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Workers’ Compensation (WorkSafeBC) 
 

WORKSAFE BC MAY PROVIDE YOU WITH COMPENSATION BENEFITS IF YOU SUSTAIN AN  

OCCUPATIONAL (WORK-RELATED) INJURY OR ILLNESS. CLAIMS SUBMITTED ARE ASSESSED BY  

WORKSAFEBC TO DETERMINE ELIGIBILITY FOR BENEFITS (I.E. HEALTH CARE BENEFITS, WAGE LOSS 

BENEFITS).  

  

Regardless of severity, If you are injured at work or have symptoms of a work-related illness, 

you must:  

1. Report it to your employer immediately (Supervisor / First Aid)  

 -  Keep a copy of the first aid report for yourself  

2. Seek medical attention, and tell your Medical practitioner your injury / illness is work 

related   

- Note: medical attention is needed in order to initiate a WCB claim  

- Both you and the Medical practitioner  can file a WCB claim  

- Your employer is responsible for your transportation costs from your work place to a 

Medical practitioner ’s office or hospital  

3. Start a claim by reporting it to WorkSafeBC as soon as possible  

- Write a statement of Incident and start a file or journal and document all 

conversations, appointments and ongoing symptom changes related to the injury  

/ illness.  

  

PROCESSING THE CLAIM  

In order to start a claim for compensation for a work-related injury or illness, WorkSafeBC must receive a 

report from you, the employer and / or the Medical practitioner.   
There are three (3) main options for filing a claim with WorkSafe BC:  

  

1. Teleclaim Contact Centre phone number to report a work-related injury or illness:  
1. 888.WORKERS (1.888.967.5377)  

Hours: Monday to Friday, 8 a.m. to 6 p.m.  
  

2. Online services:  
www.worksafebc.com/claims/report_injury/worker_incident_injury_report/default.asp  

  

3. Submit the paper form:  
Clearly PRINT your information on the enclosed forms, sign it and submit it by fax or mail: Fax: 

604.233.9777 Mail: WorkSafeBC, Po Box 4700 Stn Terminal, Vancouver BC V6B 1J1  

  

WorkSafeBC may contact you directly to gather further information / obtain clarification to 

adjudicate your claim. Once a decision has been made   

(i.e. your claim approved/declined), you and the employer will be notified in writing.  

http://www.worksafebc.com/claims/report_injury/worker_incident_injury_report/default.asp
http://www.worksafebc.com/claims/report_injury/worker_incident_injury_report/default.asp


  

 

 

FREQUENTLY ASKED QUESTIONS  

What is an “occupational” or “work-related” injury or illness?  

An occupational or work-related injury/illness is one that arises out of and in the course 

employment, or is due to the nature of employment.  

What is a Medical Practitioner?  

A Medical Practitioner is a professional who is certified to carry out the process of providing 

health treatment to patients. This may include, but is not limited to: Physicians, Dentists, 

Chiropractors and Physiotherapists.  

What are health care and wage loss benefits?  

If your claim is accepted, WorkSafeBC may pay for medical services and supplies required to 

help you recover (i.e. treatment by medical practitioner, prescription medication, and 

medical supplies). Wage loss benefits are payable when an injury / illness resulting from a 

person’s employment causes a period of total disability. Compensation consists of periodic 

payments equal in amount of 90% of average net earnings (to a statutory maximum). Gross 

earnings in 2020 is $87,100 (max) 90% net earnings of $87,100 gross equats to approximately 

$1,100/week after deductions.  

What is expected of me while I am off work?  

Discuss modified duties with your Medical Practitioner. If the Practitioner declares you disabled, 

you are expected to advise your Supervisor of your absences (as per the Absence Reporting 

Policy #3.01). It is expected that you will return to work as soon as it is safe and healthy to do 

so, which includes considering any reasonable offer of modified work made by the employer. 

It is also your responsibility to maintain contact with both WorkSafeBC and the employer. Status 

updates and medical reports may be requested.  

