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" 4 Workplace Safety and Insurance Law for Employers

How to Challenge Questionable
WSIB /7 WCB Claims




o Workers give up the right to sue for their work-related
Injuries, irrespective of fault, in return for guaranteed
compensation for accepted claims.

0 Employers, for their part, receive protection from lawsuits
In exchange for financing the program through premiums.
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Never file a Form 7 as NLT if the worker is not working.

The penalties for an offence under the Act are;

o For individuals, a fine of up to $25,000, or imprisonment for up to
6 months, or both

o For corporations, a fine of up to $100,000.
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O Facts:

30 year old

Hired May 1, 2012-labour

Gross $30,000 / yr (with OT) $650/week

It was know that worker races motocross on weekends and is sore

May 17, 2015 — mentions to employer that his back is sore — no
accident history provided
o “just got worse over the past week”

Seeks medical attention May 27% working dx - low back strain provided
history of moving heavy sofa the week before
- Medically authorized “off work 2 weeks to be re-assessed”

What do you do?
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» 1 week after the employer is notified by WSIB that worker is claiming benefits
o Requesting that you complete a WSIB Form 7

Three primary questions:

= 1. What are the legal requirements to complete a WSIB Form 7?
» 2. How do | contest it?

| Can”you offer modified work noting the worker was medically authorized off
totally?



Notice by Employer s. 21

0 Seeks medical attention

o Is absent from work

O Requires m/d at less than
regular pay

O Requires m/d more than
seven calendar days

Obligation to file within
3 days of reporting

-
WwWs lb Mail Te: OR Fax To: Employer's Report
200 Front Strest West  316-3444 of lmjury/Disease (Form 7)
CS Toronts ON M5V 3J1  OR 1-888-313-7373
SRTATIS  please PRINT in black ink Gisim Humber
A. Worker Information
Jub Thle/ Occupatian (st the tima of accidant/finess - do not use abbroiatons) | Langth of time in this pasition Social Insurance Number
while working for yos
Please check If this workeris a: | | exscutive ] elected official  [_] awner [ ] Lmuuwn:lm of the employer 1 |
I3 e T e | Worher Refersnc Number
Tas Name [¥irst Rama " ollective Agreame:
[ yes [ mo
Are (nomber, Srea. S, SRS Un Viorker's prefowed language | patect | 44 mm o yy
English Franck Bian | 1 L
Other Telachana
e Trrovines [roseal Goae
Sox Datsot |, 44 mm vy
COwm Or e | I I
B. Employsr Information i sl u
Trace and Lagal Name (4 cifferent provide bota) Check — Co OR ) Account PrOVIos Number
. ore [ namber L] Number —
Mailing Address Rate Group Mamber Classinication Unit Code
City/Town |anmcl Postal Code Teleshone
DescrAption of Business Actvity Does your firm have 20 or FAX Fumber
more workers? [Jyes [Jne
Branch Adoress wnere worker is basad (7 GIfferent from malling adaress - No adbreviatons)
City,/ Town |Pm\r-:l ‘ Postal Code Alterr ate Telephone
€. Accident/Biness nm- and D.hih 1
1. Date anc hour of mm T JAM | 2a"%ho was the accident/ illness reported t7 (Name & Position)
accident/ Awarsness Pae
o liness. | | | | O
Date and hour reported dd  mm oy " Teleohone Ext.
5 emplayer I | | P I 1
3« Was the accidert/illness: A Type of accident/liness: (Please check all that apply)
Sudden Specific Eveat/ Oceurence swwr.-mn Fall Eﬂmﬂw
Gradually Occuning Over Time. Harmfal e Incident
Occupational Disease Assault
Fatality nm/t-plmlo» Other
S, Area o Injury (Body Par - (Please check all that apply)
Hea Teetn Upper back Laft ight | Latt mgm Left Rignt | Lent
Face Neock Lower back Shoulder ] Wrist Hip Mldo
Eya(s) Chest Abdomen Am Hand Thigh
Ear(s) Pahis. (Elbow Fingars) Krae lu(h;
[Clotner oreamn Lower Leg

m-m.m. v is and any detals of cquipment, materils, ervironm
that

I gas, fum,

6. Describe wnxt at happenad to couss the accidant/llness and what the worker was doing at l‘i!e time (lifting 250 1b I, =2 allnpea - llw or. sepeditive movememts,
L), conditions (wo ratul
3 II

activity nq-h-dn--h- —t

oase SHae = uupu---fu- Physical

0007A (01/11)

