Submit online:

jardinslifeinsurance.com/send
Complete and save the form on your computer first.
Keep original forms for your records.

e

By mail:

PO Box 1203 STN A
Toronto ON M5W 1G6

Send original forms and keep copies

=

By fax:

1-844-409-6571 (toll free)
416-926-0697

Keep original forms for your records.

(&

for your records.

[[GROUP INSURANCE - DISABILITY CLAIMS |

DISABILITY OR WAIVER OF PREMIUM CLAIM
EMPLOYER STATEMENT

O Desjardins

Insurance

Life - Health- Retirement

A
EMPLOYEE Last name and first name

(el REld (o9 (0] We are unable to assess this claim unless all questions are answered completely.

Certificate or identification no. Social insurance no.*

Martyn Kristy 0063483387 513-151-563
Address of employee - No., street, apt. City Province Postal code
2629 Park Row Thunder Bay, Ontario ON | P7C 1N4
Telephoneno.: (807 ) 4 7 3 = 3 5 7 2 E-mail address: kmartyn@nanlegal.on.ca
POLICYHOLDER OR EMPLOYER Name Policy or group or contract no. Division no.
CINUP 641028
Address of policyholder or employer - No., street, suite City Province Postal code
101 Syndicate Ave N Thunder Bay ON P7E5R6
Telephoneno.: ( 807 ) 6 33 < 14 13 Fax no.: | ) =

YYYY MM DD
COMPLETE IF SELF-ADMINISTERED: Effective date of coverage: Class no.:

* Social insurance number is necessary only if the disability claims are taxable.

B - GENERAL INFORMATION

1 Current salary

EI Weekly D Monthly |Z] Every two weeks ( $ 2,248.40

If the benefits are taxable, the basic tax deductions will be made.
In all other cases, please provide the appropriate tax forms.

Amount 2 Salary effective date
YYYY MM oD

2022-11-30

3 Job status

M Full time D Part time

4 Indicate days in normal work week Hours worked 5 Type of schedule g Premium paid by
[Jsun ] mon ] Tue [/ wep | perweek
M tHu @ FRI [ saT 35.00 |Z| Variable D Rotating [ZI Employer D Employee D Both
7 Date of employment 8 Occupation g Date last worked No. of hours worked
YYYy MM YYYY MM DD
2022 -11-30 MJBH Facilitator 2024 -07 -0 5| 7.00
Yy MM DD
10 Is disability due to an accident? I:] Yes IZ] No If "Yes", date of accident:
11 Did or will the employee receive any income during the disability period? |Z| Yes |:| No If "Yes", indicate below:

(Type: holiday pay, maternity, disability, El benefits, salary, lump sum, other)

Type: Sick Pay Amount: $ 1,124.00 Period: July 8 - 12

If the employee is pregnant, has an application for a preventive withdrawal been, or will it be, submitted to the CNESST (Québec only)? D Yes D No

DYes |Z|No

12
13

Has a claim been filed with a government agency? If “Yes", indicate below:

[ ] CNESST /WCB/WSIB /WHSCC [Jcepriarpr [ ] sAAQ (Québec only)
I:' Other, specify:
YYYY MM oD
Date Filed: Decision Rendered: Amount: $
YYYY MM DD
14 Has the employee returned to work? |:| Yes m No If "Yes", on what date?
YYYY MM DD

15 |s this person still in your employ? lZl Yes D No - Termination date: Reason:
16 Was this person given a record of employment? DYes [Zl No

Are there any work-related factors that may have contributed to the employee’s disability or had an impact on their return-to-work?

MNO

17
D Yes - Please specify:

18 s your employee eligible for an exemption under the Indian Act (R.S.C. (1985), c. I-5)?

[:] Yes IZ] No
%

If so, please indicate the percentage of employment income that is not taxable:

PLEASE COMPLETE THE BACK OF THE FORM.
08317E01 (2018-03)

Desjardins Insurance refers to Desjardins Financial Security Life Assurance Company.



(ol 2l b s (o N el S AT E {0\ IS N Please attach a brief job description if available.

