Thisform must be completed by thelacement Employer/Training Supervisod the Student Trainee.

Placement Employerthe organization where the Student Traine®isplacement
Training Superviserthe name of the supervisor/preceptor responsible foetStudent Trainee
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Last Nime: First Name:

HomeAddress (number, street, apt., suite, unit):

August2023 Pagel of3



3XW (S} CJVipE+% d (EEght side):
AXWo u vs pMEUFIvI Bz GZ ] VEIIVE 81} %0 W

E $3Z E VvC AJSv e+ «MWes No
C +U %E}A] W

t

I
Name }( t]Sv ¢« i
WY }vw

Telep

August2023 Page2 of 3



>K~rd d4EK >K~d d/D
1. Please choose one of the following indicatofdter the day of the accident/incident/awareness of illness, this
Student Trainee:
Returned to their regular placememtndhas not lost any time.

Returned toamodified work andhas not lost any time
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