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NAME: _Joan Tannes

RV GREAT WEST LIFE
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MESSAGE: _ SAhoR7— Je2em b/%d’é/%??%, k
Claim o Stella Fiphiw —fpostedh -
Plan # /06 770
( 577)%/0776@5 ﬁé?’%’”e’t% )

We are transmitting the following 7 pages (including this cover letter).
If you do not receive all the pages, please call back as soon as possible.

Telephone number: 807-622-1413
Fax number: 807-622-3024

CONTACT:

THE INFORMATION CONTAINED IN THIS TELECOPY 1S INTENDED FOR THE USE OF THE
RECIPIENT NAMED ABOVE. The telecopy may contain privileged, confidential or undisclosed
Information. Ifthe reader of this telecopy is not intended recipient, you are hereby notified that you have
Received this telecopy in error, and (hat any review dissemination, distiibution or copying of it is strictly
Prohibited. 17 you have received this in ervor, please notify us immediately by telephone and retum the
Original tansmittal to us by mail. Thank you for vour cooperation.
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Great-ﬁest Life

ADBUASHEE G1 GOWEANY

Telephone: Home { J=S § AT - D20% Work 0 ) A7 - 18T

NOTICE OF GLAIM

ldentification .

T iMr. KMrs. ' M, . gLa L\ .
Your Name:ﬁmt%la initigl ™4 L ast \Dk@ﬁ'f““%j Cea
Address:  Street & Number

PO.Box 15D
oty _xttzz oo i erovines ¢ 0m Pestal Code 20 -1 YD

Cell { )
2. Your GWL. Employee Ideniification Number
Yaur identification number must e completad. If unknown, please check with your employer,

3. Social insurance Number l-ﬁgﬂi O3 S22

administration of bengfits,

4. Date of bitth: Year_| 9 Lol Month =1 Day | -

Empleyer Information

1. Your Employer's Name: l\:)\‘é‘ﬁﬁo..ubbe P‘qsb Lff_*)a-\ Sf_’rt.m é..qra

[Fyour employer pays for alf or any part of your disability benefits cavarage, any benefits payable may be subject
to income tax, If this applies to you, please provide your Social {nsuranee Number for incame fax reparting
purboses. Your Sugial insurance Number may also be used as an idantification number where required in the

oy ondec Beaa Provinee e

Telephene Number: {1 (27 = |} \3
2. Group Plan Numbar
Plan number must ba completed, it unknown, please chack with your employer,

Clalm information
1. Whatis the nature of your condition? C.FJU‘ F-'b-‘ _Tu.r\_v\e_,l

Address:  Street & Number D (o Dot Cotrv herla~d Stree 4
Postal Cade 718 2V 5

2. If disablfity Ia due to an accldent, give date accident occurted: Year Month fay

Where and how did it cceur?

Was the accldent work-related? [TiYes '~iNo
3. Fromwhat dale has your disabiiily continuously pravented you from performing your reguilar work?

Year Monih Day
4. Have you performed any other work sinee that date? S Yes I No
If yea, describe

6. Are yau able to do any other werk? (™ Yes [ No

If yes, describe
8. Please provide the name{s} and telephona number(s) of your attending physielan(s),

MBA54-213

5t A E

T LR o 4 e L g
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Financial
1. Have you appilad for, or are you recelving the fallowing:
I'heve Applied | am Recelving
Yes No Yes No Amount

Ganada Pension Plan/Quebec Pension Plan Benafits ™ S T (-

Warkers' Compensation Board Benafils {or similar plan) Ll & 0 O 8 ———
Employment Instrance Benefits I v O ———
Automablle Insurance Benafits o ooos__
Any ather Disability Banefits L &2 0 os
Emplayer Sponsored Retirement / Penston Plan Incoma ] [~ 0 s
Self Emplayment Income or any othar Empleyment Incoma 0 s.
Any other income D% 0O 0 S .
For the duration of your clalm for benefils, It Is yaur responsibility to nolify Great-Was} Lifa of:

* any work performed, whether or not you have recelved & wage or emuneration, or
* any employment income pald to ¥ou or any othar person or party as a result of work performed by you,

2. Do you have Individua] Disablifty, Craditor, Criliza) lliness, or Life Insurance Coverage with Greal.Wes! Life,
Canada Life or London Lifa? Tl Yes Plan Numbat I Ne

IF YOU ARE RECEIVING ANY OF THE ABOVE, BLEASE SUPPLY COPIES OF THE INITIAL
BENEFIT STATEMENTS,

DIRECT DEPCSIT AUTHORIZATION

Please complefe this direct daposfl authorizatlon which allows yaur benefit payments to be automatically
deposiled {o your bank account, All henefit payments anverad under one plan number witl be deposited Inta
the same hank aceount,

- Savings Azcount, {please consult your bank for proper bank Identification number,)
E.L'J/C:'hequing Account, {please abiach sample cheque marked “vVOID")

PLEASE PRINT
NAME OF BANK, TRUST €0, CREDIT UNION, BTG, TRANSIT ND. INSTITUTIONNO, _ AGCOUNT NO.
Dot ST-WEN {3 dgha) (2 digtis) (et 12 dhith)
c\ .
il Ho3S

BRANCH A.D_QRESS NAME IN WHICH ACCOUNT IS HELD F ! ] N

| Pre Shecd < _ Ed cond & Shelle
CITY QR 'TOWN & FROVINGCE FOSTAL CODE
-rtw:‘\m:ms, O 50D 235 Mbkm_hqt&—

NOTE: FOR INSTITUTIONS WITIHIN CANADA ONLY SIGNATURE QF EMFLOYEE DATE

7

MEISLG

[ 1]

n
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Protecting Your Parsonal Information .
At The Great-West Life Assurance Company, we recognize and respect the fmporlance of privacy.
Personal Informetisn about you is keptIna confidential file 8t tha offices of Graat-West Life or the offices of an
organization suthorized by Great-West Life. This Information about you may include medical and psychiatrie
information. Qreat-West Life may use garvica providers located within or outside Canada, We limit accass
to personat information in your file to Graat-West Llfe staff or persens aithorized by Great-West Life who
raquire It to perform thelr dutles, lo persons 1o whom you have granted access, and to persons authorized by
law. Your personal infarmation may be subjecl to disclosure to lhose aulhorized under applicable law within
or ouiside Canada. We use the personal information to Investigale and assess your ¢alm(s), 1o administer
coverage that you may have with Graat-West Life and lo administer the group benefits plan. For a copy of
| our Privacy Guidelines, or If you have guestions about our personal Information policles and praclices
(inciuding wilh respect to service providers), wiile lo Great-Wast Life’s Chief Compliance Officer or refer to

v greatwestlita.com,

| have read and understand and agree with the eantents ofthe section entitied "Protecting Your Persunal Infermation’
on this fonm,

| aulhorize;

+  Greal-\Wesi Life, any healthcara or rahabilitation pravider, my pian administrater, any insuranca of rainsurance
company, adminisirators of government banefits or ather henefils programs, any person having knowledge
of me or my health, other organizations, or service providers working with Great-West Life or (he above
lo exchange my personal information, when ralevant and necassary for the purposes of investigating and
assessing my claltn(s), administeting covarage that | may have with Great-West Lifa and adminlstering the
group benefits plan. This may Include performing independent assessments;

. GreakWast Life to exchange my persenal information with my swiploayer, plan sponsor, of plan adminlsirator
wihen relevant far the purpsses of diseussing tahabilitation and return-io-work planning:

. (reat-West Life to disclose persenal information about my claim(s) to an audilor authorized by my employer,
plan sponsor, or their agent, or by Great-Wast Life for the purpose of auiting the assassment of claims;

+  Great-West Life ta use my Social Insurance Number for income tax reporting puri:nses and as an [dantifizatien
hutmber where required in the administration of henefits,

| mcknowiedge that tie personal infarmation Iz needed {o Irvestigala and assess my claim(s), te administer
cavaraga(s) that | may have with Greal-West Lif2 and to administer tha group benefits plan. | acknowjedge that my
c?nsenl anables Great-West Life ta process my claim{s) and that refusiig to consent may result in delay or denial
of my claim(s).

