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(5]

[ aRouP INSURANCE - DISABILITY CLAIMS |

DISABILITY OR WAIVER OF PREMIUM CLAIM
EMPLOYER STATEMENT

Life - Health- Retirement

e[\ led-y el '8 We are unable to assess this claim unless all questions are answered completely.

EMPLOYEE Last name and first name Certificate or identification no. Social insurance no.*
Chookomolin David 495 886 590
Address of employee - No., street, apt. City Province Postal code
PO Box 182 Attawapiskat ON | POL 1A0
Telephone no.: 705 ) 9 9 7 2 3 8 4 E-mail address: dchookomolin@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
Telephone no.:  { ) - 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

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

1 Current salary Amount 2 Salary effective date 3 Job status
YYYY MM DD b

[Jweekly [ IMonthly [¥/]Every two weeks |$1.961.54 50 0% .00 & 48 [V Full time

D Part time

Hours worked
per week

35.00

4 Indicate days in normal work week
O sun ¥ mon ] Tue ] wep
WVl tHu W FRi [ sar

5 Type of schedule g Premium paid by

D Variable [:] Rotating [Zl Employer D Employee D Both

7 Date of emplo&ment 8 Occupation g Date last worked No. of hours worked
3 YYYY M - YYYY

MM DD
2018-01-08 Youth Intervention Youth Justice Worker 2022 -07 -2 9| 7.00
YYYy MM DD

10 s disability due to an accident? D Yes [Z' No If "Yes", date of accident:

|Z|Yes D No

Amount: $ 1,961.54

11 Did or will the employee receive any income during the disability period?

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

If "Yes", indicate below:

Type: Company Sick pay & Holiday pay Period: Aug 1, 2022 to Aug 12, 2022

12

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

13 Has a claim been filed with a government agency? D Yes [Zj No If "Yes", indicate below:

[ ] CNESST/WCB /WSIB/WHSCC [Jcpprarp [ ] sAAQ (Québec only)

l:l Other, specify:

YYYY MM DD
Date Filed: Decision Rendered: Amount: $
VVVY MM oD
14 Has the employee returned towork? [ |ves [v]No If "Yes", on what date?
YYYY MM DD

15 s this person still in your employ? |Zl Yes D No - Termination date: Reason:

DYes |Z| No

16 Was this person given a record of employment?

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

|Z|No

17
D Yes - Please specify:

[Z] Yes

%o

[ Ino

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

If so, please indicate the percentage of employment income that is not taxable: ~ 100.00

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

Desjardins Insurance refers to Desjardins Financial Security Life Assurance Company.



(o2t o0 WS (o7 VR el o (@S MM IS {e ] Y| SNI 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 Facilitation of Circles | 40 o puties Writing of reports | 40 o,

Attending Court 10 o, puties Admin 10 o

Duties |

For questions 2 and 3, FREQUENCY is defined as follows:
QOCCASIONALLY: 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: O F A FREQUENCY: O F A FREQUENCY: O F A
m Outside IZI OO [l In a damp or humid environment oo |:| Above or below ground level aogdn
m In extremes of cold or heat M OO0 D Toxic fume oono D Handling chemicals 0o
Does the job involve other hazards? D Yes D No If “Yes", please list:
Meet with clients face to face that may have covid or other communicable illnesses.

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

FREQUENCY: O F A FREQUENCY: O F A FREQUENCY: O F A
] standing vag ] Bending over [] [ [J [] Extending/reaching above head Oo0od
[ walking v OO ] Kneeling OO [J climbing Oodf
[ sitting OvOd ] crouching [ O O [ stairs (No. of steps ) O0dgd
[] Keeping one's balance  [J [ [ [] Crawling Oogd [] Ladders (Height ) oOod
DESCRIBE ACTIVITY AND SPECIFY FREQUENCY AND WEIGHT: FREQUENCY: O F A | WEIGHT:
(] Pushing ogoag Ol [OKg
|:| Pulling ogoad OJw (kg
D Lifting/carrying oo Dw Dk

Please list any office equipment, motor vehicle, tools or other equipment that is used in the employee's job.

