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The following forms are samples only. You can access WCB forms  
at www.wcbsask.com or from the WCB offices.

FORMS





This form can be 
completed online.  
If you complete it  
on paper – fax it in  
to speed processing.

Call the WCB if you 
have questions while 
completing this form: 
1-800-667-7590. 





SASKATCHEWAN
WORKERS’
COMPENSATION
BOARD

200 – 1881 Scarth Street
Regina, SK S4P 4L1

Phone: (306) 787-4370
Toll Free: 1-800-667-7590
Fax: (306) 787-4311
Toll Free Fax: 1-888-844-7773

E1
Employer’s Initial Report of Injury WCB Claim No.:
Reporting Options: (1) WCBTelefile 1-800-787-9288 (2) WEB www.wcbsask.com (3) Fax
Section A:  Employer Information

Section B:  Worker Information

Section C:  Injury Information
1. Injury Date: 2. Reported to employer on: 3. Province of Injury:
4. Area of body injured: 5. Name of healthcare provider:
6. How did the injury happen?   

7. Has the employee lost time from work, due to the injury, after the day of injury? Yes; If “yes”, go to question #8 No; If “no” go to Section E
8. First day off due to this injury: Time the employee left work: : am pm
9. Has employee returned to work? Yes No If “yes”, what was the date the employee returned:
10. Do you have any reason to believe that this is not a work-related incident? Yes No If “yes”, provide attachment(s) with explanation.

Section D:  Wage and Employment Information
11. How is the employee paid? If Regular Salary: Hourly $ per hour, hours per week;  If Monthly $ per month

If Non-Regular: Piecework Sub-Contractor Owner/Operator Casual Other (explain):
12. Provide gross earnings for the 12 months preceding first day off work due to injury, starting with the most recent complete pay period.  If less than 

12 months, show earnings for actual period:  Gross earnings $ from to
13. Time lost during the gross earning period due to:  (a) Unpaid sickness days;  (b) Prior WCB claims days;

(c) Lack of work days;  (d) Other days, explain
14. Normal working hours for employee: From : am pm to : am pm Shift work involved Yes No
15. Does the employee have regular days off? Yes No If “Yes”, check which days off: Sun Mon Tue Wed Thu Fri Sat

If “No”, check the days off for the month of the injury, plus one before and one month after first day off due to injury.
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31

Month Before Injury Period
Month Of The Injury
Month After Injury Period

16. TD1 Exemptions: Single Spouse, If partial provide:  Provincial amount $ Federal amount $
Other: $ No. Children 18 years or under

17. Should compensation payments be made to: Employee, OR Employer? 18. Will employee be paid for statutory holidays? Yes No
Section E:  Declaration I declare that all the information provided is true and correct to the best of my knowledge.

Date Name Title Signature

Type of Business:
Phone Number:
Contact Person:
E-mail:
Fax Number:
WCB Firm No.: Industry Rate Code:

Specific Division (if applicable):
Occupation:
Social Insurance Number:
Personal Health Number:
Birthdate: Sex: Male Female
Hire Date:

Complete this form as 
soon as you are aware 
of the injury.
You must complete this form 
if a worker seeks medical 
treatment for a work injury.

Provide any information 
you have if you think 
this may NOT be a  
work injury.





SASKATCHEWAN
WORKERS’
COMPENSATION
BOARD

200 – 1881 Scarth Street
Regina, SK S4P 4L1

Phone: (306) 787-4370
Toll Free: 1-800-667-7590
Fax: (306) 787-4311
Toll Free Fax: 1-888-844-7773

W1
Worker’s Initial Report of Injury WCB Claim No.:
Reporting Options: (1) WCBTelefile 1-800-787-9288 (2) WEB www.wcbsask.com (3) Fax
Section A:  Worker Information

Section B:  Employer Information

Section C:  Injury Information
1. Injury Date: 2. Reported to employer on: 3. Reported to:
4. Province of injury: 5. Area of body injured:
6. How did the injury happen?   

7. Name of healthcare provider:
8. Name of hospital or clinic:
9. Have you lost time from work, due to the injury, after the day of injury? Yes…If “yes” go to Section D No…if “no” go to Section F
Section D:  Wage and Employment Information
10. First day off due to this injury: The time you left work: : am pm
11. Have you returned to work? Yes No If “yes”…enter the date you returned:
12. How are you paid? If Regular Salary: Hourly $ per hour, hours per week;  If Monthly $ per month

If Non-Regular: Piecework Sub-Contractor Owner/Operator Casual Other (explain):
13. If you have regular days off, check which days: Sun Mon Tue Wed Thu Fri Sat
14. Do you have other sources of employment income? Yes No If “yes”…attach employer names and phone numbers.
15. Will you be paid by your employer for time loss due to injury? Yes No

Section E:  Direct Deposit Information
If you wish to have compensation payments made directly to your bank account, please complete Part 1 of this section and attach a personalized cheque or deposit 
slip marked “VOID” OR complete Part 2 from your cheque.  The Workers’ Compensation Board is authorized to credit payments to your account with the financial 
institution you have named.
Part 1

Bank or Financial Institution Branch Address City
Part 2 Cheque Number Transit Number Bank Number Account Number

(3-digit number) (5-digit number) (3-digit number) (Maximum 12-digit number)
NOT REQUIRED

Section F:  Declaration I declare that all the information provided is true and correct to the best of my knowledge.

