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Contributor's Canadian Social Insurance Number
BARRED D + 5 OHEEES
] | ] ] ] ]
Contributor's Family Name Contributor's Given Name
RRIEED 1 BIREED B

Information about Your Education, Work History, Benefit History and Medical Condition
FE- BE- 2468 @RRECET S HH)

Education
ZE
1. What was the highest grade you completed in school? | 2. Have you attended a college or university? [] Yes [] No
BAReEsE KE, fEX, FFPERICMFELELEN 2 (F0 ARV
If "Yes", please give number of years or diploma/degree obtained.
I v 0FEE. EERIEUSRR 2k fE8lL T 2Ly,
3. Have you ever had any technical or trade training or apprenticeship? Yes No
CNE THIT BEEIEIRTE BRI ABN ETH L0 s O e

If "Yes", please state type.

V) 05s, Z0iEEE BRL TS,

4. In the last two years, have you been involved in any technical or trade training, apprenticeship or educational upgrading? Yes No
BE2EMEIC A HRElE, EEXEFAMETZL0ICSmL e B EIh? (&L (ATAV-4
If "Yes", please provide dates, name and address of school(s), type of program.
I L] 0FE. Bt FHROLMRGER. 7075 LoTEEz B8l T EE W,
Name of School(s) / 444 Address of School(s) / 240 47T Type of Program /¥ 5'5 [\ () F&%E Date / H{s

5. Do you have plans for training or upgrading? Yes If you said "Yes", please explain.
IEXEENALEDFHENHD FTH 2 (&L L\L\z FFL) OBEICEEERBAL TCES W

Work History / B&E

6. WORKING AT TIME OF APPLICATION / BRE&RD migsAin

Are you working at the present time? > I:' Yes > If you said "No", please go to question 7.

BESHLTLETH 2 g0 Dot [ WX | OBEICIER7C#A T BED,

If you said "Yes", please give the following details: D Employee |:| Self-Employed Volunteer

M) OZEICIE RO FHBIERE REL T 281 WRFRE El=E =5 NoUT47T

Type of Work: Full-Time |:| Part-Time Seasonal

HE0EE: A4 L N=h54 L FHEIEE

Number of holJr§ per day: Nuqu[ of days per week: Salary per hour: or per day:

—B& D OmFHHE: BN I EE: ST X($ B
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Work History (continued)
BE( #%%)

7. NOT WORKING AT TIME OF APPLICATION / BREERC st 0 TULVE MBS

a) State the name and address of your most recent employer. / &80 ERS D F R {EFT

Name / &Ff

Address / {¥F

b) Date work started (with your most recent employer):

FAFIBREAR( B3R ERE)

Year | & Month / B Year/ & Month /A Day/H

Date work stopped (last day with your most recent employer):

AFFLR ( EAD ERET OB HREE)

€) What kind of work did you do?
575 o =1EL 7= B

Why did you stop working?

8. Have you done any other type of work in the last five years?

BESFHIC RO FEE LE LD ?

Year / 4 Month /g

Yes No _ If you said, "Yes", list type of work and dates (include any work done outside of Canada).
B = wnz [ F0 1 0BE. BB BT S8 TCES ) (DT BATO4EE 8E)
Year / Month /g

- rom/BlsE| | ) 4 | ) | wreTE]
2 from/gea| | 4 4 | ) | wierE|
3. from / BESAHE | [ | ] | [ | to/$&TH | [
: fom/pgsE| | | o | wrwTE|
> from / B4R A | [ | ] | [ | to/#TH | |

Self-Employed
BE

Note: If you are not self-employed, please go to question 15.
I: BETRABVESICEEMISCENTS ES L,

9. Please describe your business, including number of employees. / 0 AR ( #tE£E#%E 20) AL T &Ly,

10. When did you start the business? 11. What type of work did you do in the business?
T RESHLREHA LEBECH I HEORE
Year / 4 Month / §
| 1 1 1 | 1 |
12. Is the business operating at the present time? I:‘ Yes No
T DEFIBTEL ML CLETH? [F0y Wz
e . ”
If you sayd No ;Xhat has ha?;jened to the business? 3 D Sold D Rented |:| Profit Sharing |:| Transferred |:| Other
FWWA] OFE, EBREIESBOELEN? =4 =5 FIZSHER s 204
If you said "Yes", are you working in the business? 3 Yes No _
s \ A
[V 0BA. BHEEC OBETHHLTLNETH 2 L Lz
What type of work are you doing?
ENREAVBBFECTH ?
If you are not working in the business, how does it operate?
COBETHHFLTVEBMES, TOBEREDLS [EESNhTWETM?
13. What was the latest year that an income tax return on the operation of the business was filed in your name? Year / &
LEEXOFEHBREENH B0 ZRTCRES N REO FINOTIM ?
14. Will you declare yourself as self-employed for income tax purposes this year? Yes No
SENFSHIBEEREC LTRELEIN? (F0 ARV




