
Employer’s 
SERVICE REQUEST & 
AUTHORIZATION

The Advisor Office (AO) for Alberta Workers’ Compensation can provide advice about the WCB decision you are 
questioning, and your options for appealing. The AO can formally represent you at all levels of the WCB appeals 
process – WCB Customer Service, Dispute Resolution and Decision Review Body, and the Appeals Commission.

This form, when signed, allows the AO to gather information about your WCB claim(s) or account. You give the AO 
permission to represent you and speak with or write to WCB or about your claim(s) or account. Failure to complete 
all sections of this form may result in service delays.

Legal Name of Employer WCB Account # 

Industry Code Industry Classification 

Address City Province Postal Code 

Telephone Number Fax Number 

Name Title

Telephone Number Email 

Name Title 

Telephone Number Email

A. Employer Information
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I authorize the AO to represent me with respect to: (Select one of the following)

All account matters and claims matters: past, 
present, and future Allows the AO to represent  
you in all account matters and claim(s) matters.

All account matters: past, present, and future  
Only account matters, including cost relief. Claim(s) 
files may be released for cost relief requests only.  
Does not include claim(s) representation.

All claims: past, present, and future Only claim(s) 
matters. Does not include account representation.

Only the claim set out in Part C Allows the AO to 
represent you only on the claim in Part C, but no other 
claim(s) without further authorization.

B. Scope of Representation

Protected B When Completed



EDMONTON  #200, 10405 Jasper Avenue, Edmonton, Alberta T5J 3N4 • Tel: 1-866-427-0115 • Fax: 780-638-2328 
CALGARY  #602, 1701 Centre Street NW, Calgary, Alberta T2E 7Y2 • Tel: 1-866-427-0115 • Fax: 780-638-2328

Worker’s First Name Worker’s Last Name

Claim Number(s) Decision Date(s)  

What decision(s) do you want to review or appeal?

Name     Signature Date

C. Details about the Claim

D. Authorization to Collect Information from Workers’ Compensation Board
By signing, I authorize the AO to collect information, including personal information, about my account and 
claim(s) verbally, electronically, in writing, or in person from WCB for reviewing or appealing a WCB decision and 
providing advisory services. I authorize WCB to disclose personal information to the AO that is necessary for the 
purpose of providing appeals and advocacy services. This includes, but is not limited to, obtaining a copy of my 
account and claim files and copies of correspondence sent to me by WCB.

E. Term of Authorization
• This authorization will remain in effect for 3 years from the date signed below, unless you rescind it before. To

change your authorization, you must notify the AO at advisoroffice@gov.ab.ca.
• Should you require further assistance on this matter or another matter following the expiry of this authorization,

you must submit a new authorization form. We will contact you to update the authorization form about 3 months
before it is set to expire.

F. Protection of Privacy
The AO collects and manages personal information under the authority of the Protection of Privacy Act, SA 
2024, c P-28.5, s 4(c). The AO will use your personal information for the purpose of reviewing claim(s) within 
Alberta’s workers’ compensation system. The information will also be used for providing appeals advisory 
services on your WCB matter.
Your personal information may also be used to contact you to complete a survey. The AO will not use or disclose 
your personal information for any other purpose without your written consent or, unless required to do so by law. 
Should you have any questions pertaining to the collection of your personal information, please contact the AO 
toll-free at 1-866-427-0115, or advisoroffice@gov.ab.ca. 

G. Service Commitment
I have read the AO Service Commitment and I acknowledge the terms set out in it.

H. Authorization
I confirm that: 
• I am the Primary Account Holder for the Employer;
• I have the authority to sign this form on behalf of the Employer; and
• I agree to the terms set out in this Service Request and Authorization.

EMPLOYER’S SERVICE REQUEST 
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