This consant may be revoked by me al any time hy sending a written instruction.

Except for audit purposes, the autherizatians shall remain valld for the duration aof my olaim for benefiis or untll
otherwise ravoked by me,

| confirm that a photocapy oF efectranic copy of this authorization shall be as vaild as the original.

{ declare that the statements provided in this Stalement and any atatements provided In any personal or telaphone
interview concerning my claim(s) for disabliity benefits are true ahd complete. | agres that alf sueh statemeants form
the basis for any bepefit approved.

Seltla Ko c:ic.cc-%ugjrc\d,{m i;cu_p_h fe . CAL\_&\_

-

Pninl Nama Sgnalure
e q47 ~230Y
Dalo Talophona Nimber

VYT
4
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THE
Esumtom Lita A tiaion L fwie ‘The patlent s responsibie for any foes - LiIf
% R s reliated 1o tie complation of s form, Gmﬁ w@,ﬁﬁﬁm b

Attending Physician's Statement - Short Term Disability Claim
Fian Member/Employee Information and Consent: TO BE COMPLETED BY THE PATIENT

Plan MembarEmployan Name (LA, Firsl, Middia |rattary "7 Molg Hamo Phono # {+ Arca Codg) Cel Plione ¥ (+ Area Sadn)
£ Femma

Addrass (Sieet, Ciy, Pravinés, Posliy Godn)

Employer's Nome Group Plan Kumbor GWL Employes (denil catian Numbar

Haight ‘Waigm Qulo of Blth (ddimmivyyy)

Last Dmg '{mGad . P e Data Reltmed ts Work ar Expaqlad Raturnto Work Datg

(ddimmiyyy) . ' - | [deimniyyy) RIS N P ST

1 putherieg my heathcora or rohablitalion providar 1o disclose my parsenal Infoemation, Inchiding my medicel and haglth Infartmation ond Including
cansulialan ropdns, to Sioal-Wes Life lof tho purppss of invastialing end assessing my claimfs), atmintslating covamon(s) thal | may have with
Groat-Wosl Lilo and admtiisloring tha group benafils plan,

| acknowlodgs thel the porsonal Informetion ks neodad by Greal-Wes{ Lila for ihe pumoses slofed above. | acknowledga the! my consant enabies
Grsal-Wesl Lita (o procass my claimis) and rotusing lo comsanl may resull n delay b danial of my clalmis).

This consant may ba reynkod by mo at aty ima by sanding a weilien Instrcthm,

1 confimi thet o giholostiny wr slaclionit copy of this auHodzaban =hall ke as valld 83 (he orfginal,

Flon Momber/Emplayea Signalam Dot of Consant {dammiyyy)
Attending Physicien's Slatement: TO BE COMPLETED BY THE DOCTCR

 Iyour patient hos raturnad ta wark dr s oxpacted 16 folury 1o work \iclthl'n'.k:wouké of the Last Dalo Wrkod, complote
-+ En and £/g7 the ahd of the jorm, A S -
"For ahsoncas axpeclad [0 be groater han 4 woaks, please complelo Eagantand 2inful, v, 5y

PLEASE COMPLETE TO THEBEST OF YOURKNOWLENGE 1
f 7

Primary Dlagnosls:

] 4

{
Socondary andinr Complications:
i Childbirth - Expacier o Attugl Sativsry Data {ddimmiyyyy; Vaninal [1 C.5action i
Y "
Qectpalionsl ifwssiinkry  Yas L Mol Auta Accitent  YesC] Nof?”
It yas, dala of avant {admmiyyyy) Hyns, dals af avant, ammayyy)

Date of firsl visit 1o yey m(rn ! ith Firs! dotn of work abaangd da F ET%T s

(datimmiyyyy) { [ehmindyyyy) 3

Haspiteltzntion Isfwas patient hospltaizod £ or hod day surgory [

%&%}: Dola ot Infigtylion Nogmo: Mm" w
T —

I surpety wos par!ormn,ﬁ;u/a pmr' dato A dusetiplion of surgoty,
Dl {dd!mmiyyyy), l 301 Doserption:

Traatmen! {drug, dosegn, Ehyslatherapy, athar),

T ENPRE I Pucouny i B loeeky

MESst 3 8
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Continuation of Atiending Physiclen's Statement far Absences that may be Greater than 4 Wasks
ol

Has the pationt been Ytoated for s sama of simiar canditien t the pest?  Yas [ No BT
If yios, dete (admmayyyy). Trentmenl Providar,
Floagsg dagenbe the pationl's symplams including ligtsry, m‘gﬂ&nnd ftoquaney.

s s

o ————
Finquuncy of Visils. [ Weakly (Bfenthly £ Olhor

Plaaso allach coplos of all relavant; o
tost rasulls/investipotions (I last reaults ara nof oltached, we will inlerprel this a% lests ware nol parformid)

cunsultalion reporls
_

I consultalicn ropgg Is n | sttaehed, plegas 1a | atent h (f 1L40 ol by.st specialist for thia %ln ')! r a
Name of Spacinkal. pocially. Dato of Visik q

Hased on your ehtnienl fndings apd nbm\milr.'ns,'plcaw dastitbe lhe palipnl’s tumren! cognllive antior physie! funclianyl gbtiss,

Fluosa 51 oy complizallans ond addibonel contitions impaciing yuur patient’s toval of tunclion or 1he expecled recovary poriod.

e
1s tha pationt following the recammpndad troalmers program? Yos 2 No L]
2
Prognosis Please provide tha mregnosis for racovaty. {f ol compluted on pugn 1)~
v - { .

Notice (o Physlelan:

The infennation n Ihis slalemont wil ba kopt in & s, heslth, or disebillly benafits fia with the inswer or plan ndmintstrmior aned might be pecessiblo
by the palfait or Ihird paries Io whom accass hes baen troniod or hose dulhorizod by Iaw. By providity Ihe information ) censont ta such unadited
raloasn of any information cotiafmad haraln,

ol s
Atwffysic'?n (plinsa pint) f W ' Physicion's Stamp
Addross (Slrag\, CIy. Exmvice, Fostal Gate) l
Witk EReToRE, P . ONTARIO

Taln%; g‘w AnLc ' Fex # (+ Acem Cogn)

Slgnatura ; Dala Slgniw‘}w Ms .

Ms181-21] d /_,.!.- 6
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WEENEEBAYKO GENERAL HOSPITAY,
A Divisian of Weeneehuyko Health Alituskaywin
2.0, Box 34, Mocse Factory, Ontario POL 1w
Tehs 708-658-4544 Faxs 705-658-44%2

STANDARD RETURN TO WORK/SCHOOL FORM
Patit;nt’s Na.me: m / GB’QE-— kﬁm.ﬂaeﬁ)u

This is to certify that the above patient was unable to work (attend

school) due to illness/injury. -
. Proim; Jefiofelz 1, ‘»ﬂ I fQ@(% :
The patient was seen in the 6fﬁce on: ' b’{ lﬁ’{ A3 .
Gomments: | P
T T
KW I

— ~ /
Signed: . QA«E&@N

Date: ' . IMIV(l&T3~




Great-West Life
assunance G COMOANY

Important:

™

Application for Group Short Term Disability Benefits -

Employer’s Statement

™

Great-West Life

your Benefits Solutions People

The completed Employer's and Employee's Statements are required before claim assessment can commence. These forms should be
completed in their entirety and submitted to Great-West Life within 5 days of the onset of the disability. Great-West's Privacy Guidelines
and applicable law allow employees to have access to personal information in their files. Please be aware that any information you provide us in

connection with this claim may be subject to access by the employee.

Ensure all sections and both pages are completed as lack of information will cause delays in claim assessment.

