
Section A- Worker/Employer information

The worker and the employer complete this section. Proper identification, including names, 
addresses and phone numbers will help the WSIB process the information quickly and efficiently. 

Section A.1. Type of Job at time of Accident

In order to plan return to work, all parties need to understand exactly what the worker was doing 
at the time of the injury or illness. The employer should include a detailed job description and, if 
available, a Physical Demands Analysis (PDA) for the worker’s job. If there is no PDA available for 
the job, the employer may wish to use the WSIB’s Physical Demands Information Form (PDIF - 
available on the WSIB website under “Employer Forms”).  

Please ensure that all areas of injury/illness are noted in this section of the FAF. 

Section A.2. Discussion of Return to Work between the employer and worker

Return to work is a shared responsibility, primarily between the worker and employer. In this section 
of the form, the employer should indicate whether return to work discussions have taken place with 
the worker. If not, the date on which a return to work discussion will take place should be noted. By 
the employer and worker discussing RTW, the process of communication and cooperation that is 
essential in getting a mutually agreeable RTW plan begins. 

A.3. Name of Employer contact

The name and position of the employer contact is important for communication between the 
worker, employer, the WSIB and the health professional. Please indicate the person who is the 
central contact in coordinating the Return to Work plan at the workplace.

Section B-Signature of the Worker

The worker is obligated to provide consent for the release of the functional abilities information 
to the employer. The worker should sign and date the form. This ensures that the worker consents 
to and understands the reason why the FAF information will be shared with the employer and the 
WSIB. It is important for the employer to explain to the worker that the shared information pertains 
only to his/her functional abilities as outlined on the form. No medical information is to appear on 
the form. It is helpful for clarity of information if the employer discusses RTW and ensures that the 
worker signs the FAF before it goes to the health care profesional. 

Completing the  

Functional Abilities Form (FAF)
for Planning Early and Safe Return to Work

W
O

RK
ER

/E
M

PL
O

YE
R

Mail to:

200 Front Street West
Toronto  ON  M5V 3J1

or Fax to:

416 344-4684
OR 1-888-313-7373

Functional Abilities Form
                             for Planning Early
                 and Safe Return to Work

Claim No.FAFPlease PRINT in black ink

A.  Section A to be completed by the employer and/or worker.

First NameWorker's Last Name Telephone

(              )

City/TownAddress  (no., street, apt.) Province Postal Code

Employer's Name Date of Birth
(dd/mm/yyyy)

Full Address (No., Street, Apt.) Date of Accident/
Awareness of Illness
(dd/mm/yyyy)

City/Town Prov. Postal Code

Employer
Telephone

(              )

Employer
Fax No.

(              )

fo
ld

Area(s) of injury(ies)/illness(es)1.  Type of job at time of accident (where available, please attach description of job activities)

fo
ld

dd           mm                 yyyy2.  Have the worker and the employer discussed Return To Work lf no, will be discussed on

yes no

3.  Employer contact name Position

B. Worker's Signature

By signing below, I am authorizing any health professional who treats me to provide me, my employer and the Workplace Safety and Insurance Board (WSIB) with

information about my functional abilities on the WSIB's "Functional Abilities for Planning Early and Safe Return to Work" form.

dd           mm                 yyyySignature Date

C. Health Professional's Billing Information
    For billing purposes fax or mail pages 2 and 3 to the WSIB.

INFORMATION IN SHADED AREAS SHOULD NOT BE PROVIDED TO THE WORKER OR EMPLOYER

Health Professional's Designation

Chiropractor Physician Physiotherapist Registered Nurse (Extended Class) Other

Are you registered
with the WSIB? 