What if I have to miss work to attend an appointment?  

If, as a result of your injury/illness, you must attend an appointment during working hours, you 

will be paid by the employer for hours worked. Any remaining hours will be submitted to 

WorkSafeBC by your employer, on your behalf, to determine eligibility of payment. If eligible, 

you will be paid directly from WorkSafeBC for hours missed. Ask your claim manager about 

income loss entitlements for time missed for appointments.  

What if I do not agree with the decision?  

If you disagree with the WorkSafeBC decision, you can ask the Review Division to review it.  

You must apply for a review within 90 days of the date of the decision.  

 

Should you have any questions, please do not hesitate to contact: 
Bruce Halliburton  
Supervisor- Modified Work Centre (P)250.523.3300 (F)250.523.3367, Bruce.Halliburton@teck.com    

Jason Thomas  
USW WCB Representative, Disability Mgmt. Rep (P)250.828.2860, (m)250.819.1983 

Jasonthomas.wcb@gmail.com                     
Lidys Garcia  
WCB Representative, Human Rights Rep – USW 7619 (P)250.828.2860 (F) 250.828.2950, 

admin@usw7619.com   
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Mail 
PO Box 4700 Stn Terminal 
Vancouver BC  V6B 1J1 
Fax 
604.233.9777, toll-free 1.888.922.8807 
Phone 
604.231.8888, toll-free 1.888.967.5377 

WorkSafeBC Authorization 
of Representative

Please complete this form if you wish to authorize WorkSafeBC, including the Review Division, and the Workers’ 
Compensation Appeal Tribunal (WCAT) to give confidential information about you or your business to your representative. 
You are not required to have a representative for WorkSafeBC matters; however, if you want someone to act for you and 
speak with us on your behalf, please complete this form in full, sign it, and return it to us. 

1. Information about you 
Inform WorkSafeBC or WCAT if your contact details change. 

Employer account number (if applicable) WorkSafeBC claim number (if applicable) 

 
 Mr.  Mrs.   Dr. 

 Ms.  Miss 
Last name 

 
First name 

 
Middle initial 

 
Title and business name (if applicable) 

 
Mailing address 

 
City Province Postal code 

Daytime phone number (include area code) 

 
Other phone number (include area code) Fax number (include area code) 

 I am 
 A worker 
 A deceased worker’s dependant 

 
 An employer 
 Other (explain)    

2. Scope of representation 
My representative will represent me with respect to the following WorkSafeBC matters, including any reviews or appeals that may 
arise: (check all that apply) 

 All assessment matters, including the authority to settle such matters 
 All compensation claims matters, including section 10(8) transfers 
 All return-to-work matters 
 All relief of costs matters 
 All discriminatory action matters 

 All certificate matters (e.g., first aid, blasting) 

 All occupational health and safety matters 
 Section 257 certificate matters, or 
 Only the following matters (provide claim number or other details)

This authorization refers to   All my claims   A single claim for claim number as noted above 

3. Your representative (you may appoint one person or an organization to represent you) 

My representative is: 

  One person — Name of person    Mr.   Ms.   Mrs.   Miss   Dr. Relationship 

 
  An organization — Name of organization Contact person 

 Mr.  Mrs.   Dr. 
 Ms.  Miss 

Representative’s mailing address City Province 

 
Postal code 

Daytime phone number (include area code) 

 
Other phone number (include area code) Fax number (include area code) 

• I consent to WorkSafeBC or WCAT disclosing to my representative the contents of any WorkSafeBC file(s) or related information 
for which I am eligible to receive disclosure. I 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) I have submitted to WCAT or WorkSafeBC for the same scope of 
representation identified in section 2 of this form. 

• If I cancel this authorization, I understand that I 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 I 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 WorkSafeBC, whichever is earliest. 