Type of equipment | Times per day

Type of equipment l Times per 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? [Z]Yes |:| No

If “Yes", please specify: Short deadlines- High volume referrals from court to be completed before next courts (Attawapiskat Every 3 Months)

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

If “Yes", please specify:

D - ADDITIONAL INFORMATION

David was transferred to Kingston Hospital in critical condition. David was not well enought to fill out his STD forms for the first few weeks as he was in

bad health. Therefore, once David was well enough, he worked with HR to access his company sick leave credits and holiday pay so as to ensure he had

a source of income. David may be difficult to reach due to him attending his daily medical treatement. Please contact me if you cannot reach him.

SIGNATURE OF THE AUTHORIZED PERSON

Shwetz, Colette HR Manager

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

cshwetz@nanlegal.on.ca

Dt b ST Qug 29/22.

L
Signature Date




Employee Statement
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‘g Submit onlino: wl 8y mall: By toxc
donizinglicispumnco comsand M £O Box 1203 5TN A c& 1GAS4028571 (o foe)

Complalo and savo tho fom on your computer fist, Y Tsrono ON MY 1G6

Koap origink) tonms {07 your focers, m:lgm onns and Koop copies Wuw&mumrmm.

Contact us: 1-800.263+16810 (tol) fro0) or 416-926-2980

Eue‘,:‘!?rdlns DISABILITY OR WAIVER OF PREMIUM CLAIM
EMPLOYEE STATEMENT

Lifo « Haalth » Retisemant
> The payment of your disabliity etalm will be mads by direst deposit gqly, Please Include a specimen eheque marked «VOIDu.

REISVaiderN ol Wa are unable to asseas this clalm unless all quostions aro answerod complotoly.

Last namo snd first namo of employoo Sex Dalo&bmh . oo
%bg}&m&(,m Aamid P Or | 1575 o] 22
S - No., 3ifool, apl. Cly, Province al
" DN oA ' Onfoeies fgs"l l%
Policy or group or conlreel no, | Division ro, " | cantificato o7 tdentification no, Sosial Insuraneo no.’
641028

) aythoitre Dosjanting Finaneiay SOW![(?. horolnzltar Dagjarging tnsuianee, L leavo ma

Telophone no. (mandstory): ('@: )'m . '(lz&a =] voleoma ghayt my

Eomall address : RA- 2T B0
1 Your social Insursneo numbar i3 necossary only if your disabilly elaims are laxalvo, 10850 contact your employsr 1o ebtain this Informmtion.
2 piaasa provido (his Inlormation only if you auihorizo Desjarding Insuranco to email you,

B - GENERAL INFORMATION

Lavel of oducation: wo. T2
Wark exporionca: -y § ; 'y Norcre 4l zﬁ?ﬁﬁmfﬂh’ M“ Pﬁr‘\"ﬁ‘%\‘"ﬂ ~“asange

Spoken Janguage: Cemgish  CIFrench written languago: OEngish [ Fronch
2, 15 disabilly dun to an accidomi? u%:.mdmudom: Timo Typo of accident
e v B
| Qﬂ'zﬂ, OFM [AWorcreizted  [JMolorvaiicte [ Otner

Indicata details (whoro, hew):

M”“- DT _Fo g mathdy v Qo e O woderwd

-
3, 0 you racelve prior treatment for tha (inoss or injury causing tho disabifty?  (Jvas PN
i Yol particuiars ineluging namo, addross and tolephono susmber of all traating physicians and speciallsts;

-\

4, Namo, address ond talophone numbar of physicians ond speclaiists who have troated yeu during ine disablity:

Ve

~

N\

PLEASE COMPLETE THE BACK OF THE FORM.

D6329E01 (2018-11) Dasjardins Insurance refers to Desjardins Financlal Security Life Assurance Cormpany.
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B - GENERAL INFORMATION {CONTINUED)

B ; i you have any acckdont or sicknass covarage through a unlon, soclaty, erediter, montgego, auto, ledgo ar cthor agsogiation, through another employar,
=~* under an ind mywmmmegwu% W aego tock v ploye

Nsma aof Insuser Poliey no. Cartlficote no. Slart dato of benofits 8nd date of bonofits Benafit amount Weekty/Manthly
. “ . . oo W oo N w oo
s Dw Qu
W “a pa vy " oo s _D ™ D "
!
Commonis:

oo g ISLe N QNI RSIINENN Plooso Includa a speciman cheque marked “VOID®™.
1 hereby authorize Dasjardins Insurance to daposil my bonailt paymant through tho DIRECT DEPOSIT system into account at tho financial institution