A gulde to complete this form Is avallable at www.wsib.on.ca
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Mail To:
F00 Front Straet Wast
Taranto ON MBY 351
Please PRINT in bisck ink
A. Worker Information

Job Title/ Occupatian (at the Bme of accident/ lllness - 4o nol use abbreviations)

W
Boxes™ that "REDUCE™ or =
SHRINK™

lﬁ rr’/ﬂ'l’:-!-&l':‘vm Ee)

Clalm Number

7

Langth of time in this position
£ 107 you

Social Insurance Number

e

whils warkin
Ploase check IF this workes is a: || executive | slected officlal || owner || spouse or -l-u-- of n--rwicr-- L 1
Ts the worer covars: Worker Reference Number
s e G Uion/ Collecive ALreament?
[ yes [] 0o
Rirews nommber, wree. w arkar's prefarred languags | Dateot 49 mm 3
engtisn [ ] Franck winh | 1 1
Othar B
T Toovincs — Trostsl Gode Salachens
Sax Dataot | a4 e »
CIm e wie | L 1
B. Employer Information ]
_[Trace and Legal Rame 0 aifferent provide Bota) Chack T o O [ Acoogm Provion Mumber
one: Numbar ]
Malling Addrass Fate Group Number Classifization Unit Gods
Ciy/ Tawn |Pmln|=l Fastal Code Teleohone
of Business Activity FAX Number

|umuurrm have 20 or

worken® [dres [re

Branch Adaress

based (1

mailing address = no abbreviations)

City/ Tawn

| Province

] Fostal Code Altermats Talophons

C. Accident,/Miness Dates and Details

A, Date and hour of ad mm 3
accident/ Awaraross
of Hiness |

Date and hour reported
mplay

| B
Eh

dd yr

| L L |

2o Vino wan the accident/ linnes reparted o7 (Name & Position)

r-l-anu-

:.w-. -- accident/ llness:

A, Type of accloant/ liness:

Plense -h--h wll that apply)

Ext.
1

Rignt

Ankle
Foot
Ton(s)

pacific Event/Occurence Struek,/ Casght Fall Elllp/'l_
orn-ully Ocoumng Over Thme Qv-nn Harmeal de Incicant
Occupational Dissase
Fatal ity FirasExplasion
Injury (Body Pan) - (Please check all that apply)

Taatn Upper back Left "y Laft ht Laft LY Lot

Mook Lowar back Shoulder st

Chast Abdarnen Arm nnn-

Pehs Ei Fingaris)
Foraan LowerLog

e ard what
e hrde ek tve ey 1o m d any details of equipment. materials.
that may have Contribuied. that

e wrerkar was doing a1 the i

acti reanived to 4o the worke

o (Wing & 5 [0, Dax, slioped on wet floar. repatitive inovame:
fgork area. temparsture. noise, chemical, gas. fumes. =8
o Btimch = description of the physical

00OTA(01/11)

A gulde to complete this form is at i,
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The employer shall give a copy of the notice
to the worker at the time the notice is given

to the Board. S.21 (4)

Sty Bk
of Injury; 'orm &)

Please PRINT in black Ink

A. Worker Information

Lasthame [Socalimsumncefumber |
Adress (rumber, stest, apt., saite, unit) Telephane

Ty Town Frovince Fostal Coce. Atermate Cefl Phone

o Tithe/ DG petion (it the Gime you were hurg dad mm W

ployer
[Josner [ ] spauseor relative of the employer

Only check Ifyou _
aconm [(Jemeamme [ |eectedotsdal

T e

Date of dd  mm oy
Birth

R e (I

R e [ 2 e uon Jees [Jmo

ﬁmwurummmnnﬂw
(8. Empioyer Information ]
Company,/Employer Name
Maccresss.
CRy/Tomn Province Pastal Code
Vour imimediote Supenor s Hame ‘ Compary Telephons
C. Accident,/Hiness Dates & Detalls
EN W“” ad mm w Bm 2. Whodid you reportthis accident/ illness w? (Name & Positor])

