HEARING AID PROGRAM

COVER SHEET
RESET

Fax to: WorkSafeBC
604 233-9777
Toll-free 1 888 922-8807

WORKING TO MAKE A DIFFERENCE

You may fax all report submissions together with a single copy of 83D110 as the cover sheet.
For further information regarding the use of this cover sheet, please contact Health Care Services at
604 232-7787 or toll-free 1 888 967-5377, ext. 7787.

Worker information

Worker last name First name Middle initial WorkSafeBC claim number

Provider information

Company/provider name Provider phone number (please include area code)

Provider mailing address Payee number (vendor number)

Submission date (yyyy-mm-dd)

Date of service (yyyy-mm-dd)

Type of report

Please indicate worker name and claim number on every page you submit.

] Audiogram [] Real ear measurements, including the following mandatory items:
1 Photocopy M.P.O., multiple input levels, all targets and tracings labelled

[1 Manufacturer’s invoice — please stamp on invoice “COPY ONLY, NOT FOR PROCESSING”
] Other (please specify)

Please note that the information contained in this facsimile transmission is CONFIDENTIAL AND
INTENDED FOR THE USE OF THE PERSON TO WHOM IT IS ADDRESSED. Any copying, disclosure,
dissemination, or distribution of this transmission by anyone other than the intended recipient is
prohibited. If you have received this transmission in error, please notify the sender immediately by
telephone and arrangements will be made for the retrieval of such document at no cost to you.

Personal information on this form is collected for the purposes of administering a worker’s compensation claim by WorkSafeBC in accordance with the Workers Compensation Act
and the Freedom of Information and Protection of Privacy 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, or telephone 604 279-8171.

INDEXERS: Please index any report(s) submitted with this cover sheet as 83D110. Copies of these reports as submitted with
this cover sheet are required as “proof” for payment processing.
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TIPS
Fillable PDF
- Click in a field and tab to other fields OR click in the individual fields to enter text
- Always tab or return after filling in a field
- Checkboxes toggle off and on by clicking in the box
- Unless you have the full version of Adobe Acrobat, you won't be able to save the filled-in document
- With the free Acrobat Reader software, you will only be able to fill in the form and PRINT it, but will not be able to SAVE
- Once printed, please check that the form is filled out correctly
Thank you.
- The "RESET" button will clear all data entered
- To close this box, click in the appropriate corner


	Worker last name: 
	First name: 
	Middle initial: 
	WorkSafeBC claim number: 
	Companyprovider name: 
	Provider phone number please include area code: 
	Provider mailing address: 
	Payee number vendor number: 
	Submission date yyyy-mm-dd: 
	Date of service yyyy-mm-dd: 
	Type of report: Off
	Specify other type of report: 
	Reset button: 