 

Signature (you — not your representative — must sign here) 

X 
Date (yyyy-mm-dd) 

 

WorkSafeBC collects information on this form for the purposes of administering and enforcing the Workers Compensation Act. That Act, along with the 
Freedom of Information and Protection of Privacy Act, constitutes the authority to collect such information. To learn more about the collection of personal 
information, contact WorkSafeBC’s freedom of information coordinator at PO Box 2310 Stn Terminal, Vancouver BC, V6B 3W5, or call 604.279.8171. 

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.



APPLICATION FOR COMPENSATION AND

REPORT OF INJURY OR OCCUPATIONAL DISEASE

For your convenience, WorkSafeBC offers three options for reporting a work-related 

injury and filing a claim:

1. Call our Teleclaim Centre — The fastest and easiest way to report an injury and file 

a TIME-LOSS CLAIM is to call us at 1.888.WORKERS (1.888.967.5377). One of our 

knowledgeable representatives will take your information over the phone, explain the 

process, and refer you to services to aid with your recovery and return to work. Teleclaim 

is available Monday to Friday, from 8 a.m. to 6 p.m.

2. Report your injury online — Go to worksafebc.com and select “Report injury or 

illness” to input your information. You can submit your report online and, once submitted, 

you can follow the status of your claim online.

3. Submit the paper form – Clearly PRINT your information on the form below, sign it, 

and submit it by fax or mail.

FAX: 604.233.9777 in Greater Vancouver, or toll-free within BC at 1.888.922.8807

MAIL: WorkSafeBC, PO Box 4700 Stn Terminal, Vancouver BC  V6B 1J1

For assistance, please call:

A. Claims Call Centre at 604.231.8888 or 

toll-free throughout Canada at 1.888.967.5377, 

Monday–Friday, 8 a.m. to 6 p.m.

B. The BC Legislature provides impartial advisers
on all workers’ compensation matters. The
Workers’ Advisers Office is independent and
separate from WorkSafeBC and provides free
advice and assistance to help injured workers
with their claims. They have offices throughout
the province and can be contacted at http://
gov.bc.ca/workersadvisers or by telephone:
Lower Mainland 604.713.0360, toll-free
1.800.663.4261; Vancouver Island 250.952.4393,
toll-free 1.800.661.4066; Interior 250.717.2096,
toll-free 1.800.663.6695.
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Information about you
WorkSafeBC claim number (if known) Customer care number (if known)

Worker last name First name Middle initial

Preferred first name Gender

M  r F  r
Date of birth (yyyy-mm-dd) Personal health number (from BC CareCard) Social insurance number

- -

Address line 1 Address line 2

City Province/state Country (if not Canada) Postal code/zip

Home phone number (please include area code) Business phone number (please include area code) Business extension

Do you need an interpreter?

Yes  r No  r
Preferred language What is your dominant hand?

Left  r Right  r
Height Weight

Information about your employer

Employer organization name

Type of business (if known) Operating location (if known)

Address line 1 Address line 2

City Province/state Country (if not Canada) Postal code/zip

Employer contact last name First name Employer phone number (please include area code) Extension

Information about your employment

1. What is your occupation? 2. Have you been employed by this firm for
less than 12 months?       Yes  r No  r

3. If yes, start date (yyyy-mm-dd)

4. At the time of injury, were you (please check all that apply)

Permanent r Apprentice r Self-employed r Casual r
Temporary r Volunteer r Principal/partner or relative of employer r Other (please specify) r
Full time r Student r Fisher r
Part time r New entrant to workforce r Hired on a contract basis r
5. How many employers do you have?

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.



