
Please fax completed form to 604 276-3195 or toll-free 1 888 922-3299.  
For further information, please contact Health Care Services at 604 232-7787  
or  toll-free 1 888 967-5377, ext. 7787.

Worker information

Worker’s last name First name Middle initial WorkSafeBC (WCB) claim number

Worker’s home address (where service is provided)

Phone number 
(                  )

Birth date
yyyy-mm-dd

Agency information

Agency name and contact person WorkSafeBC payee number

Mailing address

Phone number 
(                  )

Fax number 
(                  )

Service information

Invoice period
(yyyy-mm-dd)	 From	 To

Number of hours authorized per week

Date 
(yyyy-mm-dd)

Fee 
item 
code

Service 
type 

(e.g. CHW)
Service 

time
Number 
of Hours

Hourly 
rate Total Comments

TOTAL — — — — —

Workers’ Compensation Board of B.C. 83M14 (06/06)   Page 1 of 1

If additional space is required, please submit a second invoice (form 83M14).Date: SERVICE DATE

Home Care Services — 
Invoice

Mailing address:   
PO Box 94460 Stn Main 
Richmond BC   V6Y 2V6

Number of pages sent

 of 

Personal information on this form is collected for the purposes of administering a worker’s compensation claim by WorkSafeBC in accordance with the Workers Compensation Act and the 
Freedom of Information and Protection of Privacy Act. For further information about the collection of personal information, please contact WorkSafeBC’s Freedom of Information Coordinator 
at PO Box 2310 Stn Terminal, Vancouver BC, V6B 3W5, or telephone 604 279-8171.

PLEASE NOTE
Please double-click
the yellow note for
helpful information.


TIPS
Fillable PDF
- Click in a field and tab to other fields OR click in the individual fields to enter text
- Always tab or return after filling in a field
- Checkboxes toggle off and on by clicking in the box
- Unless you have the full version of Adobe Acrobat, you won't be able to save the filled-in document
- With the free Acrobat Reader software, you will only be able to fill in the form and PRINT it, but will not be able to SAVE
- Once printed, please check that the form is filled out correctly
Thank you.
- The "RESET" button will clear all data entered
- Printing tip: When printing, do not use page scaling, i.e. de-select shrinking or fit to paper so that the document is not reduced in size
- To close this box, click in the appropriate corner
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