1 What are the main duties of the employee's job and how much time is allocated to each one weekly?
Duties Aftercare work with youth -ages 12-29 | 100 o, puties Aftercare work with youth -ages 12-29

Duties See attached job description | % Duties

| %o

For questions 2 and 3, FREQUENCY is defined as follows:

OCCASIONALLY: 0-15 % of the times FREQUENTLY: 16-50 % of the time ALWAYS: 51 % + of the time

2 Work environment - Does the employee's job require work in any of the following conditions?

FREQUENCY: 0O F A FREQUENCY: O F A FREQUENCY: O F A
D Outside IZF OO D In a damp or humid environment adad |:| Above or below ground level o000
|:| In extremes of cold or heat [J [J [J D Toxic fume odd |:| Handling chemicals oOoad
Does the job involve other hazards? D Yes m No If "Yes", please list:

3 Check the items below that relate to the employee's job, and complete the information requested.

FREQUENCY: 0O F A FREQUENCY: O F A FREQUENCY: O F A
[] standing ¥ OO [ Bendingover (] [ [ ] Extending/reaching above head odgd
[] walking vV OO ] Kneeling OO ] climbing odd
[] sitting viOQd ] crouching [ [ O [] stairs (No. of steps ) Ogod
[ keeping one's balance ] [1 [] [] Crawling O og [ Ladders (Height ) Ooon
DESCRIBE ACTIVITY AND SPECIFY FREQUENCY AND WEIGHT: FREQUENCY: O F A | WEIGHT:
|:| Pushing aoodad b [JKkg
] puling Oogdno Cwb Ckg
] Lifting/carrying 000 D Ckg
Please list any office equipment, motor vehicle, tools or other equipment that is used in the employee's job.

Type of equipment Computer-laptop, cell phone, motor vehicle | Times per day All Day/as required
Type of equipment ’ Times per day All day

4  Does the employee work in an extremely noisy environment, have to work at a fast pace, do repetitive movements or have short deadlines? DYes IZI No

If "Yes", please specify:

5 Does the employee's job require dexterity? |Z] Yes |:| No

If "Yes", please specify: Reporting and writing updates and notes

D - ADDITIONAL INFORMATION

SIGNATURE OF THE AUTHORIZED PERSON

Colette Shwtez Director of HR

Last name and first name of the authorized person (IN BLOCK LETTERS) Position

cshwetz@nanlegal.on.ca

E-mail address “ L//@/ % g%/
)

Signature Date

Ot 1o
AR




%, Nishnawbe-Aski Legal Services Corporation

<.
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TALKING TOGETHER PROGRAM FACILITATOR

— Job Description

Title: Aftercare Worker Dept.: My Journey Back Home
Reports to: TTP Manager D #:

Approved: REVIEWED:

Summary

‘My Journey Back Home’ project is funded by the Ministry of CCSS. The purpose of the project is
to utilize a traditional/alternative justice approach to assist youth facing crisis, violence, human-
trafficking, homelessness, drug addiction, mental health, lack of education, legal issues, lack of life
skills, basic needs and who have lost their path in their life cycle journey. The process used is the
Circle in order to empower youth to arrive at acceptable resolutions. Circles are arranged and

conducted by a Facilitator.
Core Competencies:

e Ability to speak the language and knowledge of culture an asset

e Experience and knowledge of the legal system is an asset. Ability to engage people to
build trust and rapport; effective verbal and listening communication skills specifically in
conflict resolution and nonviolent crisis intervention; excellent interviewing and
counselling skills

e Excellent case and file management skills, administrative and coordination skills, stress
management and time management skills, ability to meet deadlines

e Proficient working knowledge of MS Office Software, internet, and general office
equipment

e Offer crisis intervention and de-escalation for people who have multiple and complex
needs, including homelessness, lack of access to services/supports, ill-health, mental
illness, substance misuse, trauma and violence, discrimination, cognitive impairment, etc.

e knowledge of the resources in the community for individuals, youth and families who are
homeless, at risk of homelessness, living in poverty, or living with mental health or
addiction issues - ability to integrate harm reduction approaches as appropriate in
interactions with the client

Job Duties

The duties, responsibilities and obligations of the Aftercare Worker are the following:




To contribute to the evaluation process under the direction of the Talking Together
Manager;

To liaise with the community initially to determine needs and wishes and educate them
about the process and on an ongoing basis to keep them informed about the project;