Application for Compensation and Report of 

Injury or Occupational Disease (continued)

Worker last name First name Middle initial WorkSafeBC claim number

Social insurance number Personal health number from BC CareCard

Incident information

6. Date and time of incident (yyyy-mm-dd)

a.m.  r     p.m.  r OR
7. Period of exposure resulting in occupational disease (yyyy-mm-dd)

From  To

8. Have you reported the injury/exposure to

your  employer? Yes  r No  r 
9. The injury or disease was first reported to 

employer on (yyyy-mm-dd)

(please check one) 

TO: First aid  r     Supervisor  r     Office  r
Other  r  (please specify)

10. Name of person reported to

11. If no, provide reason for not reporting to your employer

12. Describe how the incident happened 13. Describe the injury in detail (what part of the body was injured)

14. Side of body injured

Left  r Right  r Both  r Not applicable  r 
15. Describe the work incident location (address, city, province) and where incident occurred (e.g. shop floor, lunchroom, parking lot)

16. Did your injury(ies) or exposure result from a specific incident? Yes  r No  r

17. Contributing factors — select AT LEAST ONE, and as many as applicable

Lifting r lb  r   kg  r 
Animal bite r

Overexertion r  Struck r 
Assault r

Repetitive (activity repeated over and over again) r  Crush r 
Motor vehicle accident r

Slip or trip r Sharp edge r 
Unsure/other (please explain below) r

Twist r Fire or explosion r
Fall  r Harmful substance in the work environment r

18. Were there any witnesses?

Yes  r          No  r
19. Did the incident occur in British Columbia?

Yes  r          No  r
20. Were your actions at time of injury for your employer’s business?

Yes  r          No  r
21. Did the incident occur on employer’s premises or an authorized worksite?

Yes  r          No  r
22. Did the incident occur during your normal shift?

Yes  r          No  r
23. Were you performing your regular work duties at the time of the incident?

Yes  r          No  r
24. Did you receive first aid?

Yes  r          No  r Date  (yyyy-mm-dd) 

If yes, please provide first aid attendant name (if known)

25. Did you go to hospital, clinic, or visit a physician or qualified practitioner?

Yes  r          No  r Date  (yyyy-mm-dd)

If yes, please provide provider name (if known)

If yes, please provide provider address (if known)

26. Prior to this incident, did you have any recent pain or disability in the area of your injury?

Yes  r          No  r
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Application for Compensation and Report of

Injury or Occupational Disease (continued)

Worker last name First name Middle initial WorkSafeBC claim number

Social insurance number Personal health number from BC CareCard

Wage information

27. Did you miss work beyond the date of injury or exposure?

Yes  r          No  r
If NO WORK WAS MISSED and NO CHANGE to duties/pay, proceed to bottom of page 

to sign, date, and submit this report. If WORK WAS MISSED or if duties/pay have been 

MODIFIED, please answer ALL questions on this form.

28. What is your current base salary amount for this employment position at the time of injury $ Hourly  r      Daily  r      Weekly  r      Monthly  r      Yearly  r

29. Please provide total gross amount of earnings you receive from other employers $ Hourly  r      Daily  r      Weekly  r      Monthly  r      Yearly  r
30. Do you receive other amounts of compensation in addition to base salary?

Yes  r          No  r
Do you receive vacation pay on every cheque?          Yes  r          No  r
If yes, vacation pay %

Please select check boxes for any of the following amounts you receive in addition to 
base salary AND provide the amount:

Tips and gratuities r $ Room and board r $

Shift differential r $  Other r $ 

Overtime  r $ 

31. If you are disabled from work, will you continue to receive:
Base salary? Yes r No  r
Other amounts of compensation in addtion to base salary? Yes  r No  r
Will you continue to receive vacation pay on every cheque? Yes  r No  r
If yes, vacation pay %

Please select check boxes for any of the following amounts you will continue to receive 
in addition to base salary AND provide the amount:

Tips and gratuities r $ Room and board r $

Shift differential r $  Other r $ 

Overtime  r $ 

32. Provide your gross earnings for the past 3 months or 12 weeks prior to the date of injury or exposure     $ 3 months  r 12 weeks  r
33. Do you work a fixed-shift rotation?