(ndicatad ,
Bnl o puntreal eol sqnr  se¥ie

o83 Mo m = —r— r Provingd o

Any cradit entered In my account in aceardanco with this authorization will bo idaniitiod with a DIRECT DEPOSIT transaciion code and | acknowiodgo that
tho cradi In quaslion shal consiiute an amount pald in accordanco with this authorization,

This authorization will bo offaciiva on . The authorizalion wil torminato (cRowing a 10-day

writion notlco by olihar Dos|gling (NSURACO Of Me ) ]
w“'w*ﬁ@mﬂzm& o [ 255 / 3=

D - PERSONAL INFORMATION MANAGEMENT

DBosjardins Insuranco handlos tho pocsons] information it hat on yeu bn a confldential mannar, Dosfaraing (nsurance Keeps this inlgrmation on [iio 30 that you
may bonofl from group insuranca sarvicas oflored by tho Company. This Information Is consutiod solely by Dasjarding Insuronco employoes who nesd to
do 30 In the course of thoir work. Dasiacding Insurance may compile anonymized parsanal information for statistical and informational purposa, Dosjarding
Insurnnco may elso communicatd With pion mombars to provide them with eptimal hoalth manogemant, Yau have tho rght to consull yeur fifo. Yau may also
have inormaticn carecied if you dsmonsirato that it Is Inaccurato, incemploto, ambigueus er net usakul. To do 60, you musl sond a writien requast to the
{ollowing address: Privacy Oflicer, Dasjarcing Insurance, 200, rua dos Commandaurs, Lévis, Oudbos, GGV 6R2. Deslardins Insuranco may usa tho clioni list
1o cltor ita clion!s an Insuranco preduct tollowing tho termination of thokr group Insurance. if you 60 nol wish to racaiva (hase olfess. you may have your namo
romovad frem tho Hist. To do so, you must sond 8 writton roquast to tha Privacy Officer at Desjesdins insuranca.

£ - DECLARATION AND AUTHORIZATION FOR THE COLLECTION AND COMMUNICATION OF PERSONAL INFORMATION

To bo complotod far aach clatm.

1 horeby cartliy that (ha abeva answers &9 (i and true. ) authorfzo Dasjardins tnsurance siritly for the purposes ¢! datarmining my insurblidy, menaging my
Ro and seitiing my elalms tw: (a) colloct trom any parson of legal ontiy, or from any publie or paraputtic orgenizalicn, only tho infrmation deamad nacessary
10 manego my flo. Tho nonsgxhoustive Est of sources trom whizh (nformation may b0 callocted includss healincara profossionals or faciies, the MIB (formerly
known as Mogical (nformatien Buraau), insurnca compsnias, parsanel lnfcrmation officars or invostigation agoneles, ine polleyhotder, my employor or (ormar
employors; () communicato to tho salt porsons or organizations only tho perecnal intormalion sbout mo that is docmog nocoasary for 1ho purpeses of my filo: (6)
whon nggassary, requast an inguky report about ma, and alse use the personal information it may havo sdout me (n existing {08 that are now closad,

Provided that | havo filad cut tho appropriate boxes, | sutherize Daslardins Insurance to emall mo &t the 8cJrass providad in sactkan A of this lorm ana | givo
Dosjardins insurance permission to leave volcemali about-my ly alaim at the phona number provided en this lorm,

1 authorize Cosjarding | niesto my soclal (Rayrance aumbar for tax purpesas. A photooopy of this authorization Is oy valid ae the original,
Signaturo of empioyee: voter fdy LG /2>

- tJ /
VERY IMPOB'I'I_\NT

Pleaso have the Inftial attending physiclan’s statement completed and submit the complsted forms onilno,or by mall or fax to;
Desjarding Insurance - Disabllity Clalms, ' ’ . '

8lL/L 4 %20£229208 << %5£28%5E€l9 SpJOd8Y uUBLIBd g¢:%l §2-80-220¢



Attending Physician Statement
(Please take full package to your physician)

v

o’
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O Desjardins

Insurance
Lifo » Health - Rotiremant

IMPORTANT NOTE TO CLAIMANT

In order to avold any delays in the assessment of your clalm, please have your physician complete the
appropriate Initial Attending Physician’s Statement form:

- General Form no. 12018E01
~ Musculo-skeletal Form no. 1201SE0A
- Psychiatric/psycholegical Form no. 12020E01
- Cardiac Form no. 12021E01
«Cancer Form no. 12022€01

We have sent you all five of the above-mentioned Initial Attending Physiclan’s Statement forms, each of
which is specific to a particular iliness. Please give all five forms to your physician so they can fill out the
appropriate one.

it is important that your physician fully complete the form that best corresponds to your medical
condition to ensure your clalm is processed promptly.

Short Term Disability: Return the complete form to Desjardins Financial Security Life Assurance Company,
herelnaftar Desjardins Insurance, as soon as passible,

Long Term Disabllity: Return the complete form to Desjardins Insurance no later than six weeks prior to
the start of your long-term disabiiity perled,

Online: desiardinsiifeinsurance.com/send
Desjardins Insurance
PO Box 1203 STN A

Toranto ON M5SW 1G6

Fax: 416-926-0697 or 1-844-409-6571

12900£01 (2018-09) Desjarding insurance refers to Ocsjarding Fingneial Security Ufe Assurance Company,

8L/6 d ¥20€229.08 << 9S€28%5EL9 SPJOdRY juailed 92:9L s2-80-2202



W, Submizoniine: : .o - Bymah ' Byfax
O Yrmiriecrra— & PO Box 1203 5TNA 14804405573 (i tree)

mmmmbmmmmnmﬂm Toranto ON M3W 166 4169260687

Keep erlghaa! forems for your rocords. . %m“‘mmmm’" Keep origingl forms for your racards.
0 Deslardms INITIAL ATTENDING PHYSICIAN’S STATEMENT
Insuranca GENERAL FORM
e+ Flesith - Retiomant
©Q rusaseerint, € ~arT 1 t0 be compietod by pationt.

@ PART 2t0 be compieted by physician, © Anychargefor complation of this lorm Isthe patient's responsibility,

PART 1 - Identification of patient
L3t name and first name (PLEASE PRINT) Policy or greup of contrpet no. Cartificate o whennhicaticnns. | Oate of urth
MUOKOHOOLJU:WKD 841028 . l1'73 '6'—! ‘),l
PART 2 - Attending physician’s statament
1t le vary helpful In fyciiitating o timely camprehensive informed adjudication decision to hava your fult cilnkeal astes fram tho date of disabifity and any consultation
roposts for gur eeview. Pleasa Indudo or Indicata reasoas for nat incfuding tha roguestad Infarmation,
1. Diagnosls (including complications) - If psychiatric, give DSM-IV code,
] .

L3 Prmaryt

12 secvtarys SAONEt ERNCOLE. , COVTD
13 WW@ soverty, frequency, duration)t MM

49 nmtmumamdmmmmmmmm blood pressure 3nd any other retgvant cllalcat findings)s
L5 Degreeof severityof all ymptoms:  LIMDd Duoderate  T34avere "CIWith psychenc cloments

2. History
23 Datesymptoms first ppeared of accident happened: 2092 &7 24
22 Omeparient's condition first prevented them {rom working: M_Q
+ 23 Has this patient ever had samo o similar condition? Oves Ounknown
ﬂmmmwwmsmmmmm_.uaﬁ
24 1 candition due (o Injury or Sickness arlsing out of patient’s employmionta? Oves Sno  Cunknown
25  Hove Worker's Compensationt/CSST forms been complotea? Oves a  Dunknown
26 If pationtis pregnant, gWe E.0.C4 GH P S 9
27 Nanosond speciaities of athor Lreating physicians: 10975 (» §- .
28 cmmbage  A] &M Curvent weight: ll-toléj Welght loss/gain to date: --)o%
3. Treatmont dates
22 Oateo! fint vstt or cutreot congliom: —2GDJenOTE DT 35 doteof discharge: _fﬁg%.-
32 Datooflaost vish: _In.p_u_*z.ifhf) 3.6 Daie of out-patient trgatmont: LT =
3.3 Frequoncyofvitis:  [Dweekly CQiMeathly 37 Nm?ol’ 1 UE
miheﬂ%m_g.&l;":‘t } (5 <
3.4 Dotoaf Inpattont cdnission: oW .07 -"4 -
4, Nature of treatment \
a3 Medications (dose, froquancy, cmnramed):_mb.hé‘," v
a2 w-ummmwowW
4,3 Other(includinglroquency):
A4 i petiont folowlngrocommended trextment program? [ffes  CNo (planso elborate):
12018201 (2018-08) Dozjardins Msurance ralers 10 Besjarding Fnancial security Lle Assurance Company. Page1del
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5. Progress
S  Maspatient: CIrecoverad Almmved CNotimproves [ Retrogeessed
52 Cumenmtstatus: [JAmbulatory [JHouseconfined  [JBed confined F;‘mpﬁulccnﬁm