A. EMPLOYER IDENTIFICATION

Name Plan Number Division Number (if applicable) | Class (if applicable)
Nishnawbe Aski Legal Services Corp. 106790 1

Address: Street & Number P.O. Box City Province Postal code

150 City Road Thunder Bay ON P7J 1J7

B. EMPLOYEE IDENTIFICATION

Name: First Last Employee 1.D. Number | Social Insurance Number Date of Birth
Stella Kioke-Koostachin 89 489-073-528 June 6, 1972
Address: Street & Number P.0. Box City Province Postal Code

152 Attawapiskat ON POL 1A0
Telephone Number Cell Number Fax Number

807-264-2520
C. EMPLOYMENT INFORMATION

Effective date of hire (MM/DD/YY) 04/01/06

Date last worked (MWDD/YY) 10711713

Number of hours 7

Reason for absence ¥/ Medical (] Leave of Absence (] Strike [ Dismissed ] Work related accident or sickness
(] Quit (] Retired (] Other (] Temporary Lay-off (] Paid Vacation

Is the employee: 1 Full time: Number of hours worked per week (] Part time: Number of hours worked per week

Is the employee: ¥ Permanent [ Temporary [] Seasonal [] Contract

Is the employee: (1 Hourly W Salaried U] Commissioned

Please attach copies of all correspondence from Workers Compensation or similar coverage received to date regarding this condition.

Has employee returned to work?

[JYes

D. INSURANCE INFORMATION

(MM/DD/YY) I No

[ Yes

If no, is a return to work date known?

Has employment terminated?
(MM/DD/YY) ¥INo|[] Yes

(MM/DD/YY) W) No

Date employee became insured under the Short Term Disability Plan. | When did the employee apply for insurance?
(MM/DD/YY)

(MM/DD/YY) 01/07/06

(MM/DDAYY)

Effective date of excess insurance, if applicable:

Is the employee covered for Guaranteed Standard Issue Program Insurance with Great-West Life? [] Yes

E. EARNINGS AND BENEFIT INFORMATION

Plan Number /1 No

Please answer the following questions. If any do not apply, put N/A in the blank.

Average monthly commissions
eamed in the 24 months ending

on the last day worked:

Employee's Gross Weekly
Earnings:
$ 707.13 per week

Employee benefit amount
(according to your records):

TD-1 Federal personal tax
credits (Dollar amount):

For Quebec residents, tax
deductions according to the

latest TP-1015.3:

Has it been determined that the employee's eamings are tax exempt under the Indian Act (CRA form TD1-1N)? /] Yes

If yes, percentage of employment income that is tax exempt: 100

DECLARATION

%

I No

I HEREBY DECLARE THAT THE ANSWERS TO THE ABOVE QUESTIONS ARE ACCURATE AND COMPLETE.

Authorized Signature: Iy SG; A ﬁf 16 [ !é‘ |g;“ n{ pf 5' Date: October 22/13

Name (please print): Marlene Sabourin

Title: Financial Controller

Phone: 807-474-4377

Fax: 807-622-1096

M5453-6/11

©The Great-West Life Assurance Company (Great-West Life), all rights reserved. Any modification
of this document without the express written consent of Great-West Life is strictly prohibited.




F. JOB INFORMATION

Employee’s job title as of last day worked How long has the employee worked in this position?
Community Legal Worker Years 7 Months 6
MPLETE THI T YEE E RK OR THE EMPLOYEE’S MEDICAL ABSENCE IS EXPECTED

TO BE FOUR WEEKS OR LONGER. If you have a prepared job description, please include it with this submission.

What are the duties in this job, and what percentage of time does each take per week?
Duties Percentage of time per week

See attached job description.

To ensure proper management of this claim, more detailed job information may be requested at a later date.

When did the employee’s disability first appear In what ways did performance on the job change as a result of the disability?
to affect his/her work? (MM/DD/YY) Off work for surgery.
10/11/13

Were any changes made in the employee’s job duties as a result of the disability? []Yes WINo
If yes, please explain what the changes were and when they were made:

If the employee could return to part-time or less demanding work, would such work be available? [1Yes & No
If no, please explain.
Position is fast paced and requires worker to be at work full time due to the number of clients being serviced.

ADDITIONAL INFORMATION

Please provide any additional information that you believe should be considered in assessing this employee's claim.
Stella last day of work was the11th of October but chose to use sick leave credits and was paid up until the 18th of October, 2013.

DECLARATION
| HEREBY DECLARE THAT THE ANSWERS TO THE ABOVE QUESTIONS ARE ACCURATE AND COMPLETE.

Supervisor or Authorized Signature: AM@A_QM@_X)_M#\J— Date: October 22/13

Name (please print): Marlene Sabourin Title: Financial Controller

Phone; 807-474-4377 Fax: 807-622-1096
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NISHNAWBE-ASKI LEGAL SERVICES

COMMUNITY LEGAL WORKER

JOB DESCRIPTION

DESCRIPTION:

The Community Legal Worker is the first contact clients of NALSC have with the
services of the corporation, Legal Aid Ontario and the courts. CLWSs are responsible for
assisting clients, counsel, NALSC staff and other parties with advance and court days,

referrals, diversions, PLE, legal aid applications, and for acting as ambassadors for
NALSC.

DUTIES/RESPONSIBILITIES:

Pursuant to the Personnel Policies and Procedures and under the supervision of the Area
Director and the Legal Aid Coordinator, duties and responsibilities of Community Legal
Workers include:

1. Being available for work in the office during regular business hours, in the
communities as required during advance, court and clinic days, and to be on call
at other times for emergencies only;

2. As a Commissioner for taking Affidavits, perform all the functions of that office
in relation to the fulfillment of the Corporation’s mandate;

3. Assist community members by:

- taking Legal Aid applications in person in a community and by telephone
from remote comumunities when in the office;

- assisting community members to seek legal counsel;

- assisting community members in the completion of routine forms and
providing information and referrals;

- referring legal advice and brief service requests to staff lawyers, duty
counsel and, in an emergency, to a director;

- following up on applications to ensure all necessary documentation and
information has been submitted;

- assisting clients in dealings with justice personnel
(eg. probation officers, police officers);

4. Be available in the community on advance and court days to assist legal counsel,
duty counsel, community members, Restorative Justice Workers, and
Victim/Witness Advocate;



O O

5. Ensure transportation is available to and from the airport in the communities for
Court party on advance and court days and arrange for office space for duty
counsel/legal counsel on advance days;

6. Ensure community members are aware that duty counsel is available to provide
advice to community members and arrange for radio time for duty counsel on
advance days;

7. Keep Chief and Council informed regarding:
- the status of cases
- the location of clients
- the times and locations of advance days and court dates;
- the time, location and topics for clinic days

8. Follow instructions of the Area Director with regard to assisting defence counsel
in the preparation of court cases;

9. Assist defence/legal counsel and duty counsel in the preparation of cases by:
- translating/interpreting, or arranging interpreters when required
- arranging meetings with relevant personnel;
- assisting with the interviewing of witnesses,
- maintaining an ongoing record of the status of cases;
- explaining any aspect of the case to help members understand the
proceedings;
- carrying out all reasonable requests to assist in handling of cases;

10. Assist communities and Restorative Justice Workers in the development of
Justice Committees;

11. Assist defence counsel, duty counsel, Restorative Justice Workers and Justice
Committee members in identifying potential community diversions; inform
Restorative Justice Workers and complete a referral when a matter is diverted;
assist with preparations for Restorative Justice circles and ensure that reports are
or have been provided to the defence and the offender;

12. Assist the Public Legal Education Coordinator:
- in developing and delivering PLE programs in the communities,
- serve as a continual conduit of information to and from NALSC to
ensure the Corporation fulfils its mandate,
- assisting assigned communities in any reasonable way to better
understand and deal with the Euro-Canadian legal system;

13. Refer victims to the Victim Witness Advocate for assistance;

14. Participate in all relevant training workshops provided by or through the
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Corporation;

15. File with the Area Director, once a month on a prescribed form, a report of all the
work done and any problems encountered in that month;

16. File with the Legal Aid Coordinator, on a prescribed form, a report setting out of
all courts within seven days of the court sitting;

17. Report verbally or in writing to the Area Director and Executive Director when
required.

18. Perform other related duties when and as required by the Area Director, the
Executive Director and the Legal Aid Coordinator, or their designates, in keeping
with the furtherance of the goals and mandate of the Corporation.

ACCOUNTABILITY:

The CLWs are directly responsible to the Area Director and Legal Aid Coordinator for
day to day activities and duties and are responsible to the Executive Director for overall
work performance.

On a routine basis the CLW reports to the Legal Aid Coordinator for the following:
- Day to day work schedule;
- Completion of legal aid applications and supporting documentation;
- Court proceedings reports.

QUALIFICATIONS:

Highschool Diploma and some previous education or training in a law related field.
Abililty to speak Ojibway, Cree or Oji-Cree a definite asset.

SALARY RANGE:

$30,000 - $55,000 per year based on a full time employee. This is a full time non-
managerial position.




THE

O Great-West Life

ASSURANCE (3_1= COMPANY

NOVEMBER 20, 2013
PLAN ADMINISTRATOR’S EXPLANATION OF BENEFITS

RE: STELLA KIOKEE KOOSTACHIN
GROUP COVERAGE WITH
NISHNAWBE ASKI LEGAL SERVICES
DIVISION 1
PLAN NUMBER 108790
I.D. NUMBER EQQQQOOQES

THE SHORT TERM DISABILITY BENEFIT FOR THE PERIOD NOVEMBER 20-26, 2013 IS:
$ 531.00 WEEKLY FOR 1 WEEK $ 531.00

PAYMENT $ 531.00

4364286536 FOR_§ 531.00 PAID TO STELLA KIOKEE KOOSTACHIN

———
RN KR - == —_ P

BENEFITS FOR THIS CLAIM HAVE NOW BEEN PAID FOR 5 WEEKS

PLEASE KEEP ALL INFORMATION CONTAINED HERE SECURE. IF YOU HAVE ANY QUESTIONS, PLEASE CONTACT

THE GREAT-WEST LIFE ASSURANCE COMPANY, LONDON DISABILITY, MANAGEMENT SERVICE, 255 DUFFERIN AVENUE,
LONDON, ON., NBA 4K1, OR CALL 519-432-5281,

COPY TD: STELLA KIOKEE KOOSTACHIN

-

Yoo287-7187
000570



THE

O Great-West Life

ASSURANCE (3_== COMPANY

NOVEMBER 14, 2013

PLAN ADMINISTRATOR’S EXPLANATION OF BENEFITS

RE: STELLA KIOKEE KOOSTACHIN
GROUP COVERAGE WITH
NISHNAWBE ASKI LEGAL SERVICES
DIVISICON 1
PLAN NUMBER 106790
I.D. NUMBER EOQOCOQOCO0B89

THE SHORT TERM DISABILITY BENEFIT FOR THE PERIQD OCTOBER 23 - NOVEMEBER 18, 2013 IS:

$ 531.00 WEEKLY FOR 4 WEEKS $ 2,124.00
PAYMENT $ 2,124.00
- — = “— 4364229905 FOR $ 2, 124.00 PAID TO STELLA KIOKEE KOOSTACHIN

BENEFITS FOR THIS CLAIM HAVE NOW BEEN PAID FOR 4 WEEKS

PLEASE KEEP ALL INFORMATICON CONTAINED HERE SECURE. IF YOU HAVE ANY QUESTICNS, PLEASE CONTACT

THE GREAT-WEST LIFE ASSURANCE COMPANY, LONDON DISABILITY, MANAGEMENT SERVICE, 255 DUFFERIN AVENUE,

LONDON, ON., N6A 4K1, OR CALL 519-432-5281.

COPY TO: STELLA KIOKEE KODOSTACHIN

I

Y00287-7187

Q00549




| Great-West Life

ASSURANGE G'ﬂ COMPANY

London Disability Management Services
255 Dufferin Ave, L1104

London, Ontario

NBA 4K1

Tel: (619) 432-7229 / 866-325-6413
Fax: (519) 435-7000

January 20, 2014

Mr. Marlene Sabourin

Business Manager

Nishnawbe Aski Legal Services

86 South Cumberland Street —
Thunder Bay, ON P7B 2V3 reesemesummssmTT

Dear Mr. Sabourin:

RE: Stella Kiokee Koostachin
NISHNAWBE-ASKI LEGAL SERVICES
Group Plan Number 106790

Attached is a copy of a letter that has been sent out regarding Ms. Kiokee Koostachin's disability
claim.

If you have any questions, please call me.

Sincerely,

My

Debby E.
Case Manager

REF: 634214533-120460134 / Kiokee Koostachin01709C




') )
Great-West Life

ASSURANGE G-U-" COMPANY

London Disability Management Services
255 Dufferin Ave, L1104

London, Ontario

NBA 4K1

Tel: (519) 432-7229 / 866-325-6413

Fax: (519) 435-7000
January 20, 2014

Ms. Stella Kiokee Koostachin (P .
PO Box 152 U an 24T
Attawapiskat, ON POL 1A0 JAN

-
-
-
-

Dear Ms. Kiokee Koostachin,

RE: Stella Kiokee Koostachin
NISHNAWBE-ASKI LEGAL SERVICES
Group Plan Number 106790
Employee ID Number E89
Portfolio ID 120460134

We have reviewed the information you provided to our office with regards to your overpayment of your
short term disability benefits and find that you are incorrect. You have indicated that GWL did not pay
you for two days at the beginning of your claim which were October 21, 2013 and October 22, 2013.

Under your group plan there is a 7 day waiting period for illness and this covers the period of October 16,
2013 to October 22, 2013 and your benefit payment began on October 23, 2013, therefore GWL does not
owe you two sick days and the overpayment on your file remains unchanged.

Please send your cheque for full repayment to the address above as soon as possible. If you are unable to
repay your overpayment of $151.71 please contact June K. at 866-325-6413 ex 7039.

Sincerely,

~ | l: (
, L8 sl (N
LNIC < S2 ¢ T oo
/

Debby E.
Case Manager

Copy: Marlene Sabourin
Business Manager
NISHNAWBE-ASKI LEGAL SERVICES

REF: 634214533-120460134 / Kiokee Koostachin01709L
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Dr Bill Chisholm Optometry
Professional Corporation

212 - 38 Pine St. North
Timmins, Ontario, P4N 6Kb6
705-264-8338
| : : . - Co - - - Kindly retain this receipt” -

Ba_lance Pue: so.on for ingome tax purposeps’.:
Printed; September 41, 2013 Invoice date:  8/11/2013
Mre. Stella Koostachin-Kickee Invoice number: 4481
Box 152
Attawapiskat, ON, POL1A1

Full Eye Examination, discount of $43.80 $45.20

Harmonized Sales Tax: $0.00

invoice Total: $45.20

Total saving of $43.80 This payment: (_$45.20 DBC )

832285565 RT0001

Dr, Michael Flondra

—

Thank you for your loyalty! 24% interest on 60 days past due

|
|
|
|
|
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Lee Brown
e —————————
From: Drake, Albert <Albert.Drake@freedom55financial.com>
Sent: Wednesday, September 08, 2010 12:06 PM
To: skoostachin@nanlegal.on.ca; cwhite@nanlegal.on.ca; Ibrown@nanlegal.on.ca
Subject: Foot Brace Question

Good morning everyone, | have found out some information with respect to seeking a foot brace. Great West Life would
cover a foot brace but it is a process to go through first and if approved by its Medical Review Board they will cover the
brace.

1. You require a prescription or letter from the doctor in order to have the foot brace and reason why you require it.
What positive impacts would it provide.

2. You would need a quote/estimate from the provider and information like the materials it's made out of and what
benefits this brace would provide. (The provider should have already done work like this previously for an insurer).

3. Once all the information is ready (prescription or letter from physician and your estimate and quote) this information
can be sent into the claims department as a normal/regular paper medical expense claim to Great West Life.

4. The next step is the information is sent to the GWL Medical Insurance Review Board where this request will be
reviewed. They will investigate/look into the request.

The more information the better so please provide physicians contact information, the maker of the foot brace, all their
necessary information. This way there is sufficient information for them to base their decision on.

I hope this helps and along the way let me know how things are progressing at each stage so | can keep track where we
are at with this.

