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Box 2415
Edmonton, AB T5J 2S5
Fax: 780-427-5863 or 1-800-661-1993
contact.centre@wcb.ab.ca
	
	C1413
RE-EMPLOYMENT SERVICES
Computer Training Services Referral 

	WORKER DETAILS
	Provider’s reference number
Provider reference number
	WCB claim number
[Claim#]

	Surname
[Surname]
	First name and initial
[First name]
	Phone number
Phone number
	Date of birth (yyyy/mm/dd)
Date of birth

	Provider location
Provider location
	Claim owner
Claim owner
	Claim owner phone number
Claim owner phone number


[bookmark: _Hlk120787437]
SERVICE REQUEST *Indicates mandatory fields

This referral authorizes the provider to schedule the worker into the following courses.  *Please select all levels required.

☐ Pre-basic computer training – beginner level skills

☐ Basic computer training – basic level skills

☐ Intermediate computer training – intermediate level skills

☐ One-Handed Keyboarding (OHK) 

☐ Voice Recognition Training (VRT)

*Training is requested to help [First name] secure employment as [Job title]

To be successful in computer training (which may include running virtual meeting software and MS Office Suite), computer systems must meet minimum requirements. Products such as Chromebooks, do not have the processing speed or memory to efficiently run the needed programs. 

*Please select one of the two options below:

☐ Worker has confirmed that they have a computer (desktop or laptop) which includes MS Office Suite of programs and a webcam.
☐ Worker has been provided with a laptop from PC Corp

***Please complete ONLY if training is for standalone one-to-one***
If the training is for standalone one-to-one training, please indicate:

· [bookmark: _Hlk119404252]Reason for standalone: e.g. Computer training [insert what level] was requested to (insert reason for referral e.g., get basic computer skills to participate in a job search, to help increase employability, assist with modified placement, etc:
· If not a full level, what computer skills required? Please specify 
· Number of hours:  Num. of hours 
· Date of Health Care Strategy approval: Date 
***End stand alone one-to-one details***

Additional information

If none, enter “N/A”.

**For RE provider:
	RE Provider’s name:
RE provider name
	Company name
Company name
	Contact number
Contact number
	Email address
Email address



**For Claim owner:	
	Please submit referral to authorized provider by email.  Email subject line should read
[First name] [Last initial] – [Claim number]



THIS DOCUMENT MAY BE EXAMINED BY ANY PERSON WITH DIRECT INTEREST IN A CLAIM THAT IS UNDER REVIEW.
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