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Worker’s Report of Injury or  
Occupational Disease to Employer  

 Submit directly to employer. Do NOT  su bmit to WorkSafeBC.

Section 149(4) of t he Workers Compensation Act requires that, where a worker is fit, and o n request of the employer, 
they must provide the employer with particulars  of the injury or occupational disease on a report prescribed by 
WorkSafeBC and supplied to the worker by the employer. This is the report prescrib ed. 



Worker’s Report of Injury or  
Occupational Disease to Employer  

Worker ’s last name  First name  Middle initial  WorkSafeBC claim number  

Social insurance number  Personal health number (BC Services  card /CareCard)  
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Incident  information (continued)  
4. Name of person reported to

5. Did you receive first aid?

 Yes  No  

6. Date of first aid (yyyy- mm -dd) 7. Name of first aid attendant

8. Did you go to the hospital, a
medical clinic, or see a physician?

 Yes  No  

9. If yes, name of physician or provider (if known)
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Worker’s Report of Injury or  
Occupational Disease to Employer  

Worker ’s last name  First name  Middle initial  WorkSafeBC claim number  

Social insurance number  Personal health number (BC Services  card /CareCard)  
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https://www2.gov.bc.ca/gov/content/employment-business/employment-standards-advice/personal-injury-and-workplace-safety
https://www2.gov.bc.ca/gov/content/employment-business/employment-standards-advice/personal-injury-and-workplace-safety
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