To provide follow up to ensure that the agreements are adhered to

To liaise with Elders, frontline workers and Chief and Council as needed to garner support
for the project and individual Talking Together Circles;

Focus on early intervention/diversion

Meet with clients and assist them in setting realistic personal goals

Maintain regular follow-up with each client to achieve their goals

Make appropriate referrals to other services, both in-house and to partner agencies in the
community, as necessary

Complete concise and accurate case notes and files on each client

Meet with Program Manager for regular supervision and engage in formal evaluation
meetings

Report on the progress of clients as required;

To prepare and submit weekly, monthly and quarterly reports in a timely manner;

To pursue an integration of services with other NALSC programs and staff;

To consult with NALSC staff lawyers or the Talking Together Manager as needed for issues
requiring legal advice or direction

Proactive community outreach including building partnerships with fellow service providers.
Advocates on behalf of clients to address barriers to service;

Maintains database and client management files to track client referral and follow-up
information.

Gather information from assessments and client meetings to identify barriers to housing;
develop and implement a client care plan outlining goals and steps taken to achieve them
Help clients to identify goals, continually monitor and evaluate these goals,

Independently provide ongoing case management with clients; conducting check-ins with
clients as seen appropriate

Collaborate with community service agencies to establish support plans for the client
Conduct referrals and coordinate with relevant community supports engaged in the client’s
care plan; assisting the client to identify and obtain resources and supports

Advocate on behalf of the client and provide residents with tools that may allow them to do
so on their own, assist clients to navigate health, social, and legal fields

Requirements

This position requires at a minimum a secondary school diploma with related work
experience.

It is preferred that the Aftercare Worker hold a post-secondary degree or diploma in social
work, child and family worker program, mental health or related fields

Reporting

The ‘My Journey Back Home’ Aftercare Worker is responsible to the Talking Together
Manager for day-to-day activities and to the Executive Director for overall work
performance. Candidate must adhere to confidentiality as outlined in the Corporation policy
and protocols.




Meetings, Training and Outreach

e Attend all meetings, telephone and video conferences, committees, as directed.

e Attend professional development, training, workshops, education, as directed.

e Develop positive relationships with justice providers, defense counsel, police authorities,
community leadership, duty counsel, crown attorneys, probation, parole and more. Keep
program coordinator, supervisor, manager, or director apprised.

File maintenance

¢ Ensure all paper and electronic files are maintained up-to-date.
e Ensure all client information is kept confidential and that client files are up to date and complete
e Follow directives, guidelines, and policies for records management and file keeping policies.

Additional Duties and Responsibilities

e Complete all additional responsibilities and duties as assigned.
e Other duties as assigned.

SALARY RANGE

Pursuant to current wage grid.




g.’ Submit online: =p By mail By tax:
‘ demargosiinoseance comvsang M PO Box 1203 6TN A c& 1.844.400 6571 (ol frae)

Complete and save the 161m on your computer st Toranty ON MSW 166 an6-924 0897
Keeg: onginal forms for your records Sand ongmal lorms and keep copios Keop utypral lorms lor your recorits
tar yout 160ords

Contact us: 1-800-263-1810 (toll free) or 416-926-2090

O Desjardins
j DISABILITY OR WAIVER OF PREMIUM CLAIM

I
e = EMPLOYEE STATEMENT

Life - Health - Retirement

) The payment of your disability claim will be made by direct deposit only. Please include a specimen cheque marked «VOID».

A - IDENTIFICATION BRULIIGETGELEL] auess this claim unless all quesllons are answered complolﬂy

Last name and first name of employee Fux o D e of bulh

/}7"“ ! Aﬁ/)ﬂ/_ ____| §® oF | /975 _i,g;
Ad.jrf. ss - No stroel apt Ciy Province Poslal code
JA1g &ﬁzg Row — THomsk By On PRc 403
Palicy o1 group or contract no Division no Certificalo of identification no Sowal insurance no !

