
Worker’s  
Continuity Report

return this form fully completed for consideration of further entitlement of this claim.

claim information

WSCC Claim Number: Original Date of Injury:

Injury Type:

Worker information

First Name: Last Name:

Mailing Address (include postal code):

Residential Address:

Telephone (include area code):

employer information

Business Name:

Mailing Address (include postal code):

Telephone (include area code): 

Your address, postal code and telephone number, if different 
from above:

Your current employer’s name, address, postal code and 
telephone number, if different from above.

Describe your condition since your claim was last active.

Dates and nature of medical treatment received since the 
original injury.

Name, address and telephone number of the attending 
physician.
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Ce formulaire est disponible en français.
∫4N tt6gZ6 xgw8NsQK6 wk4tg5.

Taanna tatatirialik atuinnuinnauvuq Inuktitut.

if you purchased prescriptions related to the oriGinal inJury, please proVide the folloWinG:

name, address and telephone number of physician name of prescription and dates purchased

Name: Name: Date: YY MM DD

Address: Name: Date: YY MM DD

Postal Code: Name: Date: YY MM DD

Telephone (include area code): Name: Date: YY MM DD

If fellow workers or supervisors are aware of your continuing problems, provide their names and addresses.

Name: Name: Name:

Address: Address: Address:

Postal Code: Postal Code: Postal Code:

If a further incident aggravated your disability, give details.

  

Why do you feel your current condition is the result of this incident? 

  

Provide any additional facts that may be helpful in establishing further entitlement. 

  

If you stopped work due to your disability, please provide dates. 

  

Worker’s consent

information sharing – I understand the WSCC uses the above information about me for the sole purpose of conducting an 
investigation into this claim. I also understand the WSCC will need to gather more information about my work incident and medical 
and work history to administer my claim. For that specific purpose only, the WSCC may disclose some personal information to 
employers, medical personnel and other relevant third parties. 

i authorize the Wscc to provide and gather such information from all necessary sources, including hospital and doctors’ 
records, and employer records.

information accuracy – I understand incomplete information from me may delay my claim, and untrue information from me is 
unlawful.

i declare the information above is true and accurate. i understand it may be a criminal offence to make a false claim, or to 
work and earn income while receiving workers’ compensation without telling the Wscc.

Name: Date:

Witness: Date:


