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P.O. BOX 2415

EDMONTON, AB  T5J 2S5

FAX:
(780) 427-5863

1-800-661-1993
	Expression of Interest Form



PERSONAL IDENTIFICATION

	 FORMCHECKBOX 
 Mr.
    FORMCHECKBOX 
 Dr.
	First Name:      

	 FORMCHECKBOX 
 Mrs.   FORMCHECKBOX 
 Ms.
	Last Name:      

	
	Gender:   FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
(to assist with client requests)

	Profession:      


	ADDRESS

	Corporate/Business Name:      

	Street:      

	City:      
	Prov/State:      
	Country:      
	Postal Code:      

	Telephone:      
	Cell Phone:      

	Answering Service:      
	Pager:      

	Fax:      
	Email:      


	LOCATION WHERE YOU WILL BE PROVIDING SERVICES (if different from above)

	Street:      

	City:      
	Prov/State:      
	Country:      
	Postal Code:      

	Telephone:      
	Cell Phone:      

	Answering Service:      
	Pager:      

	Fax:      
	Email:      


PROFESSIONAL BACKGROUND

	EDUCATION (Please list highest degree obtained)

	Year
	Degree 
	Specialty
	University

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


	Please briefly list any additional specialized training or experience that may be relevant to your work with WCB clients.  E.G., Critical Incident Stress Debriefing (CISD)/Critical Incident Stress Management (CISM) or Eye Movement Desensitization and Re-processing (EMDR) Training, previous work with WCB clients.

	     

	     

	     

	     


	PROFESSIONAL REGISTRATION (Regulatory Body)

	Organization:      

	Date Joined:      
	Currently Registered:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


	LANGUAGES (proficient for services provision)

	1.      
	4.      

	2.      
	5.      

	3.      
	6.      


INDICATE THE TYPE OF SERVICES YOU ARE INTERESTED IN PROVIDING: 

	TYPES OF SERVICES:
	INDICATE YOUR INTEREST

	Comprehensive Psychological Assessments: 
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Neuropsychological Assessments:
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Psychological Counseling:
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


Thank you for your interest in providing services.

Please forward to

Workers Compensation Board

Health Care Services

Attention: Malcolm Wiebe
Email: malcolm.wiebe@wcb.ab.ca
Fax: 780-498-3998

Or Mail:

Workers Compensation Board

Health Care Services

131 Airport Road

Edmonton, Alberta

T5G 0W6