DEcapdrownepened  ad  mm W 1 |1=|=nm=

B o
a n_ulmmym --Mdlm--wl

IZI ‘“'10
LMLQ I:I

[Jother:

‘2. Did the acciden/iliness happen on
the employers propary orworkske? L7 (17

[Jeatanded ] Right handexd
Spesify whens it happened mmznw ‘warshouse, client/ Qusiomer sit=, paiang bot, S50

¥ yos, indicote whene

‘5“’«‘2&“‘ e Coes T gy promimony sauts, ccune:

6. Have you hurt this. o 7. e any prior
|— oy it thiseren(s) oW [ Jyes [ oo | 'l:ﬂ_::mlnwF [Jme []ses-noOmame [ ] ves- Ouside Ontaro
A gulde T this form s at

The claimant shall give a copy of
his or her claim to the worker’s
employer at the time the claim is
given to the Board. S.22 (7)



wsib Mail To: OR Fax To:

200 Front Street West  416-384-45684
cspaat Toronto ON M5V 31  OR 1-888-313-7373
ENTARIS  plaase PRINT in black ink

A. Worker Information

Employer's R rt
7 [

I Claim Number

Job Title/Occupation (at the time of accident/illness - do not use abbreviations) | Length of time in this position

while working for you )

Please check If this worker is a: |:] exscutive |:| alectad official |:| awner |:| spouse or relative of the employer [

Social [nsurance Number

|5 the worker covered by a Workar Referance humber
[ yes [ mo
Address (number, street, apt,, suite, unit) Worker's preferred language D'lte of dd  mm
English French Bith | |
Other
Cry/Town I"’F."vll'ICE IF"OSH‘ Code Telaphans

s COwm OF | Hiee

WSIB re-employment Obligations:

Employed for at least one year before the

date of injury, and
The employer regularly employs 20 or
more workers

Industrial

Professional Corporation




Failure to comply:

(a) levy a penalty on the employer not exceeding the amount
of the worker’s net average earnings for the year preceding
the injury; and

(b) make payments to the worker.

Educate frontline staff is key.
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O Obligation to re-employ continues until the earliest of;
1. Two years from the date of injury.
2. One year after the worker is fit for essential duties (pre-injury).
2. The date the worker reaches age 65.
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o When a worker is terminated WSIB presumes that the
employer has not fulfilled the re-employment obligation

0 Employers can rebut the presumption by showing that
the termination was not caused in any part by the work-
related injury or disease (and related absences from

work), treatment for the work-related injury or disease,
or the claim for benefits

Documentation is key

11



Sudden
Specific vs.

Gradually
disablement

[ €. Accident/BMiness Dates and Details

n!

1, Date and hour of ¢ mm yy [T]AM | 2« Who was the accident/illness reported to? (Name & Position) 3t
accident/Awareness P
of lllness I | | | |
Date and hourreported 99 ™M ¥y AM Teleohone Ext,
to emplayer | | | | Py | |
3. Was the accident/ilIness: 4, Type of accident/llness: (Please check alll that apply)
Sudden Specific Event/Occumence Struck,/ Caught Fall Slip/Trp
| | Gradually Occuming Over Time QOverexertion Harmful| Substances/Environmenta| Mator Vehicle [ncident
|| Occupational Disease Repetition Assault
|| Fatality Fire/ Explosion Other
S. Area of Injury (Body Part) - (Please check alll that applly)
| Head Teeth Upper back Left Right | Left Right Left Right | Left Right
| Face Neck Lower back 1 Shoulder ] Wrist 1 we O Ankle
] Eysis) [C] chest Abdomen Am Hand Thigh Foot
|| Ears) Pel's FEbow Finger(s) Krne Tos(s)
D Other oreanm Lower Leg

Industrial

Professional Corporation
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6. Describe what happened to cause the accident/ |l Iness and what the worker was doing at the time (lifting a 50 |b, bax, slipped on wet lloor, repetitive mavements,
ete...). Include what the injury is and any details of eqguipment. materdals, ervironmental conditions (work area, temperature, noise, chemical, gas, fumes, other
person) that may have contributed, For a condition that occurred graduallly over time, please attach a description of the physlcal
activity required to do the work.

