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Workplace Injury/Incident Report Form

1. Worker Information

Last Name First Name Job Title | Employee # (If known)
Address (Number, Street, Apt, Suite, Unit) Email
City Province Postal Code Phone # Date of Birth (dd/mmiyyyy)

Is the worker covered by a Union / Collective Agreement?

[CJyes  [InNo

Sex
|:|Male |:|Female |:|Other|

2. Accident/ lllness Dates and Details

Date and Hour of Incident I:l AM

dd mm yyyy D
| PM

Time

Date and Hour Reported to Employer
dd mm yyyy

] am
| [Jem

Time

Address of Incident

Head Office
(322 King St. W, Toronto, ON M5V 1J2)

|:| Princess of Wales Theatre
(300 King St. W, Toronto, ON M5V 1J2)

Royal Alexandra Theatre
(260 King St. W, Toronto, ON M5V 1H9)

CAA Ed Mirvish Theatre
(244 Victoria St. Toronto, ON M5B 1V 8)

CAA Theatre
(651 Yonge St, Toronto, ON M4Y 179

|:| Other

Exact Location of Incident: (For example: Balcony Lobby, behind the bar)

Name of show being worked on at time of the incident:

Who was the Incident reported to

[ |=

Sudden Specific Event / Occurrence
Gradually accruing overtime
Occupational Disease

Fatality

Last Name First Name Job Title Phone Number
Who was the Incident reported to (If reported to two people)

Last Name First Name Job Title Phone Number
Type of lllness / Accident:
|| Struck / Caught Fall H Motor Vehicle Incident
|_| Overexertion Harmful Substances / Environmental Other
|_| Repetition Assault
|| Fire/ Slip / Trip

as the Accident / Illness:
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Brief Description of Incident, Contributing Factors and Additional Information (for example: clothing, weather
conditions age/health conditions, etc.)

Area of Injury (Body Part)

Head Teeth Upper Back
Face Neck Lower Back
Eye(s) Chest Abdomen
Ear(s) Pelvis Other

Left Right

Shoulder
Arm
Elbow
Forearm

Left

Right ,  Left Right . Left  Right
Wrist Hip Ankle H
Hand Thigh Foot
Finger(s) Knee
Toe(s) Calf

Is there anyone else who may have witnessed or were directly involved with the incident?

[Tves [ no

If Yes:
1. Name Job Title Phone Number
2. Name Job Title Phone Number

3. Health Care (If known)

Did the worker receive health care for this injury?

|:|Yes |:| No

When did the employeer learn that the worker
received health care?

If Yes, when _ dd mm | yyyy dd mm yyyy
Was First Aid Provided? I:l Yes |:| No
Who Provided First Aid?
Name Position Are they Certified?

[dves ] No

What was done / advice given:

322 KING STREET WEST, SUITE 400
TORONTO, ONTARIO M5V 1]2
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Was an Ambulance was called?

What time did it arrive: Time 1AM

| [1pm

Where was the worker treated for this Injury

|:| On-Site D Ambulance |:| Emergency Room D Admitted to Hospital D Health Professional Office |:| Clinic

|:| Other

Facility Information where the worker was treated (If known)
Name Address Phone Number

4. Lost Time — Loss of Earnings (If known)

1. Please choose one of the following indicators. After the day of accident/awareness of illness, this worker:

|:| Returned to their regular job and has not lost any time and/or earnings.

|:| Returned to modified work and has not lost any time and/or earnings.

D Has lost time and/or earnings. (if so, complete section 5)

Provide date worker first lost time Date worker returned to work (if known)

dd mm Vyyy dd mm yyyy Regular Work

| | [ Modified work

This Lost Time - No Lost Time - Modified Work information was confirmed by:
Name Job Title Phone Number

Who is responsible for arranging worker's return to work?
Name Job Title Phone Number

5. Wage Information (if known)

Regular Rate of Pay

$ Per DHour |:|Day |:|Week I:l Other

Normal working hours on last day worked: From: To:
g y Time D AM Time l:l AM

‘ ‘DPM ||:|PM

322 KING STREET WEST, SUITE 400
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6. Work Schedule (1f known)

[[] A Regular Schedule - Indicate number of hours worked in anormal week (Example. Sunday: 8 hours, Monday: 4 hours etc.)

Sunday Monday

Tuesday

Wednesday ‘ Thursday Friday Saturday

D B. Repeating Rotational Shift Worker — Provide

Number of days on:

Number of days off:

Hours per shift:

Number of weeks in cycle:

C. Varied or Irregular Work Schedule - Provide the total number of regular hours and shifts for each week
for the 4 weeks prior to the accident/illness. (Do not include overtime hours or shifts here).

Week 1

Week 2

Week 3 Week 4

From/To Dates /
(dd/mmlyy)

/

Total Hours Worked

Total Shifts Worked

If needed, Include any Additional Information:

Report Completed By:

Name

Job Title

Email

Date (dd/mm/yyyy)