Thank you Stella, Carolyn and Lee. Should you have any questions you can reach me here.
Sincerely,

Albert

Albert Drake

Financial Security Advisor

Thunder Bay Financial Centre (R0580)
Tel: (807) 343-4788 ext. 236

Cell: (807) 628-2028

Fax: (807) 343-9574



200 Front Street West 41 -4684 of Injury/Dlsease (Form 7)

WSlb Mall To: OQ‘" %X ﬁc/* ,é// %7 Employer's Report

csp Toronto ON M5V3J1  OR 1-888-313-7373
Claim Number
NTAR ' °  Please PRINT In black ink
A. Worker Information
Job Title/Gccupation (at the time of accident/illness - do nat use abbreviations) | Length of time in this position Social Insurance Number
Community Legal Worker while working foryou 13 years
Please check ifthisworkerisa: [ ] executive | | elected officlal || owner [] spouse or relative of the employer 489073528
Is the worker covered by a Worker Reference Number
T e [ Hirst Kame Union/Collective Agreement?
Kioke-Koostachi Stella If:l e (] no _
o uni Worker's preferred language | pate of mm yy
Address [number, street, apt., suite, unit)
PO Box 152 English [ French Birth l 12,0666
City/T |Province | Postal Cod Other Teteohane
o e Pl cose 705-997-1285
Attawapiskat ON POL 1A0
Sex Dateof , U0 mm yy
COv MFr jwe | |

] Fold here for

B. Employer Information #10 envelope gl

Trade and Legal Name (if different provide both) Check Fm OR Account  Provide Number -
Nishnawbe-Aski Legal Servcies Corporation one: ] Nymber L] Number |
Maliling Address Rate Group Number Classifi catmn Unit Code
109 Mission Road
City/Town Province Postal Code Telephone
Fort William First Nation ON P7J 1K7 807-622-1413
Description of Business Activity Does your firm have 20 or FAX Number
Legal and paralegal services more workers? [W]ves [Ino | 807-622-3024
Branch Address where worker is hased (if different from mailing address - no abbreviations)
City/Town Province Postal Code Altemate Telephone
Attawapiskate ON POL 1A0 705-997-1285
c. Accident/lliness Dates and Details ]
1. Date and hour of dd  mm yy AM | 2- Who was the accident/illness reported to? (Name & Position)
accident/Awareness E . ¥
of llness 13/110117] 2:00 Mary Bird, Area Director
Date and hourreported 9 mm ¥y M Telephone Bxt.
to employer {13101 7] 5:40 ) 1807-622-1413 |
3. Was the accident/llness: 4. Type of accident/illness: {(Please check all that apply)
(W} Sudden Specific Event/Occumence Struck/Caught Fall Slip/Trip
|} Gradually Occuring Over Time Overexertion Hamful Substances,/Environmental Motor Vehicle Incident
|| Occupational Disease Repetition Assault
|| Fatality Fire/Explosion Other
5. Arca of Injury (Body Pari) - (Please check all that apply)
[ ] Head Teeth Upper back Left Right | Leit nght Left Right | Left Right
| | Face Neck Lower back Shnulder Wrist Hip Anlde
| | Eye(s) Chest Abdomen Hand Thigh Foot
| | Ear{s) Pelvis I:l-:lhow Finger(s) Knee Toe(s)
|:|0ther oream Lower Leg

6. Describe what happened to cause the accident/illness and what the worker was dolng at the time (lifting a 50 1b. box, slipped on wet fioor, repetitive movements,
ete.. ). Include what the injury is and any details of equipment, materials, environmental conditions (work area, temperature, noise, chemical, gas, fumes, other

person) that may have contributed. For a condition that occurred gradually over time, please attach a description of the physical
activity requlred to do the work.

At 2:00 pm on Oct 13/17, Stella climbed a chair to reach for a clock and lost balance. Chair fell
over and when she hit the ground she was unable to breathe and experienced a deep pain in
her chest. After sitting for approximately 15 minutes she went to clinic for medical attention.

0007A(01/11) A guide to complete this form is available at www.wsib.on.ca Page 1 of 4




wsib O O
cspaat .

NTARIQ

Please PRINT in black ink

Employer's Report
of Injury/Dlsease (Form 7)

IClalm Number

remises (owned, leased or maintained)? . .
P ( ) yes [ |no In employee’s office

Worker Name Social Insurance Number
Kioke-Koostachi Stella 489073528
C. Accident/lliness Dates and Detalls (Continued) ]

7. Didthe accident/illness happen on the employer's | Specify where (shop floor, warehouse, client/customer site, parking lot, etc..).

8. Didthe accident/lliness happen outside the Province ] If yes, where {city, province/state, countsy).

of Ontario? D yes Iil o

Involved in this accident/illness?

]:Iyes Iilno 1.

9. Areyou aware of any witnesses or other employees l If yes, provide name(s), position(s), and work phone number(s).

2.
1.0. Was any individual, who does not wark for your firm, | If yes, please provide name and work phone number
partially or totally responsible forthis
accident/illiness? D yes |i| no
11. Are you aware of any prior similar or related problem, [ If yes, please explain
injury ar condition?
D yes |i| no
12. if you have concems about this claim, attach a written submission to this form. D submission attached
[ D. Health Care |
1. Did the worker receive health care for this injury? dd  mm ¥y | 2. Whendid the employerleam that the worker dd  mm
EI D 1§ hen: received health care?
yes|_{no yes,when: |1 3,1 041 7 1131017

3. Where was the worker treated for this injury? (Please check all that apply)

[Jother.

I:I On-site health care I:l Ambulance D Emergency department D Admitted to hospital IE Health professional office E](:Iinic

Name, address and phone number of health professional

orfacility who treated this worker (if known) Attending Nurse, Weeneebayko Area Health

Authority, 972 Riverside East, Attawapiskat, ON, POL 1A0

[ E. Lost Time - No Lost Time ]

1. Please choose one of the following indicators.  After the day of accident/awareness of iliness, this worker:

IE Retumed to his/her regular job and has not lost any time and/or eamings. (Complete sections G and J).
Retumed to modified work and has not lost any time and/or eamings. (Complete sectlons F, G, and J).
|:| Has [ost time and/or eamings. (Complete ALL remalning sections).

dd mm Y
Provide date worker first lost time |
I I

dd mm yy
l > Date worker returned to work (if known) t | H
| i

regular work
modified work

2. This Lost Time - No Lost Time - Modified Work information was confirmed by:

[yes W] no [W]yes [ Jno [Wyes [Jro [

Telephone Ext.
(] myseit [] other P
Name i |
[ F. Return To Work ]
1. Have you been provided with work | 2- Has modified work been 3. Has modified work been If yes, was it D Accepted |§|Decllned
limitations for this warker’s injury? discussed with this wotker? offered to this worker?

If Declined please attach a copy of
the written offer given to the worker.

4. Who is responsible for arranging worker's retumn to work
DMyseIf ! Ii] Other Telephane

Name Mary Bird |807-623-1413 |

Ext

0007A(01/11)

Page 20of 4
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Claim Number
NTYTARICO
Please PRINT in black ink
Worker Name Social Insurance Number
Kioke-Koostachi Stella 489073528
G. Base Wage/Employment Information - (Do not include overtime here) ]

1. Is this worker (Please check all that apply) o Onerato
Permanent Full Time Casual/lmegular Student Registered Apprentice \(lgheg) aactor
Permanent Part Time Seasonal Unpaid/Trainee Optional Insurance
Temporary Full Time Contract L__|
Tempotaty Part Time Other

2. Regularrateofpay ¢ 17.8198 per  [M]hour [ Jday [ |week [ |other

[ H. Additional Wage Information ]
L. Net Claim Code 2. Vacation pay | Provide
or Amount Federal Provincial - on each cheque? Dyes D"“ percentagem____ %
3. Date and hourlast worked 4. Normal working hours on 5. Actual eamings for 6. Normal eamings for
last day worked last day worked last day worked
dd mm Yy From To

AM AM AM
| | ’ H PM HPM! HPM $ S i,

7. Advances on wages: )
Is the worker belng pald while he/she recovers? [ves [ Ino Ifyes, indicate: [ Fult/Regular [other
8. Other Earnings (Not Regular Wages): Provide the total of additional earnings for each week for the 4 weeks before the accident/illness.

* For Rotational Shift workers - If the shift cycle exceeds 4 weeks, Use these spaces for any other eamings
please attach the eamings information for the last complete shift W (indicate Commission, Differentials, Premiums,
cycle prior to the date of accldent/llness. r— Bonus, Tips, In Lieu %, etc..}. e
. From Date To Date Mandatory Voluntary - -
Period (dd/mm/yy) | (dd/mm/vy} | OvertimePay | Overtime Pay ‘c““““"""“ E Gar on I I’ n l ;"‘
week1 ([ F 1 i T 7 1lIs $ $ $ $ $
Week2 || & T HI 11 ils $ $ $ $ $
Week 3 | & ¢ T L $ $ $ $ $
Week 4 0 T s $ $ $ $ $
“. Work Schedule (Complete either A, B or C. Do not Include overtime shifis) ]
I:I (A.) Regular Schedule - Indicate normal work days and hours. b Example: Monday to Friday, 40 hours
Sunday Monday | Tuesday | Wednesday| Thursday Friday Saturday b} ig g V; g ; s
or,
D (B.) Repeating Rotational Shift Worker - Provide
NUMBER OF NUMBER OF HOURS NUMBER OF WEEKS
DAYS ON DAYS OFF PER SHIFT(s) INCYCLE

> Example: 4 days on, 4 days off, 12 hours per shift, 8 weeks in cycle.

or
U {C.) Varied or Irregular Work Schedule - Provide the total number of regular hours and shifts for each week forthe 4 weeks
priorto the accident/illness. (Do not include overtime hours or shifts here).

Week 1 Week 2 Week 3 | Week 4

From/ToDates@s/mm) || " V/F T T W T T T WV T M E W T L 1§01
Total Hours Worked

Total Shifts Worked

J. Itis an offence to deliberately make false statements to the Workplace Safety and Insurance Board.
I declare that all of the information Erovll:led on pages 1, 2, and 3 is true.

Nameofpersoncompletmgthlsre g(plgashinrl;t) L(f\' Oﬁ"clal& Gz G_Q - {%_
-~ 4 | B e

Sig Telephone Datgz dd mm ¥

\ROL £ZZ IS & (]2

p'/I?I,E WORKPI.AOE SAFETY AND INSURANCE ACT REQUIRES YOU GIVE A COPY OF THIS FORM TO YOUR WORKER
A (01/11) Page 3 of 4




of Injury/Disease (Form 7}
Claim Number

WSi-b Employer's Report
cspaat O O

NTARIC

Please PRINT in black ink
Worker Name

Social Insurance Number
Kioke-Koostachi Stella 489073528

| K. Additional Informatlon

THE WORKPLACE SAFETY AND INSURANCE ACT REQUIRES YOU GIVE A COPY OF THIS FORM TO YOUR WORKER
D007A (01/11)

Page 4 of4
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i Workprang Sataty Head Office: Siege social : Telephone / Téléphone : Fax / Télécopieur :
WSIb t ; ESgFromStreet West 205 rue Front Quest  416-344-1000 416-344-4684
cspaa prote uta Toronto, Ontario Toronto, Ontario 1-800-387-0750 1-888-313-7373

ONTARLG wonn e s e Canada M5V 3/1 Canada MSV 21 TTY / ATS : 1-800-387-0050

October 19, 2017 NG i H’L
Claim No.: 30673347
NISHNAWBE-ASKI| LEGAL SERVICES CORPORATION
109 MISSION RD Worker Name: STELLA KIOKEE
FORT WILLIAM FIRST NATION ON P7J 1K7 —_ KOOSTACHI
ate o
CANADA Injury/lliness: 13/0ct/2017

Injury/Iliness: Chest, Upper Back,
Lower Back, Abdomen

Dear NISHNAWBE-ASKI LEGAL SERVICES CORPORATION,

To keep you informed of the claim status, attached is a copy of a letter sent to STELLA KIOKEE
KOOSTACHI.

| have made this decision based on the information available to me. If you do not understand the
decision, or if you do not agree with the conclusions reached, please call me. |would be pleased
to discuss your concerns.

It is important to know that the Workplace Safety and Insurance Act (the Act) imposes time limits
on objections. If you want to object to my decision, the Act requires that you notify me in writing
no later than April 19, 2018.

To submit this written appeal notice, please go to our website at www.wsib.on.ca and complete the Intent
to Object Form. There is an instruction sheet included on the site which also lists organizations that can
provide free representation. You can access the form and instruction sheet by typing "appeal” into the
search box on the website and accessing the Worker Appeals or Employer Appeals page. They are also
available in the "Forms" section of the website. If you do not have access to our website, you may call
our toil free iumber at 1-800-387-0750 and request the form be mailed to you.

Yours sincerely.

Operations Division
Tel: 416-344-1000 or 1-800-387-0750

For information on benefits, services and working safely, visit our website, www.wsib.on.ca
Pour des renseignements sur les prestations, les services et la sécurité au travail, visitez notre site Web, www.wsib.on.ca

CCeMOS 100094A
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WSlb Workplace Saianf Head Office: Sibge social : Telephone f Téléphone : Fax [/ Télécopieur :
i‘;’:::::z: o et 200 Front Street West 200, rue Front Ouest  416-344-1000 416-344-4684
CSPaa nm-‘esm-m;iie o1 e )'aasmicg Toronto, Ontario Toronta, Ontario 1-80C0-387-0750 1-888-313-7373
ONTARLO contrelos acoidants du travail Canada MGV 3]t Canada MSV 3J1 TTY / ATS . 1-800-387-0050
October 19, 2017
Claim No.: 30673347

STELLA KIOKEE KOOSTACHI Worker Name: STELLA KIOKEE

PO BOX 152 KOOSTACHI
ATTAWAPISKAT ON POL 1A0 Date of

CANADA Injury/lilness: 13/0ct/2017

Injury/lliness: Chest, Upper Back,
Lower Back, Abdomen

iom. e —=DEAESTELLAKIOKEE-KOOSTACH];- e et e At S nn o e ot e e

We are sorry to hear about your recent injury/ifiness at work. The claim filed for health care benefits for
your work-related Chest, Upper Back, Lower Back, Abdomen injury/iliness has been allowed, as it does
not appear that you missed any time from work after the daie of your injury or iliness. If you did miss time
from work due to-this injury/illness, please coniact us as you may also be eligible for loss of earnings
(LOE) benefits.

If you experience ongoing recovery issues because of your injury or illness, or if you have not returned to
your regular work duties after 14 days, please contact the WSIB to let us know. We may be able to offer
you additional services to help in your recovery and return to work.

Helping in Your Recovery and Return to Work

Workers, employers and the WSIB all have responsibilities as workplace partners, with many of these
responsibilities required under the law. Your help is needed during your recovery and return to work.
Please keep up with health care treatments, stay in touch with your employer, and provide the WSIB with
the information we request fo manage your claim.
You can help us manage your claim more quickly and efficiently by submitting a completed Worker's
Report of Injury/Disease (Form 6) to receive benefits from the WSIB if not already done. Available
online, this "eForm6” can be submitted to us securely through our website at www.wsib.on.ca via the
“eServices™optionon our wélcome page.” You will need your claifi huriber (Se€ above) and your date of
birth to complete the eForme.

You must report the following changes in your circumstances to the WSIB within 10 days of the change
to ensure the benefits you are receiving aré not reduced or stopped, and that you are not subject to a

penalty:
» An improvement or worsening in your e A change in your job duties or
condition, hours, and/or
» Anincrease or decrease in your wages, » A change in your ability to co-
operate in treatment, early and
* Beginning to get, or changes, to Canada safe return-to-work activities, or
Pension Plan disability benefits, work reintegration program.

For information on benefits, services and working safely, visit our website, www.wsib.on.ca
Pour des renseignements sur les prestations, les services et la sécurité au travail, visitez notre site Web, www.wsib.on.ca

ALWDW 3515A
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Claim No. / N° de dossjer : 30673347-

Please contact us if you are unsure if you need to report a material change. We can review the
information and decide if adjustments to your benefits are necessary.

As part of our responsibilities, the WSIB is committed to protecting your privacy and the confidentiality of
your personal information. You can read our detailed Privacy Statement for Workers on our website or
contact us to send you a copy.