Use terms like “workers states” that....

Investigate and document. Obtain written statement(s).
-worker

-co worker

-supervisor (driver)

Industrial

Professional Corporation
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10, Was any individual, who does not work for your firm, | |f yos, please provide name and work phona number
partially or totally respensible for this
accident/illness? [yes [ne

11, Are you aware of any prior similar or related problem, | If yes, please explain
injury or condition?
Cyes [ne
12, Ifyou have concems about this claim, attach a written submlssion to this fom, [] submissicn antachec

10. Transfer of cost to another employer — negligence
11. Obtain during your investigation — pre existing (S.1.E.F.)

12. If no immediates = Challenge the claim
14
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If medial is
sought then:

1. Offer

temporary
modified
duties
(written offer)
. Provide
worker with
WSIB
Functional
Abilities Form
(FAF)

-

rE. Lost Time = No Lost Time

1. Please choose one of the following indicators, After the day of accldent/awareness of iliness, this worker:
D Retumed to his/her regullar job and has not lost any time and/or eamings, (Compllete sections G and J),

I:] Retumed to modified work and has not |ost any ime and /or camings, (Complete sections F, G, and J).
|:] Has |osttime and/or eamings, (Compllete ALL remalning sectlons),

dd mm Yy dd mm ¥y
regular work
Provide date worker first Jost time I | l ’ Date worker returnad to work (if known) I | | I H modified work
2, This Lost Time = No Lost Time = Modified Work information was confirmed by: Telsphone Ext,
] myselt (] other
Name | J
"F. Return To Work ]
1. Have you been provided with work | 24 Has modified work been 3. Has modified work been It yos, was it D Accepted |:] Declined
lim itations for this worker's injury? discussed with this worker? offered to this worker?
|f Declined please attach a copy of
l:lyes E] no Dm |:| ng |:| yes |:| no D the written offer given to the worker,
4, Who is resporsible for amanging worker's returm to work Teleoha Bt
[ Imyselr (] other elephane ,
Name |

Industrial [SEITEUTNT




O Form 7 (most important document employer will ever complete!)
» Worker’s Statement of Fact
» Witness Statement of Fact

» Write your objection with clear facts
~ Review all the information before submitting
- Retain confirmation slip

m Request written decision letter

o Time is critical
» Have a plan in place (time sensitive)

Industrial
16
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0 Section 120 of the Workplace Safety & Insurance
Act Indicates:
= You have up to 30 days to object to a WSIB decision about
Return to Work (RTW) or

Work Transition (WT) issues,
including re-employment decisions.

= You have up to 6 months to object to any other WSIB decision

Industrial [SEITEUTNT
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~ Will contain

= Medical/functional
restrictions/abilities

= Indicate regular duties,
modified duties, lost time

= Work schedule, full days,
reduced hours etc.