641028

Sq086 10065 9A3387  1S13 /&) 53

. authonze Dosjarding Financeat Secunity hereinather Desjarding Insurance 1o leave ma
Telephone no. (mand:lory}' ( E [ 1 | B ‘7’0&4 voiemad aboul my disabity claim

E-mail addrass Rr}rlv prafdyn @2 XYa i i ) N
1 Your socizl INSuUrance n,umbor 1s necessary only if your dlsabﬂny claims are laxablo Ploase conlact your employor 1o obtain this information
2 please provide s inlormation only «f you authorize Desjardins Insurance 10 email you

B - GENERAL INFORMATION -

1 Tr:umng

Level ol cducahon

Waork expenence

Spoken language  [FEngish  [JFrench Wrillen language E?fngl.sh [ French
p 715 disabiily due Ir—a an ;n:c.dcnl;_- It “Yes™ dale of accdent Time | i’ype of ;;cc-»d_t]nl - o o
2 4
CAM
O ves (&l I ! arm | [ work-ratated [ Motor vehicie [ otner
| |

Indicate details (where how)

4 you eive pnof lreatment tor the diness of injuty causmg the cisability? [ Yes NI

3 [nd you rec
It *Yes® give partculars Nncluging name addross and 1elephang number of all realing physiCians and speciahists

On f-u'u/[_i‘[ 0"___,/5‘ )’t—.ﬁrJ‘A ﬁl’ _rur;g,*flj/ . N N

ﬁ!,;rjf.“ T z//uﬁfn,// /ffdﬁﬂh’f — _— = ‘.,,

4 - Hame address and lelephons number of physcians and specialists who have lisaled you dunng the disabinly
Lo Alnama JTomAx S, - _ -
BO7- 67T 08 3= : _ =
YO L3 ALGoag ST N _ _
Tt R ey O B
L2 426 ) 7 _
PLEASE COMPLETE THE BACK OF THE FORM

JEGY 12018 11

4 Mm"\k S . i
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B - GENERAL INFORMATION (CONT

5 !'you have any accident or sickness coverage through a union

sociely ciedilor morgage auto

lodge or othar assockilion, Infough another employer

under an individual policy give the foliawing particulians
Bonelit amount Weokly/Monthily

e [m
e [

Name of insurer Palicy no Certilicate no. Start date ol benalits End dale of banelits

Cammenls = - = —r TS R e

C - DIRECT DEPOSIT ENROLMENT QI ELRLIILIE § heque m d “VOID". o

| hereby authonzz Desjardins Insurance to deposit my penelit payment through the DIRECT DEPOSIT system into accounl at the nancial institution
indicaled below

Name ol financial institution Institution no TransiWbranch no Accounl no
Compenrin Coeonr Cion B8 0752 000 /) Q3 9281/
Address - No  slreel, sule Cny Province Poslal code

2
38 Sympiente AvE Trorper 5y (AR PRE IE3
Any credil emtéred in my account in accgrdanca with this authonzation will be Wdentihed with a DIRECT DEPOSIT transachion code and | acknowledge Ihal
the credit in question shall constitute an amount pard In accordance wilh this authonization

This authonzahon will be effectiveon o
wrillen police by ether Desjarding Insurance or me

The authonization will leeminate (ollowing a 10-day
Signature of employee:

Date: \/J'I/‘/ZA (/ f a-c;gl_.,i a
D - PERSONAL INFORMATION MANAGEMENT

Oasiardins Insurance handles the personal information it has on youn a conhdential manner Desjarding Insurance keeps this mformation on file so that you
may beneht from group insurance services olicred by the Company. This information 1s consulled solely by Desjardins Insurance employees who nead 1o
do 50 10 the course of thewr work Desjardins Insurance may compile anonymized personal infarmation for stabstical and informational purposes Desjardine
Insutance may also commurscate wath plan membeis Lo provide them wilh optimal h2alth management You have the nght to consult your hle. You may also
have nfarmalion correctod if you demanstrale thal it 1s inaccurate. incomplele ambiguous or not uselul To do 50 you must send a wntlen requos! 1o the
tollowing address Prvacy Officer. Desjarding Insurance, 200 fue des Commandaurs. Lévis Quabec GBV 6R2. Dosjardins Insurance may use Ihe chent list
1o offer ils clients an nsurance product following 1he 1etmination of thew group insurance i you do nol wish lo recewve Ihese ollers. you may have your namae
remgyed lrom the bsl To do sa. you must send a written requast lo the Prvacy Ollicer at Desjardins Insurance

