MAIL: WORKSAFEBC AUTHORIZATION

PO Box 4700 Stn Terminal

Vancouver BC V6B 1J1 OF REPRESENTATIVE

FAX:
604 233-9777, toll-free 1 888 922-8807

PHONE: 604 231-8888, toll-free 1 888 967-5377 ’ R ES ET

You are not required to have a representative for workers’ compensation matters. However, if you want someone to act as your
representative, complete and sign this form. This form also authorizes WorkSafeBC, including the Review Division, and the Workers’
Compensation Appeal Tribunal (“WCAT”) to give confidential information about you or your business to your representative.

msnFE BC

WORKING TO MAKE A DIFFERENCE

1. Information about you WorkSafeBC claim number (if applicable)
(Inform WorkSafeBC or WCAT if your contact details change.)
Last name First name Middle initial
M. O Mrs. O bDr.O
Ms.O Miss O

Title and business name (if applicable)

Mailing address City Province Postal code

Area code and daytime phone number Other phone number (include area code) Fax number (include area code)

Q

m
aworker
a deceased worker’'s dependant
other (explain)
an employer

aaaaq

Classification unit number Account number

2. 1 want to appoint a representative (You may appoint one person or an organization to represent you.)

7 one person —Name of person M. O Mrs. O pr. 3 ms. O Miss O | Relationship
My representative is: — —
3 an organization —Name of organization Contact person
Mr. O Mrs. O Dr.O
Ms.O Miss O
Representative’s mailing address City Province Postal code
Area code and daytime phone number Other phone number (include area code) Fax number (include area code)

| consent to WorkSafeBC or WCAT disclosing to my representative the contents of any WorkSafeBC file(s) or related information for which | am
eligible to receive disclosure. | authorize my representative to act on my behalf before WorkSafeBC, including the Review Division, or WCAT with
respect to those files.

This authorization form will replace any previous authorization(s) | have submitted to WCAT or WorkSafeBC for the same scope of representation
identified in section 3 of this form.

If | cancel this authorization, | understand that | must notify WCAT and the WorkSafeBC department(s) handling my outstanding matters.

For individuals: This authorization shall remain in effect for two years from the date of signing, unless | cancel it in writing, or until my death,
whichever is earliest.

For employers: This authorization shall remain in effect for two years from the date of signing, or until it is cancelled in writing, or the business is no
longer active with the WorkSafeBC, whichever is earliest.

3. Scope of representation

This authorization refers to ALL my claims (J Asingle claim for claim number as noted above O

My representative will represent me with respect to the following workers’ compensation matters, including any reviews or appeals that may arise:
(check all that apply)

All compensation claims matters, including section 10(8) transfers a All relief of costs matters a
All return-to-work matters a All discriminatory action matters a
All assessment matters, including the authority to settle such matters a All occupational health and safety matters 0
All certificate matters (e.g. first aid, blasting) a Section 257 certificate matters a
or Only the following matters (provide claim number or other details)

Signature (You, not your representative, must sign here.) Date (yyyy-mm-dd)

X

Personal information on this form is collected under section 26 of the Freedom of Information and Protection of Privacy Act for the purpose of the administration of the Workers
Compensation Act. For further information about the collection of personal information, please contact WorkSafeBC’s Freedom of Information Coordinator at PO Box 2310 Stn Terminal,
Vancouver BC, V6B 3W5, ortelephone 604 279-8171.

Fad
63M4 WORKERS’ COMPENSATION BoAaRrD oF B.C. (RO7/11) Page 1 of 1 \ﬂ?/


TIPS
Fillable PDF
- To turn highlighting on or off, click the "Highlight Fields" button.
- To move from field to field, tab or just click in each field.
- Checkboxes toggle on or off by clicking in the box.
- The RESET button clears data entered on all pages.
- Please complete form in full and, if applicable, ensure that it's signed in the signature box(es).
- You can save the filled-in form.
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