WSIB Provider ID.Yes Please enter the nine digit WSIB Provider ID. in the box provided ä
No Please call 1 - 800-569-7919 to register

Health Professional's Name (please print) Service Code

901

Address (No. Street, Apt.) Your Invoice Number

Province Postal Code FaxCity/Town

(                   )

I hereby declare that the information being submitted in Sections C, D, E and F of this form is true and complete.  It is an
offense to knowingly make a false or misleading statement or representation to the WSIB.

dd           mm                 yyyyTelephone DateHealth Professional's Signature

(                    )
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Section C

This section requires information from the health professional for billing purposes. It should be mailed or 
faxed to the WSIB at the address/fax number listed on the front of the FAF. The completion of this form 
does not replace clinical reporting requirements to the WSIB. For privacy reasons, diagnostic information 
must never be provided on this form. The information in the shaded area of the billing section should also 
remain confidential to protect the health care provider’s privacy.

Section D & E

These sections of the form are where the health professional identifies the worker’s overall functional 
abilities. This information is critical for the employer and worker to be able to plan an early, safe, and 
successful RTW. Please complete this section in as much detail as possible so that the worker and employer 
can identify suitable work that can contribute to the worker’s active recovery in the workplace. With 
detailed information about the worker’s ability to lift, walk, stand, etc., the employer can identify possible 
job accommodations as part of a phased return to work while the worker continues to recover from the 
workplace injury/illness.

H
EA

LT
H

 P
RO

FE
SS

IO
N

A
L

Mail to:

200 Front Street West
Toronto  ON  M5V 3J1

or Fax to:

416 344-4684
OR 1-888-313-7373

Functional Abilities Form
                             for Planning Early
                 and Safe Return to Work

Claim No.FAFPlease PRINT in black ink

A.  Section A to be completed by the employer and/or worker.

First NameWorker's Last Name Telephone

(              )

City/TownAddress  (no., street, apt.) Province Postal Code

Employer's Name Date of Birth
(dd/mm/yyyy)

Full Address (No., Street, Apt.) Date of Accident/
Awareness of Illness
(dd/mm/yyyy)

City/Town Prov. Postal Code

Employer
Telephone

(              )

Employer
Fax No.

(              )

fo
ld

Area(s) of injury(ies)/illness(es)1.  Type of job at time of accident (where available, please attach description of job activities)

fo
ld

dd           mm                 yyyy2.  Have the worker and the employer discussed Return To Work lf no, will be discussed on

yes no

3.  Employer contact name Position

B. Worker's Signature

By signing below, I am authorizing any health professional who treats me to provide me, my employer and the Workplace Safety and Insurance Board (WSIB) with

information about my functional abilities on the WSIB's "Functional Abilities for Planning Early and Safe Return to Work" form.

dd           mm                 yyyySignature Date

C. Health Professional's Billing Information
    For billing purposes fax or mail pages 2 and 3 to the WSIB.

INFORMATION IN SHADED AREAS SHOULD NOT BE PROVIDED TO THE WORKER OR EMPLOYER

Health Professional's Designation

Chiropractor Physician Physiotherapist Registered Nurse (Extended Class) Other

Are you registered
with the WSIB? 

WSIB Provider ID.Yes Please enter the nine digit WSIB Provider ID. in the box provided ä
No Please call 1 - 800-569-7919 to register

Health Professional's Name (please print) Service Code

901

Address (No. Street, Apt.) Your Invoice Number

Province Postal Code FaxCity/Town

(                   )

I hereby declare that the information being submitted in Sections C, D, E and F of this form is true and complete.  It is an
offense to knowingly make a false or misleading statement or representation to the WSIB.

dd           mm                 yyyyTelephone DateHealth Professional's Signature

(                    )

page 2 of 42647A (07/06)



If the worker is physically unable to return to work and requires additional time to heal, proceed to  
Section F and provide the date at which the worker’s condition will be re-assessed. 

Section E5

The health professional has an important role in the return to work process and can assist the worker 
in feeling comfortable about the importance and value of early and safe return to regular life activities, 
including returning to work. 

Section E6

Please indicate here what hours and start date are recommended for the RTW Plan. 

Section F
Please indicate date of next appointment for follow-up. This will help the employer in the process of the 
RTW planning and evaluation of success.
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For additional information or assistance, please contact your 
adjudicator or refer to www.wsib.on.ca.

Notes:


