
FORM 7
Phone:            (902) 368-5680

Fax:            (902) 368-5696
Toll Free:          1-800-237-5049

EMPLOYER’S REPORT
Mail To:      P.O. Box 757, Charlottetown, Prince Edward Island  C1A 7L7
Drop Off:    14 Weymouth Street
Website:	    www.wcb.pe.ca

Date of Birth:
Sex:     M        F

M D Y

M D Y

Date of Hire:

Scheduled hours of employment on the day of the accident:  From:  ______    To:  _______

M D Y
Date:

M D Y
Date:

Please refer to user guide when filling out the Employer’s Report Form

Please submit this form within three (3) days after any notice of a workplace injury or occupational disease.
Also, if this is a serious workplace injury please call, 902-628-7513, within 24 hours.

Employer Operation Number:

Revised March 2010

                            Please complete the other side					     Submit Promptly

Please provide date and time of injury or specific incident.



SIN:

902-368-6132.

M D Y

M D Y

Please Specify

M D Y

M D Y M D Y

Average hours per week for shift workers:  ______

A re-employment obligation may exist if there are 20 or more workers in your employment and if, at the date of injury, 
you have employed the injured worker for at least 12 continuous months.

N/A

Please Specify

From: To:

Year:

of PEI

 		  Are there extra pages added?    YES         NO                If yes, how many?

PEI immediately of any change in circumstances affecting this claim, including any return to work.  I understand that the 
Workers Compensation Act requires employers to submit a report within three days of notification or awareness of an 
injury or occupational disease requiring treatment or an absence from work.  I am aware that penalties may be levied for 
late filing.