322 KING STREET WEST, SUITE 400

TORONTO, ONTARIO M5V 1]2
416-593-0351 mirvish.com

Last Updated: Nov 17, 2022



	text_1rqbx: 
	text_2wdpi: 
	text_3bchr: 
	text_4jcvn: 
	text_5zsok: 
	text_6fopj: 
	text_8xkdu: 
	text_9dqd: 
	text_10rvry: 
	text_11vmbs: 
	checkbox_13jvdh: Off
	checkbox_14ogrd: Off
	text_15vxpo: 
	text_16gyvh: 
	text_17dtyf: 
	text_18cvwt: 
	checkbox_19pksw: Off
	checkbox_20spht: Off
	text_21yazh: 
	text_22cjrg: 
	text_23cshg: 
	text_24nrny: 
	checkbox_25rvfa: Off
	checkbox_26rfqv: Off
	text_30mdcf: 
	text_32agui: 
	text_33sffx: 
	text_34zjty: 
	text_35zwof: 
	text_36astz: 
	text_37kbon: 
	text_38fmug: 
	checkbox_39qtam: Off
	checkbox_40htmm: Off
	checkbox_41bzor: Off
	checkbox_42rqt: Off
	checkbox_43xrvs: Off
	checkbox_44plcr: Off
	checkbox_45mdtq: Off
	checkbox_46srir: Off
	checkbox_47eidp: Off
	checkbox_48vela: Off
	checkbox_50nnyx: Off
	checkbox_51qljz: Off
	checkbox_52joxs: Off
	checkbox_53ijcr: Off
	checkbox_55evuz: Off
	checkbox_56guro: Off
	checkbox_57exje: Off
	checkbox_58vcib: Off
	checkbox_59arcq: Off
	checkbox_60fgyj: Off
	checkbox_61lmqx: Off
	checkbox_62yavm: Off
	checkbox_63lvfe: Off
	checkbox_64czne: Off
	checkbox_65fzzt: Off
	checkbox_66ziqw: Off
	checkbox_67xcgb: Off
	checkbox_68ovsy: Off
	checkbox_69eyzb: Off
	checkbox_70zpoi: Off
	checkbox_71lsnr: Off
	checkbox_72wqdf: Off
	checkbox_73svbf: Off
	checkbox_74zquu: Off
	checkbox_75oyrv: Off
	checkbox_76xjra: Off
	checkbox_77oegc: Off
	checkbox_78sver: Off
	checkbox_79sute: Off
	checkbox_80uqaz: Off
	checkbox_81zucl: Off
	checkbox_82qfuc: Off
	checkbox_83ajgp: Off
	checkbox_84aqhu: Off
	checkbox_85pmdf: Off
	checkbox_86hgxt: Off
	checkbox_87qars: Off
	checkbox_88nzzp: Off
	checkbox_89iptr: Off
	checkbox_90svme: Off
	checkbox_91gtmm: Off
	checkbox_92qtwv: Off
	checkbox_93hlrb: Off
	checkbox_94easy: Off
	text_95ssgf: 
	checkbox_96gpfh: Off
	checkbox_97hvyn: Off
	text_98gdyh: 
	text_99bsmd: 
	text_100zobn: 
	text_101objv: 
	text_102eddz: 
	text_103zdag: 
	checkbox_104cozz: Off
	checkbox_105dlkv: Off
	text_106dpsc: 
	text_107hdwn: 
	text_108gmyf: 
	text_109czg: 
	text_110hygt: 
	text_112wwoq: 
	text_113qhmk: 
	text_114bstn: 
	checkbox_115kndx: Off
	checkbox_116irij: Off
	checkbox_199jijb: Off
	checkbox_200bcho: Off
	checkbox_118hhiv: Off
	checkbox_119phin: Off
	text_121tpni: 
	checkbox_122psyl: Off
	checkbox_123xcsx: Off
	checkbox_124dahw: Off
	checkbox_125fgsc: Off
	checkbox_126zj: Off
	checkbox_127fosj: Off
	checkbox_128duiu: Off
	text_129ewuk: 
	text_130hvft: 
	text_131vhzm: 
	text_132elma: 
	checkbox_133cxgq: Off
	checkbox_134iec: Off
	checkbox_135mqfg: Off
	text_136zzaz: 
	text_137nfw: 
	text_138gwxn: 
	text_139pkcy: 
	text_140sijn: 
	text_141iih: 
	checkbox_142gera: Off
	checkbox_143tkce: Off
	text_144pcei: 
	text_145mjrc: 
	text_146bddi: 
	text_147aacd: 
	text_148oxls: 
	text_149srdg: 
	text_150ncvs: 
	text_152omee: 
	checkbox_153pvym: Off
	checkbox_154bppf: Off
	checkbox_155douw: Off
	checkbox_156tzvb: Off
	text_157mgfj: 
	checkbox_158bukl: Off
	checkbox_159uman: Off
	text_160njdb: 
	checkbox_161gwaq: Off
	checkbox_162qcub: Off
	text_170gthc: 
	text_171flmn: 
	text_172wnwh: 
	text_173ccbu: 
	checkbox_174awsq: Off
	checkbox_175zbjp: Off
	checkbox_176qqvw: Off
	text_177jixt: 
	text_178mvtb: 
	text_179cry: 
	text_180aiqw: 
	text_181mrf: 
	text_182jrzj: 
	text_183qzck: 
	text_184djjy: 
	text_186xupx: 
	text_187eazf: 
	text_188tbsv: 
	text_189ypbb: 
	text_190inac: 
	text_191novf: 
	text_193baic: 
	text_194uozb: 
	text_195mbki: 
	text_196xogs: 
	text_197miss: 
	text_198qqfc: 
	textarea_118ietl: 
	textarea_203rckg: 
	textarea_119pxyz: 
	textarea_199skkm: 
	textarea_200zgof: 
	textarea_201el: 
	checkbox_118nzpm: Off
	checkbox_119mxzz: Off
	checkbox_120ppvv: Off
	checkbox_121ylbj: Off
	textarea_201icou: 
	textarea_202kzpp: 
	textarea_203yuoe: 
	textarea_204flrt: 
	textarea_205tmck: 
	textarea_206qghb: 
	textarea_207vgjm: 
	checkbox_120kiwu: Off
	textarea_121sfpi: 
	checkbox_122wwbg: Off
	text_124q: 
	checkbox_125fvqy: Off
	checkbox_126vqhl: Off
	checkbox_127mkne: Off
	text_128mvwl: 


