
 
FILE SUMMARY FORM 

 
 

 
Employee Name: 

  
Position/EFT: 

 

 
Site: 

  
Supervisor: 

 

 
Claim #: 

   

☐ WCB ☐ MPI  ☐ HEB  ☐ CL  Income Protection    ☐ Yes    ☐ No 

Date of Initial Leave of Absence: 
 

 

Date of Work-Related Injury: 
 

 

Date of RTW Modified Duties: 
 

 

Date of RTW Full Duties: 
 

  

Permanent Restrictions: 

 

 

 

Comments: 

 

 

 

 

 
File Closure Date: 

   

 
Manager Signature: 

  
Date: 
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