Yes  r          No  r
34. If no, please explain

35. If yes, show your normal work week by
entering the paid hours

Sun Mon Tue Wed Thu Fri Sat

36. Did you continue to work past day of injury?

Yes  r          No  r
37. Last day worked (yyyy-mm-dd)

38. Number of hours you were scheduled to work on 
last day worked

39. Number of hours you worked on last day worked 40. Number of hours paid by your employer on 
last day worked

Return-to-work information

41. Have you returned to work?

Yes  r          No  r
42. If YES: Date you returned to work (yyyy-mm-dd)

Since the return to work, has there been any change to your work duties or will there 
Yes  r No  r

be any change to your hours of work, your work schedule, or your rate of pay?

43. If NO: Does your employer have any modified or transitional duties available?

Yes  r No  r 
Have the modified or transitional duties been offered to you?

Yes  r No  r

44. If yes, please describe modified or transitional duties

PLEASE READ CAREFULLY: 

I declare all the information I have given on this report is true and correct, and I elect to claim compensation for the above-mentioned injuries or 

disease. I understand it is a serious offence to knowingly make a false claim or to work and earn income while receiving workers’ compensation 

benefits without advising WorkSafeBC (the Workers’ Compensation Board). I authorize WorkSafeBC and the Workers’ Compensation Appeal 

Tribunal to view or obtain a copy of records pertaining to my examination, treatment, history, and employment from any source whatsoever, including 

records of physicians, qualified practitioners, medical insurers, hospitals, and any employer. I understand the information is collected, used, and 

disclosed under the authority of the Workers Compensation Act and the Freedom of Information and Protection of Privacy Act. I acknowledge that 

WorkSafeBC may obtain and disclose information from my claim to my employer for the purpose of appeal, or may disclose such information to others 

in accordance with the law, including the Workers Compensation Act and the Freedom of Information and Protection of Privacy Act.

45. Worker signature 46. Date of report (yyyy-mm-dd)
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WorkSafeBC collects information on this form for the purposes of administering and enforcing the Workers Compensation Act. That Act, along with the Freedom of Information and 

Protection of Privacy Act, constitutes the authority to collect such information. To learn more about the collection of personal information, contact WorkSafeBC’s freedom of information 

coordinator at PO Box 2310 Stn Terminal, Vancouver BC, V6B 3W5, or call 604.279.8171. 



 

RETURNING TO WORK 

RETURNING TO WORK – Weekly Indemnity / Short Term Disability 

When you are ready to return to work (regular or modified duties) please visit your Attending Physician for the 

completion of a ‘Return to Work / Medical Form’ (obtained from your employer). To facilitate an efficient and 

appropriate return, please ensure this form is forwarded to Human Resources as soon as possible before you return 

to work. 

RETURNING TO WORK – Workers’ Compensation (WorkSafeBC) 

When seeking medical attention due to an occupational injury / illness. It is expected that you will discuss a return 

to either regular or modified duties with the Medical Practitioner. If there are any limitations / restrictions, the 

completion of a “Return to Work Form” by the Medical Practitioner is required. The USW has trained representatives 

that are available to assist you when requested. You are encouraged to reach out to your representative early in 

your injury/illness. 

 

IMPORTANT INFORMATION REGARDING THE RETURN TO WORK FORM 

A Physician’s report will normally be required if an employee has been absent from work for any of the following 

reasons:   

 Suffered any workplace compensable injury 

 Suffered any back injury 

 Suffered from any medical problems which required hospitalization and/or surgery 

 Been confined with any contagious disease 

 Been absent for medical reasons for which documentation is requested 

 Been required under the Attendance Management Policy to produce an appropriately dated Physician’s 

report 

 If requested by your immediate Supervisor and/or Superintendent 

 Has an unresolved medical condition or prescription medication that may affect safety 

 Requires modified duties 

The Physician’s report can consist of one or both of the following: 

 A Physician’s note indicating the exact return to work date, a list of limitations and the duration of these 

limitations (if applicable) and an indication of a return to regular duties or modified duties 

 Completion of Teck Highland Valley Copper Partnership’s Return to Work Form which can be obtained 

through Human Resources. 
 

Please note that a Physician’s report or a RTW Form should be completed when an employee is ready to return to 

work, but a RTW Form can also be used as medical documentation to support your absence when an update is 

needed.  Any fees associated with the completion of a Physician’s report or a RTW Form should be forwarded to 

Human Resources for payment or reimbursement. 

In any of the instances listed above, the employee must contact Human Resources and be cleared by Human 

Resources before reporting to regular or modified duties. This is to ensure that a thorough assessment of the 

employee’s capabilities and/or limitations can be achieved, thereby increasing the likelihood of a successful return 

to productive employment for both the employee and the Company.   

**MOST IMPORTANTLY** 

The Return to Work form is not accepted by Sun Life as medical documentation. 



  

Teck Highland Valley Copper Partnership 

 

RETURN TO WORK / STAY AT WORK / MEDICAL FORM 

                 (Strictly Confidential)                              
Phone: (250) 523-3300 (Occupational) or (250) 523-3226 (Non-Occupational) Fax: (250) 523-3367 

 

PLEASE NOTE: THIS DOCUMENT WILL NOT BE ACCEPTED BY SUNLIFE AS MEDICAL DOCUMENTATION 
For assistance please contact Victoria Rabbitt (Victoria.Rabbitt@teck.com / 250.523.3226) 

 

SECTION A:  (To be completed by employee) 

 
                

 EMPLOYEE NAME (please print)      EMPLOYEE NUMBER 
  
                

 EMPLOYEE SIGNATURE              DATE 
By my signature, I authorize TECK HVC PARTNERSHIP to contact my Attending Physician with regards to the information on this form. 

SECTION B:  (To be discussed with patient and completed by Physician) 
 

Date of first visit for present period of sickness / absence: DAY:  MONTH:  YEAR:   
 

ABSENCE DUE TO:  NON-OCCUPATIONAL   OCCUPATIONAL 
      INJURY / ILLNESS     INJURY / ILLNESS 
Patient’s prognosis:             
              ______ 
Currently prescribed medications which may affect ability to work or operate machinery:     
                
 

 

RETURN TO WORK STATUS: 
   REGULAR DUTY                                   RETURN TO WORK DATE:       
   MODIFIED DUTY (as described below)   

 

SECTION C:  Patient is NOT capable of:                  COMMENTS 
Completion of this section will enable us to facilitate the employee’s safe return to work. Where necessary, please expand on restrictions listed. 
 

      Standing:               
      Sitting:                                        
      Walking: Flat Ground                                     
      Walking:  Uneven Ground                                     
      Repetitive use of injured area:            
      Repetitive bending:             
      Lifting:                           (Max. Wt.          )          
      Carrying: (Max. Wt.          )           
      Pushing:   (Max. Wt.          )          
      Pulling:   (Max. Wt.          )          
      Climbing ladders:                     
      Using stairs:             
      Working at heights:             
      Exposure of Injury: To Heat:           
    To Cold:           
    To Dust:           
    To Wet:           
      Operation of heavy equipment:                        
      Operation of motor vehicle:                   

 
Limitations / Restrictions in effect until:     ______________________________________________ 
 
Follow up appointment:          None required        Date of Next Appointment __________________ 
 
        DATE:        
 PHYSICIAN’S NAME (PLEASE PRINT) 
        TELEPHONE NUMBER:      
 SIGNATURE OF ATTENDING PHYSICIAN 

mailto:Victoria.Rabbitt@teck


 

MODIFIED WORK CENTRE (MWC) 

Resources 

Members of the Disability Management Team and the Disability Management Committee are available to assist 

with an employee’s return to work. Limited medical supplies (i.e. braces, supports, bandages) are available as well 

as a rehabilitation room containing exercise equipment (i.e. treadmills, bikes, weights) and rubber flooring / mats, 

allowing employees to do rehabilitation exercises. 

  

Essential Job Demands 

Temporary accommodations are available to all but the totally disabled. As such, the only job demand is that the 

employee be able to participate in suitable and productive work. 

  

Tasks Available 

Modified tasks, which require no technical or special skills to perform, are primarily sedentary in nature and involve 

limited to no walking on uneven ground, no heavy lifting / carrying / pushing / pulling or climbing of ladders or stairs. 

  

Schedule 

The Centre operates Monday to Thursday 7:00 am to 5:00 pm. A graduated work week / hours are available, as well 

as a gradual increase in hours as the employee returns to their regular department. 

  

Safety Concerns 

The Modified Work Centre is kept as dust free and dry as possible (contains a heating system). In addition to a level 

entry and egress, the Centre has a hard (concrete) level walking surface and no stairs (for those requiring a walking 

aid). The Centre also has a “PPE Free” area for those unable to wear Personal Protective Equipment (i.e. hard hat, 

safety glasses, steel toed boots)  

 

If you have any questions, please do not hesitate to contact: 

Bruce Halliburton – Modified Work Centre Supervisor  250.523.3300 Bruce.Halliburton@teck.com 

Victoria Rabbitt – HR Analyst 250.523.3226 Victoria.Rabbitt@teck.com 

 

Task Examples: 

  

Administrative:  Photocopying/Scanning  

Laminating 

 Label making / Engraving 

 Data entry 

 Large mailings 

  

Carpentry: Cable stand construction 

 Stake sharpening 

  

Recycling: Computer / E-waste 

 Light bulbs 

 Pop bottle / cans 

 Toner cartridges 

 Metal / Cardboard 

  

  

 

 

 

Rebuilding  Boot boys 

Refurbishing  Hand tools 

Constructing: Beacon lights 

 Miscellaneous parts 

 Buggy whips 

  

Transportation: Site tours 

 Other employees from site 

  

Department Fire extinguishers  

Assistance: Painting 

 Monitoring tasks 

 Sorting / delivery of rainwear 

 

 

 

 



  

 Highland Valley Copper Operations 

  P.O. Box 1500                                                                      +1 250 523 2443 Tel    
  Logan Lake, B.C. Canada  V0K 1W0                                                                             www.teck.com     

          

  

 Attention: Attending Physician 

 

Re: Modified Duties – Limitations / Restrictions 

      

Your patient has sustained an occupational / non-occupational injury or illness which has required them to 

seek medical attention.  

 

With this letter we wish to advise that modified duties, in keeping with the associated limitations / restrictions, 

are immediately available either in the originating department or in our Modified Work Centre. 

 

In the Modified Work Centre your patient would be assigned duties that were primarily sedentary in nature and 

involve limited to no walking on uneven ground, no heavy lifting/carrying/pushing/pulling or climbing of ladders 

or stairs. In addition, the opportunity to change positions (i.e. sit or stand), perform rehabilitation exercises (ice 

and elevation if needed), attend physiotherapy (if applicable) and take breaks as required would be provided. It 

should also be noted that the Centre is designed with a hard (concrete) level walking surface as well as a level 

entry and exit which allows accommodations for those individuals requiring the use of crutches. Work stations 

are also offered to those unable to wear safety boots. In addition, transportation to and from the Modified Work 

Centre from our security gate will be made available.  

 

During their stay in the Modified Work Centre, the patient would receive their regular hourly base rate.  It 
should be noted that the hours in the Centre are Monday – Thursday (7:00 a.m. – 5:00 p.m.).   

 

Please advise, based on your knowledge of your patient’s current limitations / restrictions, if you consider them 

to be a suitable candidate to return to work in the Modified Work Centre. Completion of the attached form 

would be greatly appreciated as it will allow us to ensure that the duties assigned will not negatively affect their 

full and complete recovery.  

 

Thank you very much for your assistance and do not hesitate to submit an invoice for your time.  

 

In addition, please feel free to contact the writer should you have any questions/concerns or if you would be 

interested in a tour of the Modified Work Centre and/or the Teck Highland Valley Copper Partnership work site.  