THORIZATION FOR THE COLLECTION AND CC

E - DECLARATION AND

MUNICATION OF PERSONAL INFORMATION

To be completed for each claim

I hereby cedtily thal ihe above answers aie lull and rue | authonze Desjarding Insurance stnctiy tor Me purposes ol delermining My insurabiily. managng my
fig ang seming my claims 1o (@) collect from any pesson or legal énhity. or rom any public or pardpubhc organizabion only the information deemad ne e;:nly

e The non-axhaustive Isi ol sources rom wtich informstion may be collected includes healincers proless:ionals of taciliias the MIB [larr arly
cal Infgrmabion Sutgau) INsurance mpanias. personal intormaton othcers or vvestgation ags es. the poliyholdar my employer of lorme
LM MURC ALY 1o the B0 persons o organzabizns only the personal Loul mc thal i mad NeLEssaty 1or the purposes of my e |
y reguest an inQuery repo oul ma and alss use the persanal inf ! may have aboul ma o existing files that are now clases

Frowvided inat | nave liled oul the apprograta boxes 1 aumornza Desarding Insurance 13 email me at the addrass prowaded in seckion A of this ‘orm and | gve

Desjarains Insurance permussion o leave voicemal about my disabdity claum al ihe phone number grovided on thus lorm

authonze Desjarding Insurance 10 use or COMMuINCME My $0Cial msurance number lor 1ax purposes A photocopy of thes aulhonzalion s as valid as lhe onginal
A

,5‘.‘1’1‘1‘.‘315&’_“"_"‘!’_",',_:6,-:%@)}1[(1;,'__"1':;“ﬁ__ N . Dals }Lb/q_!ﬁl‘l‘/_*_
L6 L

VERY IMPORTANT

Please have the Initial altending physician's slalement completed and submit the completed lforms online, or by mail or fax to:
Des|ardins Insurance - Disability Claims.

Ty T o

T S YT
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” Submit online =p By mail
‘ devardinglitsinyyrance comfsend PRAY  FOBor 1203 51N A c
Bl 150000 0N MsW IGE

Complete and save the torm on your computer hist
Keep orignal forms for your 1ecards

O Desjardins

Insurance

Life - Health « Retirement

Q rienst v

o PART 110 be completed by physician

PART 1 - Identification of patient

send ctigmnal forms and keep copies lor
your recoads

o PART 1 to be completed by patient
o Any charge lor complenon of thas lorm s the parent’s responsibelity

T rame (PLEASE PRINT) i T e | Certific ate

-4-’-J£7’1//U, Kri STV |
PART 2 - Attending physician’s statement

1t is very helplul in facilitating a timely comprehensive informed adjudi
reports for our review. Please include or indicate reasons for not including the requested information.

iparcontract ne

641028

1. Diagnosis (including complications) - If psychiatric, give DSM-IV code.

11 Pomary _ PAROW AL enaona oo, ahned oy

By fax:
1-844-409 6571 (10M liee)
416-926-0697

keep ongnal lorms for your records

INITIAL ATTENDING PHYSICIAN’S STATEMENT

GENERAL FORM

0i34BT287 1978 04 2)

ion decision to have your full chinical notes Irom the date of disability and any consultation

— I —
O A v

Cmedn s

12 Secandary

1.3 Subjecnve symptoms (icluding severity, frequency, duration)

2 s

1.4  findings (please enclase a copy of current x-rays. EKGs. laboratary data, blood pressure and any other relevant chinical findings)

:Ej Severe

1.5 Degree of seventy of all symptoms Omua Omoderate O with psychotic elements

2. History

i~ 2
21 Date symptoms hrst appeared or accident happened _Mecesnts 2021

2.2 Uate panent s condihon hrst prevented them hrom working

2.3 Has this patent ever had same or smilar condihan? Cves Ono mlmkﬂnwn
i yes. please specify diagnoss and dates of treatment o
2.4 15 conditon due 1o Injury of sickness arising out of patent’s employments? Oves  @no Ounknown
2.5 Have Worker's Compensation/CSST lorms been completed? Oves Bno DOunknown
2.6 il panent s pregnant, give F O C
2.7 MNames and specialbes of other treatng physiciang
28 Current neght 173 cm Current weight ™2 g Weight lass/gain ta date
3. Treatmentdates
o G
31  Cate o st vist for current condinon 3.5 ODateof discharge 57 Jood \_ o
32 wate of latest visit 57 Jab 1274 3.6 Date of out patient Lreatment
33  frequency of vists O weekly COmanthiy 3.7 Name of hospital Tharoa~ O Aoy l"-u-s..‘\._u Spve
[Jother (specity) B S _ Repk®h Scievicns  Cumdvel
34 Dote of in panent admiswon ST b2\