Other Work Activity
€ O o FHEiES

15. In the past two years, did you do any other work at the same time as your main job (such as part-time farming, night or other employment)?
BE2ERMIC, FadEe RO AE( F8, REMFIZOMOER) Z2LECERHEDFIN?
D No If you said "No", please go to question 16. Type of Work:
VLA T WNZ | OBEIC [ ERIL6IC#EA T EE L. B4TE:
|:| Yes If you said "Yes", please give the following details:

B0 r 0y 0BAIc ko SHEIEERE 12, T L,

Date Work Started: / Fi35REIARHA: Date Work Stopped: / g35{=1EH Number of Hours Worked per Day:
Year | & Month / B Year/ & Month/B Day/B | —B®HN OFHiF

Name of Employer (if applicable) / FEFASEMD &F5( 3547 3 158)

Address (No., St., Apt. No.) / {¥fff( RV ED . HEES) City, Town or Village / FifliT4}

Postal Code / EYFE= Province / i Country / E

16. Before you stopped working, did you have to do lighter or a different type of job?
PFEELT B EIC. TEOERNIBEOEEE LEINnNEEN FBATLEN?
Yes No If you said "Yes", please explain and give the date(s) if possible.

[=qA} Wz T L) 055, 5iBE L T, mTaEE S (E BT RCEL TS ES LY,

17. Has your doctor told you when you can return to work? / [EEfH b AZEICEIFCE 2 B CLWETH ?

Year | & Month /8 Day/ H
D Yes |:| No If you said "Yes", please supply date.

(&L BOZ T 0y 058, BitE L T RED, PRI I
18. Do you plan to return to work or seek work in the near future? / SELVFSEEZEIC BIRT % h XS AEEFTFHECT N ?

|:| Yes |:| No If you said "Yes", please explain, giving any known dates.

& BWOZ T FL g oBa, $88E L. Hhho TL3 BREEEL T BE L,

Benefit History

R
19. Is your present condition covered by either one of the following: / $ 737 D TR RO NFNHDRRICTE> TLFETH:
An employer's sick leave benefit? [] Yes No Any form of disability insurance? [] Yes No
ERSED fRSIRERG(T (YA RYAV2 15 h B 1O FEERES [FL RYAV4

If you said "Yes", to either of the above, please state the name of the insurance company(ies)

EEOVTNDHT 1Y) DFBACE. RSO 25 STEL TS ZE L,

Occupational Accident Insurance
FEKERER
20. Are any of your health problems covered by an occupational accident insurance?

HI37z O REERRTREID FHRRIRD BAMRICE> TWETH ?

|:| \l(;s |:| No If you said "Yes", please provide details in each case./ I [Z V] DIFE. 1T & (CE3HEE S8HL T &
W ARV S
Claim Number / S5k E= Province / | Year | & Reason/ IE[H Type of Benefit / ¥a{T0 F&48

Medical Condition
KA

21. State your: 22. What is/are your main disabling condition(s)? / 37z M ELEEIE D LD BIREETTH ?
Height: / B& Weight: / {KE




Medical Condition (continued)
BERE( &E)

23.

Do you have any other health-related conditions or impairments? / f|Z {52EEC BEEL /o REERIT HLBEREEN HD FThH 7

Tﬁs\ [] LN\?,\i If you said "Yes", please explain.

ML 0FE, IRz L T ES D,

24.

What is the approximate date that you felt you could no longer work because of your disabling medical condition? Year/ & Month / 7
EEREDLEHICHFITCELVE BUZDEVWDIETTHN ?

25.

Did your main disability result from an injury caused by an accident? / H137= ) T EELSEHC LI EECRERTIENDTIT N ?

\((ie(,s\ |:| LN\C(),\?L If you said "Yes", please supply date and describe how the accident happened and the resulting injuries.

ML 0FaE, BfEEE ., FHOED - KL 2 0BROGEZ AL T 28 L,

Year/ & Month/H Day/H

26.

Have you had to stop doing some activities such as hobbies, sports or volunteer work?

Bk, 2AR—Y, K3V T4 PREDFEHE LHBINERD FEATLEN?

|:| Tff\ |:| T?l,\i If you said "Yes", p_I‘e'ase explain and state any_dat.es you c"an remember.
M (EL 1 oBE. AL . RO HES BFESEEL T 30,

27.