About Health Care Services/Equipment and/or Supplies

As a result of your injury or illness, you may need health care services including treatment, medication
and health care equipment and supplies that have been prescribed to treat your work-related injury or
illness. Pharmacies and health care providers should bill the WSIB directly at the approved fee and
should not bill you for any services you receive. Sometimes a service or product may need to be pre-
approved to ensure the payment is allowed. In these cases, the service provider or supplier should
contact the WSIB to obtain approval for the medication, treatment, equipment or supplies.

Health-Care-Equipment-and-Supplies: —~———<—.

——

-

If you require health care equipment or supplies as a result of your work-related injury or disease, a
prescription is required from your treating practitioner.

For purchases of most standard products, please use one of the four suppliers listed below. Please note
that custom made orthotics may be purchased from the vendor of your choice.

By using these preferred suppliers, you will not have any out-of-pocket expenses and you can expect a
wide range of high quality products, retail locations across Ontario, and excellent service — including fast
home delivery to anywhere in Ontario, at no cost to you. This chart provides contact information and a
description of the services offered by each preferred supplier.

Preferred Supplier

Contact & Order Information

Location

McKesson Retail
Banner Management

Phone: 1-844-989-1734
Website: www.hhcesprovider.ca

Province-wide with over 75
independently-owned locations. Bariner
stores include 1DA Drugmart and
Guardian Pharmacy ~

Ontario Home Health

Contact local stores to place orders
Website : www.ont-home-health.on.ca

F

Central and Southwestern Ontario:
Stratford, Orangeville, Guelph and
Cambridge. Specializing in rural
support for these areas.

Motion Specialties

Contact.local stores ta place.orders.
Website: www.motionspecialties.com

Shoppers Home
Health Care

_Province-wide with.about 22 refail _ . __
locations across Ontario

Phone: 1-888-603-4369
Websiie: www.shoppershomehealthcare.ca

Storefront locations across Ontarie

>

You can get detailed information about WSIB benefits and services, fact sheets and other publicatigns in
several languages and formats, our privacy statement and our policies online at www.wsib.on.ca.

Health Care Benefits

The WSIB has an automated drug benefit program. This lets pharmacies across Canada bill us
electronically for medication prescribed for a work related injuryfillness that has been allowed by the

WSIB.

3515A
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. Page 3 Claim No. / N° de dossier . 30673347
To get your prescription filled, simply take your prescription to 2 Canadian pharmacy. Your pharmacist
will need your claim number to process your prescription. The prescription information is sent
electronically through the WSIB’s online system and if you have entitlement to this drug, then the
pharmacist can fill your prescription immediately and bill the WSIB.

Sometimes you may have io pay for your prescription and then request reimbursement from the WSIB.
This happens if:

¢ Your claim is not yet approved or you have not used the pharmacy billing system before. For
new claims, call 1-800-655-4631 to check your status.

e A particular medication is not coverad.

= The quantity of the drug requested is more than your entitlement. The WSIB is still reviewing
entitlement to a particular medication.

Reimbursement for a prescription that you paid can be requested. You must:

~——e—Gomplete-and-sign-a WSIB-Medication-Reimbursement Form<{0806A);-which-is-available-from=—-—-
pharmacies and the www.wsib.on.ca or by calling the above noted number.
« Atfach the original receipts, and

» Send it to the WSIB for consideration of payment to:

Drug Verification

Workplace Safety and Insurance Board
200 Front Street West

Toronto ON M5V 3J1

Travel Expenses

The WSIB pays all reasonable expenses incurred when, on the direction or approval of the WSIB, a
worker or another person designated by the WSIB, must travel in relation to a claim.

If you are not sure of the type of travel expenses for which you are eligible, please call the WSIB or visit
our website, www.wsib.on.ca for more information. A Worker's Travel Expense Form is available on the
website to complete. We miust pre-approve travel expenses. Please complete the form based on the
method of travel we have approved, even if you choose to fravel a different method. For example, if you
are eligible for public transit fare and choose to drive, you should complete the form claiming transit fares.
Be sure to provide all the information requested so that we can process your payment promptly.

7T =7 additional Support for Workers” T T T T T TR R et v T
L

Some workers find it helpful to have a worker representative assist them with their WSIB case. Free

advice and representation may be available through your local union or through the following
oorganizations:

e The Ontario Federation of Labour (OFL), toll free at 1-800-668-9138.

e The Office of the Worker Adviser (OWA), toll free at 1-800-435-8980.
 Community Legal Clinics. Legal Aid Ontario toll free at 1-800-668-8258.

3515A
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We are available to answer any questions you may have about anything in this letter or about your claim.
Please contact us at the number below.

Yours sincerely,

Operations Division
Tel: 416-344-1000 or 1-800-387-0750

Copy To:NISHNAWBE-ASKI LEGAL SERVICES CORPORATION

e —~— —_—

- AR e J—
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Grous Benefits - e
Attending Physician Statement ‘li%’-\\}x\ e
Short Term Group Disability Claim . @a 10 lﬂ)

The purpose of this Statement i to assist Manulife in making a degision on your patiant's clalm for disabifity benefits, When complsting this form, please
inelude sufficiant details of histary, physical and diagrostic findings, clinfeal course, therapy, and response to enable Manulife fo make this decision. YOUR
PATIENT WOULD APPRECIATE THE COMPLETION OF THIS FORM A8 SOON AS POSSIBLE, OTHERWISE, THERE MAY BE A DELAY IN THE
PROCESSING OF THIS CLAIM. PLEASE KEEP A COPY FOR YOUR RECORDS.

PAGE 82

Manullfe Group Benefits Tol:  1-8¥7-481-9169 » (518) 747-7000
Attenition: Disability Clalms Fax: 1866 877-4218 - (519) 579-3680
FO BOX 800 STN WATERL.QD Bmail: group_disshility_claims@manulife.com

Waterloo ON N2J 402 7
1 Plan memberfemployee information and consent (To be completed by patient.)

Plan member/amployee name (last, first, middle In{tial) Horna phone number Coll phong humbar
Koo e -Moostachen , Shella, M (oS ) A5 2Re8 |8 R385

Atldrass (number, street, apt.) ' Chy Province Postal code

Box IS P cocop i slen g Y | Folad
Flan sponsor name “TPlan contract number | Plan member cartlficate number
Nishhawbeé-Aski Legal Services Corpération 110020
Helght i, Weight e Date of birth (gd/mm }

= e D53 ) o OF | tole

Last date worked (ddimmmiyyyy) Date returned to work or expected retumn to work data (ddlmmmivyy)

D9 e 19
Lherchy_authorlze the release of medical and health information in my file to Manulife and/for Its authorized agents for the purpose of
assessing my disablility claim and administering the benefits plan. This medical and health Information includes, but is not limited to, copies of
all consultation reports, dlinical notes, test resuits and hospital records. Lundersiand that I can revoke this consent at any time but that without

it my claim may not be assessed. Lunderstand that | am responsible for any fees related to the completion of this form. Laaree that & copy

or electronic version of this authorization @e as valiij as the grginal, Medical and, health information excludes genetic test results.
ST I o Qqqﬂ__; OLle @09

Plan merber/Employee signature Drate (Ad/mmi ﬁ)yyy)

2 Attending physician’s statement

NOTE TO PHYSICIAN:

» If your patient has returned to work or will retiten to work within 4 weeks of the Jast date worked,
complete gection 2 only and sign at the end of the form. ‘

« For absences expected to be greater than 4 weeks, please complete all sections in full.