4. Nature of treatment

4.1 Meoicanons (Dose, frequendy date presanbed) = SN SR e

47 Surgenesiinclugingdates) — LS Yok  (apoveseson, basmrevee b Ty

z .‘;'.-.h,x [Sa N

e wlega Lt See s - L8 e

4.3 Owerincludingirequency)

QN L)‘, T..;'- (\Jﬁ., Tl _

4.4 s patent lodowing recommended Ireslrent program P ves Cluo (please etaborate) - .

Wir_-, prding Insurence e'ers 1o Desgerding Frranial Secanty Lite Assurance Company

JIBE01 (2018 09)

Page 1 de 2
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5. Progress
51 Ha ot ORecovered imorovea Okotimproved  JRetrogressed
52 C status EAmbulatory B House confined [ Bed conhnes THospiat contined
6. Restrichons and limitations
HOURS AT ONE TIML TOTAL HOURS DURING THE DAY
[<7 <12 <14 _ a6 68 | <1 <12 <24 X6 €A
6.1 Stanc 4 No resincrion i i ] [m] L] 0 ] ] (@ [m] ]
6.2 Wali Eno restriction ] J m) [m [m] [m] ] O [} Cl
6.3  Walk on uneven surfaces ERves One [m] [m] (] i i = O O d [m] =
648 i ah‘a testriclion ] LI 8] D ] ] (=] a D D
&85 Drue Onorestriction aMe- To—eada | O [m] O TR O u] g 0 5]
B.6  Thus patient can hft/carry a maximuom of hgs | O Sio 9 14 18 23 27 32 36 41
Ibs L o o 20 30 a0 50 60 70 80 30+
67 Uno restriction L Repetaively how much? [m] [m] [m] o T [m] ] 0 [m] ]
. C Occasionally how much? _ (] i [®] iJ O (] [m] () = =
6.8  Please indicate in the space provided if this panent 15 able to perform the foltowing acnons Frequently (F), Occasionally (O}, or Not at all (N)
Drive Bend - Squat = Kneel ¢ Climb Reach (above shoulders) - Reach (below shoulder) ¥
7. Psychiatricillness (if applicable)
71 Histony
7.2 Precpitanng chronclogial events
7.3  Work issue related to ths diness
7.4 Pre morted personality
7.5 Changes m ADL hatuts
7.6  Famikal risk factors
7 7 Progress with treatment plan
7.8 Ase panent's symptoms related 1o drug or aicohol abuse?  [Jves OnNo
1f yes. s patient ensolled i a substance abuse program? [ Yes Owo 1f yes, state facibity
7.9 Has your pantent éver baen enrollied in 3 SuDSTANCE ADuse program? Oves Ono i yes state when
8. Return to work plans
8.1 Prognows lof improvement or recovery Babl  ceccveny
8.2 Lapacted date pavent will return to their pwn occupahon ~ u-‘t;.,l'd st Oyin ol L\ﬂ
8.3 Il unknown, please mdcate the neat follow up date T i i
84t your patent 15 unable 10 TELuf 10 thet OWn OLCUPANDN. pirase speoly when 8nd under what Groumstances they (ould 1eturn (o modihed dubes of
gradual return 10 work - ===
8.5 Have return 1o work Nme ines Deen disc uised with the pabent? ‘gh s One
86 Pweawe clabomate on hme frame: and pantent § response
Rehabilitation
91 s pahent § sulable candwdate for medical rehabeitahon sernces? (1 e cardopulmonary program. speech therapy. #1c) D‘,,_“ GNO
1 yes legse speaty B
92 1y penent a sslabie (andaale lor vocahon renatiitanon® [ ves ' BN 1t yes, please specity Pk T =
10. Comments
15 there any other INtarmanon you enih 10 add (NS weil gve U8 3 hetter underSIaNding ol youl panem s condition of treatment requirements?
11. Identification of physician
111 Las name ana hrst name (PLEASL PR -'-’Dr Naana Jumah 11.2 Speciaity ucense no
. 410-B3 Algoma SiNorh SRy e o
11.3 Asoress Ko gtréel sude Thunder Bav ON PTA 426 Prowinge Posial code