= How long restrictions in place

A Bettion A 1o b o et By by 2t o0 we st

Functional Abilities Form

- 3 FAF &

T s ng oy
Sk Htnrnts Wk

=== == = ]
]
= G e y
[ = | T WSIB  Wele :'L?a:v._‘w Functional Abilities Form
Enpo s e D SO for Planning Early
s | CSPART oo v Vot OB Leseansrrs and Sate Roters te Werk
e ot
T Please PRINT in black ink
t S
hat i e |meer’slasﬂhm |nmmm ‘:umnn
.
N
: . D. The following information should be completed by the Health
| Professional to identify the patient's overall abilitie s and restrictions.
3 o e e s et 1 W ([T 1. Date of @ mm o 2. Please check one:
=L L | \sses sment Patientis capable of Patiert is capable of returning Patient s physicially unable
) > [ e wor oo with restrictions. | I rasmio vkt ua .
no o EandF.
W wonars menae
b
o = [E Abilities and/or Restrictions
Please print form & sign before returning to the WSIB | | 1 Piase incicate Abilities that apply. Include additionai detais insection 3
Waking: Standing: Sitting. Uitting from floor towaist:
[ Tsepr—
e e o ot (g T 043 o1 WS Full dbilites Fall bilities Fall abisties Ful abikties
Upto 100 metes Upto 15 minutes Up to30 minutes Up to Kilograms
o P - 100- 200 matros 15-30 minutes 30 minutes - 1 hour 5 - 10 kiograms.
[Jovnman []nman [] w7 ngmesmemgamions []one Other (please specity) Other please specify) Other (please speciy) Other (please specify)
P R Lifing from waist to shouldec Stair climbing: Ladder chmbing Tavel ©work:
ot Pkt e B0 T Full silties Fulabiltes Falablites Abitty touse Apilty to
Upto 5 kiogams Upto5 swps. 1-3steps publictanst  diwaca
e . A Vour tnvetes 5-10 kilograms. 5-10steps 4 -G steps e e
| Other (please s pecity) Other (please spacify) Qther (please specify) o H,‘,
= [ —
2. Please indicate
St [ umiteduse sthansisi:
- wis [ Bending /twisting. [ Work ator above ] chemical [] Eavironmental L -
Wkt Pt s gt kaad =l rpetifwe movementof shoulder acBvity. expasure to; exposure to fo.£ heat,
Please puint form & sign before cerining 1o the WSIB |, | (please specify) ‘cold, nolse or scents) Iﬂ"m:"*i
nchin
S Other please specity)
[ umited pushing/ pulling with: [] operating motorized equipment: [ Potential side effects from [ Exposure tovibration:
(8. forkify medications (pl sase spacity)
Left am Do ot include names of Whole body
Rightarm madications. Hand/Arm
Other{please specily)
3. Additional Abilities and, or
r ot y 5.
[] 1-2dap [ 3-Teays [] 8-14cays [ 14+dap with your patent? [Jes [t
SenDae o mm w
work hours and start dae: [ ree O ] ondestd oums |
F. Dato of Next Appointment
Recommendad date of nextappointment ta review Abil itie s and, or Restrictions. ’ L) mm vy




(D. The following information should be completed by the Health
Professional to identify the patient's overall abilities and restrictions.

1. Date of dd mm
Assessment

Start > ‘

yyyy

2. Please check one:

Patient is capable of
’ retuming to work with
no restrictions.

! to work wit

Patient is caﬁable of retuming
restrictions.

Complete sections

E and F.

Patient is physically unable to
return to work at this time.
Complete section F.

(E. Abilities and/or Restrictions

1. Please indicate Abilities that apply. Include additional details in section 3

Walking: Standing: Sitting: Lifting from floor to waist:
|| Full abilities Full abilities || Full abilities Full abilities
|| Up to 100 metres || Upto 15 minutes || Upto 30 minutes Up to 5 kilograms
|1 100- 200 metres | 115-30 minutes | |30 minutes - 1 hour 5-10kilograms
|| Other (please specify) |__| Other (please specify) |__| Other (please specify) Other (please specify)
Lifting from waist to shoulder: Stair clim bing: Ladder climbing: Travel to work:
|| Full abilities || Fullabilities || Full abilities Ability to use Ability to
|| Upto5 kilograms || Upto5steps | |1-3steps public transit drive a car
|| 5-10kilograms || 5-10steps || 4-6steps yes yes
|| Other (please specify) |__| Other (please specify) || Other (please specify) H no H o

Industrial [SEITEUTNT

Professional Corporation
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Key concepts
» Clearly state what work is being offered
» The nature of the work (duties tasks)
» Hours of work
= Associated pay with the job
» Location of modified duties
» Expectations to maintain regular contract

2015-11-05 20



Key Concepts:
o Imposes human rights obligation on employers,

o Post injury jobs to be considered suitable must;
» consider both work related and non-work related disabilities/impairments

0o non-work related disabilities must also be considered

Therefore, you need to understand your Human Rights Obligations!

What is the legal authority to impose HR obligation within WSIA?

2015-11-05 21



o Follow-up questions / comments? Please contact Greg
Sathmary via e-mail at:
» gsathmary@industrialmediation.com

Or
0 613-260-0600 Toll Free 1-800-660-3554

Industrial [SEITEUTNT

Pr