6. Restrictions and limitations
HOURS AT ONE TIME TOTAL HOURS DURING THE DAY
<1 <12 €24 45 68

€1 <l-2 «2d &6

o — P s
62 restriction = ] (m]
63 Walkonu surfaces  [lves . [m] [w] (m] 0 g
6s Sit ﬁuomtric_uen =« 0O Q Q g (] [w ]
65 DOrive Notestiiction ¥\ | o [= R = al g g Oo_0O_ a0
6.6 This patient ¢an lift/cary 3 moximum of: 5 9 14 18 23 22 32 36  A4le

] 20 30 $0 70

]

&

67 o restriction Cldepettively: how mueh?
Oecasionally: how mueh? [m] 3 O
6.8 Plensa nicate in the space provided K this patient (s sble to perform the (ollowing oerians; Frequently {F), Occasionaily (O), or Not at all (N}
Drive: Bends Sguat: Knesl: Climty Resch [above shoulders): Reach (below shoulder):

7. Psychiatric liness (if applicatilc)
71 Hstory el LA

2.2 Precipitating chronologicel cvantss
23 Workhsua reloted to this iiness:
7.8  Pre-moebid porscnality:
7.5 Changesin AD habits:
2.6 Famibizl risk factors:

2.7 Peoprass with troatment plan:
7.3  Are patient’s sympioms reloted to drug oraicohclabuse? [(ves Owo
If yos, Is patlent enrolled in a substance abuseprogrem?  [CdYes  [INo M yes, state facllity:

7.9 Masyoue patient over beon onrolied n a substance sbuse pogam?  Oves Clvo tfves, state when:

8. Return to work plans
Prognodls for Impravement af recoverys V“‘M St

81

8.2 Expected date patient wil ratum to thoir awn aceupation: Jzzi‘é'ﬁu_-m .

83 i unkacwn, please indiczte the noxt foliow up dates _da..l.gﬁa_l-psf do

84 ifyour patient is unable to rotum 10 thele DW occupation, please specify when ¥nd under what circumsiances thay coutd ratusm to maditied duties of
gragua! retuen to work:

8.5 Mave raturn to work Time lines boon discussed with the patent? QOves [wno
8.6 Please elsborate on ime fremes and patient’s rosponso:

j
0
a

—————A———

9. Rehobiiitation

0.3 15 patient a sultabie candldate for medicol rehabilitztion sarvicas? (L.e. cardlo progrem, spaceh therapy, etelt W% [ONe
e CAL DD P Ladnn ) et Riaaht
i - M&éé nJ gm-&
spectly:
AMOrlTZLS |

9.2 Is potlent a sutable candidate for vocation rehablitaton?  [Ives 9@ (Tyes, please

10, Comments
15 titere any ether informntion you wish to 204 that will give us 3 bettar understanding of your patent's conditian or trosiment roquiremanis?

