Westinghouse/ABB Worker Survey
Your Information
 
Last Name____________   Given Name___________ 
Maiden Name____________ (if applicable)
 
Address ________________________________________________________________street address/city/town/province)
Postal Code__________
 
Telephone Number_____________ Sex____ 
 
Date of Birth (dd/mm/yyyy) ____/____/________
(  ) male          (  ) female
 
Have you or your family member who was employed at Westinghouse/ABB been diagnosed with cancer? (  ) Yes   No  (   )
 
What type of Cancer?_____________
 
Is your physician/oncologist aware of your work experience at Westinghouse/ABB    (  ) Yes      No (   )
 
Would you be interested in participating in an Occupational Disease Intake Clinic  (   ) Yes              No (   ) 
 
Your Employer's Information
Employer's Name Westinghouse/ ABB 
Date of Hire (dd/mm/yyyy) ___/ ___/_______
Your Occupation/Job Title_____________________
 
 Please describe how you came into contact with the PCB substance.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ What personal protective equipment were you wearing at the time?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 

Name _____________________________________
Signature__________________________________
Date_____________________________________
When completed, please mail or drop off to CAW Local 27, 606 First St. London N5V 2A2 or fax to: 519- 455-3960
Completing this form is voluntary. Your personal information is collected for the purpose of determining whether or not a causal relationship between your workplace exposure. It will not be disclosed. 