Date Name Signature

Occupation:
Social Insurance Number:
Personal Health Number:
Birthdate:
Home Phone: Sex: Male Female
E-mail:

Employer contact person:

Phone number of contact:

Any questions? 
Call WCB Telefile 
at 1-800-787-9288

Let us know about 
any other employment 
affected by the injury.

For fastest and most 
secure payment – the 
worker should provide 
direct deposit information.





The WCB will send you 
this form monthly if you 
have an injured worker 
who is away from work.

The injured worker  
will receive a Worker’s 
Progress Report (W3).





Medical Restrictions Form HCP-1 
Health Care Practitioner Information:

This company recognizes that the provision of alternate or modified work is important in the 
prevention of disability and has established a Return-to-Work Program for employees who are 
unable to perform any or all of their normal duties as a consequence of an injury/illness. 

The purpose of this form is to verify injury/illness and to provide restrictions in order to enable the 
worker to return to alternate or modified work as soon as possible. 

We require this information in order to identify suitable work that is both productive and safe. 

Any work assignments will honour the outlined restrictions. 

If we are unable to offer work that is appropriate to the outlined restrictions the worker will be off 
work. 

Please provide the worker’s current capabilities and/or restrictions, and the expected duration of any 
restrictions (i.e. no lifting until musculoskeletal assessment). 

It is expected that all restrictions will be based upon objective medical evidence. 

Worker Instructions:

• Report injuries and absences for medical reasons to your supervisor immediately 

• Obtain medical treatment 

• Have your health care practitioner complete the medical restrictions form (on back) during your 

initial visit to provide you with your restrictions 

If medical restrictions do not affect your ability to do your job: 

• Return to work for your next scheduled shift 

• If medical restrictions affect your ability to do your job: 

• Call your supervisor as soon as possible to let him/her know that your injury has affected your 

ability to do your job 

• At your RTW planning meeting you will be provided (if possible) with suitable work within your 

restrictions as outlined on the medical restrictions form.  The alternate or modified work will: 

- honour your current medical restrictions 

- be modified if and/or when your medical restrictions change 

- allow time for further diagnostic and/or treatment appointments 

• Have your health care practitioner complete another medical restrictions form during any follow-

up appointments if your medical restrictions change 

Provide this form to your injured worker before 
appointments to any HCP who may have tips  
for RTW:

•	 physician
•	 physical therapist
•	 chiropractor
•	 occupational therapist, or
•	 psychologist.

An injured worker’s HCP may repeat this form 
before the RTW is complete.

The WCB does not pay  
for completion of this  
form, but some HCPs  
may charge for it. If they 
do, you, the employer  
will have to pay for it. 



Company Name and Address: 

Medical Restrictions Form
The purpose of this form is to verify injury/illness and to provide restrictions to the employer in order to 
enable the worker to return to alternate or modified work as soon as possible. 

The employer requires this information in order to identify suitable work that is both productive and safe. 

Any work assignments will honour the outlined restrictions. 

If the employer is unable to offer work that is appropriate to the outlined restrictions the worker will be off 
work. 

Please complete and give to worker for delivery to the employer. 

Worker’s Name:

Due to injury/illness the following restrictions currently apply: 

Expected duration of restrictions:
 <7days       8-14 days   15-21 days        >21 days 

Practitioner Name and Signature Date

Form HCP-1 
Health Care Practitioner not required to send copy to WCB

E-5

This form MUST  
be kept confidential!



Submit your EPS  
online using Fast  
File or your online 
business account at 
www.wcbsask.com



Incorporated companies 
– Don’t forget to list the 
executive officers who 
are on your payroll. 

You must include  
the executive officers’ 
wages in Sections 1 
AND 2. 



Provide the (sub)
contractor’s firm 
number. Not your firm 
number (top right).

Don’t forget to include a 
description of the work.





You can only ask 
for a worker’s file  
if you have a 
disputable and 
appealable issue.

You will only 
receive information 
regarding your 
disputable issue.





You must inform the 
WCB in writing when 
you no longer want  
the representative.

This form must 
accompany the ERO2.





Some employers choose 
to use a representative 
rather than pursue an 
appeal on their own.

The EREP form must 
accompany this one. 





Both the worker and 
employer complete  
this form.

Use the duties performed 
the day before the injury 
to help you complete 
these sections.



The assessment team  
will use this form to 
evaluate how the injury 
affects the worker and  
to help the worker return  
to work safely. 