- o 1 029930-20 o B , B o
TP M B T B Y - A

Signature of physician F- THATS oA
i i Lo} T PSSP SO = . r ot Y  hecdel '8

Page 2 0w 2
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Celppein

July 15, 2024
Hi Juhan Helie,

Re: Void Cheque

Please accept this copy of a void cheque as confirmation of your bank account information for the purposes ol
a pre-authorized debit or credit. Below are the delails of your account.

* Transit: 04942
* Institution Number. 828
= Account Number 000112292811

Julian Helie St |___| 0000000
—L. q I
/100 couAR
el o
shherfi= G ncra Cwe oM G
04942 828 000112292811

Tromsit insHiution Account Number

Printed on July 15, 2024 from Copperfin Credit Union online banking for Julian Helie

Thank you,
Copperfin Credit Union

Disclaimer It your account number populates with an astensk (*) in the lorm, please contact our Support
Centre at 1-877-202-5722




Cascade Clinic

Dr. Naana AfuaJumah Pract #: 029930 Invoe Date 2024-Jul-15
410 - 63 Algoma Street Invoice =. 46

Thunder Bay ON, Canada P7A 476

Phone: (807) 699-0692 INVOICE

Fax. (807) 622-5686

Att: Martyn, Knsty

2625 Park Row
Thunder Bay ON, Canada P7C 1N4

Re: Knsty Martyn
2629 Park Row
Thunder Bay ON, Canada P7C 1N4

Date of Service: 2024-Aug-09

Wl 1D Fee Code ICD9 Code Notes Amount
551 FORM 0 Form Completion $2500

W T g

Payment Hslory

Date Method Amount
2024-Juk-15 PaymentiCash) $25 00

s S SubTotal $25 00
HST S0 00

Amount Paid $25 00

Amount Due sgpo

Thank you

SN il




DIRECTION AND AUTHORIZATION TO RELEASE PERSONAL INFORMATION

FROM /4 Usry mﬂ( 7N

Employee’s (Claimant Name)

TO Desjardins Financial

RE RELEASE OF CONFIDENTIAL/PERSONAL INFORMATION TO
JG Benefits Inc/CINUP (hereinafier “Policyholder™)

INDIVIDUAL POLICY NUMBER : Select Policy Number
67/028

. | hereby direct and authorize the company to discuss with the Policyholder (JG Benefits
Inc./CINUP) any and all information or documentation concerning my claim and its
evaluation by the company, including but not limited to, any medical, financial,
vocational, rehabilitation, or any other confidential/personal information or
documentation concerning my claim. I also authorize the Company (Desjardins
Financial) to send to the policyholder, copies of correspondence the Company receives
from me concerning my claim as well as any medical information received from external

sources.

Duration and Revocation

| understand that
e It is not a requirement of the Policy/Policies that 1 authorize the company to

disclose information to the Policyholder
e This authorization will remain valid for as long as | am claiming benefits or

i service from the Company: and,
e | am free to revoke this authorization at any time by sending written notice to the

Company of such revocation.

| have read and understand the above. [ am signing this voluntarily, and not under
compulsion by anyone.
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Morningstar Quill Community Release and Reintegration Worker Pikangikum, ON POV2L0
Nishnawbe-Aski Legal Services Corporation

July 11, 2024

Dear Amanda Ratte:

| would like to inform you that this is a notice of my resignation from my position in the role of
Community Release and Reintegration Worker at Nishnawbe-Aski Legal Services Corporation
in Pikangikum on August 23, 2024.

At the end of August, | am moving forward in life by starting a new life in the United States.

| would like to say that during my time at Nishnawbe-Aski Legal Services Corporation, | have
been fortunate for the opportunity to grow and learn more from everyone in the company. All the
guidance and support I've received from the company will prepare me well for the future.

For now, | will continue to have the pleasure of working with you and the rest of the team until
my last day.

Sincerely,

July 117, 2024