 

 

Teck Highland Valley Copper Partnership 

 

 

 

Bruce Halliburton                                        Victoria Rabbitt 

Supervisor, Modified Work Centre   Human Resources Analyst 

Phone: 250-523-3300     Phone: 250-523-3226 

Fax: 250-523-3367     Fax: 250-523-3367 

Email: Bruce.Halliburton@teck.com   Email: Victoria.Rabbitt@teck.com  
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mailto:Victoria.Rabbitt@teck.com


 

 

MENTAL HEALTH RESOURCES – AT A GLANCE 

 
 

Shepell Employee Family Assistance Program (EFAP) 

Immediate and confidential help for any work, health or life concern 

o 1-800-387-4765 

o www.workhealthlife.com 

 

24-Hour Crisis Line 

24/7 phone support and referral service proving confidential and non-judgmental emotional support 

o 1-888-353-CARE (1-888-353-2273) 

o You don’t need to be in crisis to call 

 

Canadian Mental Health Association (CMHA) 

o www.cmha.ca 

o 250-374-0440 (Kamloops) 

o 250-832-8477 (Salmon Arm) 

o 250-542-3114 (Vernon) 

o 250-861-3644 (Kelowna) 

 

Bounce Back ®: For adults and youth 

Teaches effective skills to help individuals overcome symptoms of mild to moderate depression or 

anxiety, and improve their mental health 

o Bounce Back today video – www.bouncebackvideo.ca  

o Bounce Back Coaching – Talk to Medical practitioner  to request referral 

o Bounce Back Online - www.bouncebackonline.ca  

 

bc211 

Provides information and referral regarding community, government and social services in BC  

o www.bc211.ca  

o Helplines 

 2-1-1 (confidential telephone and texting service providing free information and referral) 

 VictimLinkBC 1-800-563-0808  

 BC Gambling Info Line 1-888-795-6111 

 Youth Against Violence Line 1-800-680-4264 

 Alcohol & Drug Information and Referral Service 1-800-663-1441 

 

RCMP 

o 250-828-3000 (Kamloops) 

o 250-378-4262 (Merritt) 

o 250-523-6222 (Logan Lake) 

o 250-453-2216 (Ashcroft) 

 

http://www.workhealthlife.com/
http://www.cmha.ca/
http://www.bouncebackvideo.ca/
http://www.bouncebackonline.ca/
http://www.bc211.ca/








 

 

DISABILITY MANAGEMENT COMMITTEE MEMBERS 

 

NAME: PHONE: EMAIL: 

Bruce Halliburton 250.523.3300 Bruce.Halliburton@teck.com  

Victoria Rabbitt 250.523.3226 Victoria.Rabbitt@teck.com 

Jennifer Rogowski 250.523.3868 Jennifer.Rogowski@teck.com 

Kyle Wolff 250.851.1278 president@usw7619.com 

Colin Dawes 250.523.3412 Colin.Dawes@teck.com 

Laura Drennan 250.523.3754 Laura.Drennan@teck.com 

Chad Lindsey 250.523.3533 Chad.Lindsey@teck.com 

Jeff Jewell 250.523.3533 Jeff.Jewell@teck.com 

Duane Mahar 250.523.3310 Duane.Mahar@teck.com 

Jason Thomas 250.828.2860 Jasonthomas.wbc@gmail.com 

 250.819.1983  

 

 

MENTAL HEALTH COMMITTEE 

NAME PHONE EMAIL 

Scott Casey 250.320.0721 Scottyjames1967@gmail.com  

Kyle Wolff 250.851.1278 president@usw7619.com   

Iain Thistlethewaite 250.819.8915 goodtwiniain@hotmail.com  

Mike Fenrich 250.319.7687 Mike.Fenrich@teck.com  

Melanie McConnell 250.819.1005 Melanierose1@gmail.com 

Candace Droder 250.523.3260 Candace.Droder@teck.com  
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