phone number of health professional(s) or facility who treated the person:

�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X

�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X�X  

Are you aware of any prior or related problems, injury or conditions?      ��  Yes      ��  No

Have you received work limitations/ 
restrictions for this injury?  
�� Yes      �� No

Has modified work been offered 
to this worker?      �� Yes      �� No

Has modified work been accepted by 
this worker?      �� Yes      �� No

E. Lost Time 

The next day/shift after the accident, did the person���~�Á���]�š���µ�v�š�]�o���v���Æ�š�������Ç���(�}�Œ���š�Z�]�•���‹�µ���•�š�]�}�v�•:��
��  Return to regular work      �• Return to modified work      �• Lose work time and/or earnings 

This lost time information was confirmed by (Name, Position, Telephone):         

Complete following questions only if there was lost time from work after day of incident 

Date and time last worked (DD/MM/YY): 

________       �� AM      �� PM 

Normal working hours on day of��injury: 

Start   _______      �� AM      �� PM 

Finish _______      �� AM      �� PM 

Expected date of return (DD/MM/YY): 