Please describe any problems and/or limitations you have with the following: / kXM ZBIEIC 4 FERE( ) Mb B IBEICFEEEHL T BE Ly

Sitting / FEHCZ & Hearing/ K C &

Standing / SO & Speaking / §59°C &

Walking / ¢ Z & Remembering / BV C &

Lifing / 755 L3 - ¢ Concentrating / #0193 Z &

Carrying / 35 & Sleeping/ fR% C &

Bending / [E#d 3¢ Breathing / FEIRY 3 C &

Personal Needs (eating, washing hair, dressing, etc.) Driving a Car /| % 88593 _ &

BEEEOERE( KB, KR BRGL)

Seeing/ R3¢ Using Public Transportation / 4\ 35@HE8% FIFHT3 C &

28.

Please state the name, address and telephone number of the medical doctor who will be completing your medical report.

PUTEE SCAT B EAD KA. (EAT. BIEESE fCHlL T 2S LY,

Doctor's Full Name / EERD) K4 Telephone Number (including
area, city or regional code)

Address (No., St., Apt. No.) / {¥ff( BHEUED . HEED) City, Town or Village / ThETH | Baaars( THVEESE B)

Postal Code / #{FHRS Province / )i Country / [H [ ]

When did you first see this doctor? When was your last visit?

WZA Year/ £ Month / A 24022 Year/ & Month / B Day / B

What were the reasons for your visits? / $£z20) 12




29. Please state the names, addresses and telephone numbers of any other medical doctors or medical specialists you have seen

in the past two years (space for two doctors provided).

BE2EF (25 2T tho) EARXII ftho) EFREFIRD KA. 77, BEEESE 28l T £ WV ( BRZADD M BN £9).

1. Doctor's Full Name / EEf(D) K4

Telephone Number (including
area, city or regional code)

Address (No., St., Apt. No.) / {¥ff( FRUED . HEES)

City, Town or Village / THET#

TEES( WHIBESEAE)
[ ]

Postal Code / E}EERS

Province / jy|

Country / [H

When did you first see this doctor?

~ Year | &
#lzH |

Month / B

When was your last visit?

R0 228

Year /| & Month / A Day/ B

What were the reasons for your visits? / 5520 2

2. Doctor's Full Name / EER0) K4

Address (No., St., Apt. No.) / 1T ( ZtEU &) . AEES)

City, Town or Village / mliTt

Postal Code / #}EEHS

Province / iy

Country /

Telephone Number (including
area, city or regional code)

TEES( HIBESEAE)
[ ]

When did you first see this doctor?
Year | £

When was your last visit?

N Month / B o . Year/ & Month/ B Day/ B
#zH =ED Z2AH
I T B
What were the reasons for your visits? / 5520 2
30. In the past two years, |:| Yes |:| No If "Yes", state name and address of hospital(s) (space for two hospitals provided).
were you admitted to hospital? (=0 Wz T R OFE. FRBRUERE SE&L °< £ L ( FiR—H50 5EAR
BE2FMICABRLELRZN? W VEEXD
1. Name of Hospital
el
Hospital Address
Sl FRE)
When were you admitted? When were you discharged?
)\B%El Year/ & Month/ B Day/ H iE'Af;'EEl Year/ & Month/ B Day/ H
| 1 1 1 | 1 | 1 | 1 1 1 | 1 | 1
Please explain why you are admitted. Who was the attending doctor?
PN BLE
2. Name of Hospital
bt
Hospital Address
JlsE0 FRTEHD
When were you admitted? Year/ & Month /g Day/H When were you discharged? Year/ & Month/ B Day/ B
iBfA

AH R R

Please explain why you are admitted.

Who was the attending doctor?

NGt BLE
If there is not sufficient space to list all hospitalizations, please use a separate sheet of paper.
REARR—ZAVEY TR MES, BRRESEAL TS 7281y,
31. Please list any medications you now take. How often? What is the dosage?

BARESINT S FHlE BT ES V. REDTE, REEFEDC L VTITH?

32.

Please list any other present and/or future medical treatments, examinations or investigations.

BRI TS RU /RS FHEZT 5 6k, REXSTHEE FF TS,

33.
ostomy apparatus, prosthesis.

Please list any medical appliances you use, such as: crutches, cane, limb supports, splints, braces, wheelchair, hearing aid, heart pacemaker,

HRENERL T3 ERREZ FT TS, fl: WEER B B0 R—5— BIR, ¥T 2. BEF. #IEE. X-2A-H—-, &

ERE. &F B8

IMPORTANT / &

| agree to notify Human Resources Development Canada of any improvements in my medical condition and of any work | may undertake.

M, SEOBEREBOHERUMFCOVWTHF Y AHFAREICEMTICEICRBLET,

Signature of Contributor/Applicant

BRRE BHEEOEL

Year/ £

Month / B Day/H