TR

11. (dentification of physlcian
11.2 Spaclolty

nd tirst (PLEASE PRINT) ucense
™ W . AnAdre I £ ARPDOLOGAT | %%_._
11.3 Addsess- Now, street, suite v iy City Province Postal ecde

66 RBROLILE ST Vo S-S TDAS an/
134 Taephononas (L1 % ) SHE RUOQ) @rbIELy tan: 1D ) Suwgt 7280
e 2>

Signature of physiciant M —
v

Page2de2
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South Eastern Ontario Health Science Centre
OPERATIVE REPORT - KGH

Name: Chookomoolin,David CR: 054-8124
., DOB: 1973 Apxr 22 Sex: M

Service Date: 2022 Aug 18

Family Physician: Green, Goxdon M. Date ed: 2022 Aug 18
Referring Physician: Meyer,Christopher Typed by: BTD

Surgeon: Louw,Jacob Status: Unverified
Dictated by: Greenblatt, Matthew Date Dictated: 2022 Aug 18
Copias to: Green, Gordon
Copies To: Gordon M Green (Print)

SURGEON: Dr. Jacob Louw

PROCEDURE: Upper endoscopy

ASSISTANT: Dr. Matthew Greemblatt PCY-5 Gastroenterology
SEDATION: As pexr ICU,

PRE-PROCEDURE: This is a 49-year-old patient that was admitted for pulmo
embolus with cardiac arrest. During his stay in the CCU, he developed what
was thought to be hemoptysis or hematemesis. A CT scan of the chest and
evaluation by Respirology did not demonstrate any clear site of the
hemoptysis. Initlal CT scan of thorax demonstrated a dilated escphagus full
of food material; however, repeat CT scan done 48 hours later showed
Slearance of this material and as such, we were able to proceed safely to

'Nipper endoscopy today. In the past 48 hours, the patient has not
demonstrated any clear overt GI blood loss.

CONSENT: The patient provided informed consent prior to beginning the
procedure. We discussed the risks, which include but are not limited to
caxdiorespiratory depression with sedation, aspiration, perforation, and
bleeding. The patient had understanding of the risks and there were no
contraindications today.

FROCEDURE: The patient was placed in the left lateral decubitus position,
the oropharynx was sprayed with topical Xylocaine. A bite block was
applied. Fujifilm adult gastroscope was inserted into the oropharynx and the
esophagus was intubated atraumatically under direct visualization. The
squamocolumnar junction was relatively high and as such we realized that the
patient may have varices. The GE junction was at 41 cm and the
squamocolumnar junction was at 26 cm. There was no circumferential columnax
aggearing mucosa, however, there were islands of columnar appearing mucosa
throughout this 15 cm segment. We then proceeded into the stomach and
appreciated the features of the stomach with a lack of rugal folds in the

y and fundus. No active or residual blood was found in the stomach. We
then passed into the duodenum and there was no bleeding. The distal duocdenum
was visualized and photographed. We then returned into the antxrum and did
not identify any ulcCers. On retroflexion, no evidence of gastric varices or
any othex mucosal lesions. We then returned back into the GE junction and
there was evidence of LA B escphagitis at this time. Considering that the
indication for this endoscopy was an acute GI bleed, we decided not to
proceed to biopsies of the stomach or esophagus. We removed the endoscope

kkkxtkrd REPRINT OF CHART COPY %haAdddw

= Report printed by - Thakrar,Amar

Report requested by -
?rint Date:; 2022 Aug 25 13:10 Page 1 of 2
r0722b
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Direction and Authorization Form



2022-08-25 14:18 Patient Records 6135482354 >> 8076223024 P 4/18

DIRECTION AND AUTHORIZATION TO RELEASE PERSONAL INFORMATION

FROM 7 oD Bormddus
foyee’s (Claimant Name)
TO Desjardins Financial
RE RELEASE OF CONFIDENTIAL/PERSONAL INFORMATION TO

JG Benefits Inc/CINUP (hereinafter “Policyholder™)
INDIVIDUAL POLICY NUMBER : Select Palicy Number

1 hereby direct and authorize the company to discuss with the Policyholder (JG Benefits
Irc/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 conceming my claim. I also authorize the Company (Desjardins
Financial) to send to the policyholder, copies of correspondence the Company receives
from me conceming my claim as well as any medical information received from external
sources.

Duration and Revocation

1 understand that
o [t is not a requirement of the Policy/Policies that | authorize the company to
disclose information to the Policyholder
o This authorization will remain valid for as long as 1 am claiming benefits or
service from the Company: and,
¢ [ am free 10 revoke this authorization at any time by sending written notice to the
Company of such revocation.

1 have read and understand the above. | am signing this voluntarily, and not under

Siguiire of Claimant Date