Diagnosis

Primary; (\ v 5\-\‘\— \‘4\_/\ -2 ﬁ,é—-‘; c:u\ v~ NS 3 e \

Secondary: &, if childbirth provide expected or actual delivery date (dd/mmmiyyyy)

Vaginal D  C-Section

Occupational illnessfinjury .
Is condition arlsing from employment? Yea O No IZL-‘/

Date of first visit petaining to this liness ddmmm/iyyyy) First tlate of work absem?e to cn/!ditlon (ddfmnmiﬁz)
10[:;..319 O/ 0& 0(C

Hospitalization = 1 l
Is/was patlent hospitaﬁﬁdiqcr had day surgery Date admitted (ddimmm/ b/ o ct'_, 9\3{ g

Q\s D L -—X’— " scharged (dofmmmiyyyy): M oy
If surgery was performed provide dW
Date (dd/mmmiyyyy): o Description: r\.ﬁT“ w G ‘H—rl’\/‘:'ﬁ Q2

Treatment (drug, dosage, physiuthe_ra;py, other)

MName of institution:

A
Prognosis Please provide the prognosis for recovery

The Manufasturers Life insurance Company N Fage 8 af 12

GLS450E (07/2018) - Aliending FPhysician Stalement
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3 Contization of attending physician’s statement for absetices that may-he greate: than 4 weeks
Has the patient been treated for this condition inthe past? Yes Ll No Iﬂ/b”l?yes. date (dd/mmmiyyyy)

Describe current symptoms, severily and frequency

\%/\‘Q.{ p&ﬁ/\ ”f_SwC((

“a

Fraquency of Visita [l Weekly finly O Other

Attach capies of all relevant: .
s test resgltslinvestigaﬂnns {If teet results are not attached, we will interprat this as tests were not performed) - do not

vide
= consuitation reparts
If consultation report is not attached, please indicate if your patient has or will be seen by a speciafist for this condition.

Name of Specialist Specialty Date of visit
Based on your findings and clinical ebservations, please describe your patient's current cognitive and/or physteal resirictions and limitations

Please list any complications and additional contitions impacting your patient's level of function or the expected recovery petiod

b

Pl
To your knowledge, is the patient following the recommended treatment program? Yes D/ N)/E,
I your opinion, is your patient competent fo manage his/her own affairs? Yes @/ No O

PFrognosls Please provide the prognosis for recovery (if not previously complefed in section2) (™ -2 O Ve s -
2 CEP e A Corm P ledc ¢
L W\ s 2065+ — oD
4 Physiclan’s acknowledgement and authorization ) J

| acknowledge that the information in this staternent will be kept in a disability benefits file with Manulife and might be accessible by the patient
or third parties to whom access has been-granted or these authorized by law, By providing the information | consent to such unedited release
of any information contained herein.

Altending physician, (pleasg print) GCertiled specialist Physlclan's slamp
DKR‘LJ&E;M% hopw( LC,

Address fnumber, suita)

GD P ey QW?-- E

| i ) Province Pogial code
T S ON Vi) o2
Telephone number - F% ;%bgr 3(00 6‘3 /:?
(705 B0 23 ( ) —
Signatures ‘/( i- J?Cj\ } 1 Date signed (ddlmn:l;!)yyyy)

MOTE: THE PATIENT IS RESPONi‘B FOR ANY CHARGE MADE FOR THE COMPLETION OF THIS FORM,.

The Manufacturers 1ife Insurunee Company Pape 7 of 12 GLE450E (07/2018) — Attending Physician Slatemient
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O

M Manulife Group Benefits Plan Member Statement
: Group Disability Claim Form

Please send completed forn to!
Manulife Group Berefits
Attentlon: Dizability Claims

Please ensure to answer all questions, Additional PO BOX B0O STN WATERLOO, Waterloo ON N2J 4C2
statemnents may be submitted if there Is Insufficient Tel:  1-877-481-9169 or (519) 747-7000
space on this form, Refer to your hooklet for information Fax: 1-866-577=-4215 or (518) 579-3680
about your plan. Email: group_dlsability_claims@manulife.com
1 S:;ﬁg; tion Please select the henefit type for which the plan member is applying.
() Shart tarrn disability () Long term dizabilty (7Y Waiver of premiums () Critical ifngaa () Diamambannent

2 !’[ﬂﬂ mEl:ﬂbe You can abtain your plan centraci number, division aumber and your plan member ¢ertificate number from your
information  penefit card. !

Plan sponsar name Nishnawbek-Aski Legal Services Corportatoin

Plan contract number 110020 Division 000 Certificate number
Full name (first, middle inltigl, last) MM@L&@C@@M&Q Claiss

SIN (f benefitis taxable) L B ) (¥ 2 SR Date of birth ddimmmiyyy) A" CE ~lela g . =

Height __,,_5 ”_CD._..._" ‘ Welght QSB!&S Mumber of dependents and ages —~E- lﬁ?enfge?gr?:e: @ém“Sh (7) French

+

Street address (number, street, apt) % VS
.

City %LL&I&MQ& Province oD Pastal sade =0l £

Primary phane number =S }qolr%"'lggs;\ltemate phone number T).Q’S ) K4 :’ - QB o iy
Wark phone number -D-DS )ch?"lg-&g Ext.

By providing my personal email address, | am authorizing Manulife to communicate with me abaut my file by email. | ackhowledge that correspandatice by
email may-eontain personal information including, but not limited to medical, employment and financial informafioh, Manulife canhct guarantee Integrity
and security of information tranamitted by email. | sise acknowledge that Manulife will not be responsible or Hable for any loss or damages | may incut if

| communieate/exchange confidential or other personal information with Manulife by email.

emat atress _ DM a oo @ Lebet & | Steesle dnic corlopdd o o

3 Direct deposit |fyour plan sponsor allows direct deposit, please complete this section to receiving benefits by direct deposit in the
authorization event that your tlzim is approved.

() If depositing Into a savings account, piease carnplete the requirad [nformation, sign the autherlzatton and provide a copy of a direct depesht

()y:/rm or a bank verification statemant
_Mf depositing Into a ehenuing account, please sign the authorization, and attach a copy of a void cheque
Name of financial institution = C et e ek
L]
Addrass of financial institution {numbar, strant, sulte) _)__ e o "7-'-:‘\—1“614‘:‘_

ti. Ll
City R e e Province s Postal code O rO =D 5
Type of acoount: &Ghequlng () Savings
Branch o translt number (S digits) | } 5t "2 Institution number (3 digits) o> &2
Bank account nutmber (maximum 12 digits) Q00 ] 21 ;-‘:_.?\ ‘;‘g

Continued on the next page.

The Manulacturers 1ite Insurance Comtpany . Page 1 6f 12 BL5450E (07/2018)
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'-

3 Direct deposit authorization (continued)
Manulife to deposit, until further notice, payment dug to me fram the abave paliey, Inta my bank account. Lagree that Manulife will have no

{ horahy autborize
further Hablity with respect (o any payments made in accordance with this autho[izatlon, and may at any time di

require my personal endorsement,
s0 paid to the bank after my death shall be refunded to

Group Life and Health policies, Lauthorize the use of my Sacial [nsurance Number {3
The sbove request and authorization apply te any other account in this i

Blan member signaturs %@ K

fo hercby co .

KA T e R Ry 15
Manulife for distribution to the person or persens, if any, entitled

nelal Institutipn

Date (dd/mmmiyyyy)

Plzn member name (pleass print) E’:h'—“ e \‘-’-.l %&%ﬁ%{‘;\gﬁ&

scontinue payment a3 regussted herein and

pa that any sums of money

[} 15 AT At
tharats under the terms of the palicy. For
hen applicable for the purposes of my request for Direet Bank Deposit
any other financial institution subsequently named by me,

i

MRS STELLA
., POBOX 182
7y KITAWARISKAT ON. POL1AC

1om

M KIOKEE-KOQOSTACHIN

Sy TOTHE
.:pHFJEFI CF

L

11072
Troreall

002 1820125
rdonl hogourt

4 Injury
information

Mﬂﬁglnal data of hire (dd/mmmiyyyy)

r
Oceupation QDM\’“\M\"\—A.\M Vo ) al

=

Is your injuryfillness work relaied?

If no, was the ragson you stoppad warking due ta:

(O Yes (o

(3 linesz O Injury sway fromwerk (O Moter vehicle secldent
{Please provide s copy of tha pelice repart)

If you have sufered an injury, pleass describe how, when and where the Injury oceurred.

ls there any legal action?

) Yes af\No

Lawyer's name

If yes, please provide the lawyer's contact information,

Phone number ( )

Lawyer's addross {number, street, sulte)

Ext.

City Province Postal code
5 Work -
information  VUhat was the last date et work? (dé/mmralyyyy) = 19 - =) 5
Was this a full day/zhiRt? L%’es () Ne T no, how many hours were wortked on your last day?

Have you performed any other paitl or voluntesr work since that date? () Yes (&

If yos, pleage describe. Dates (dd/mmmlyyyy)
From To
From To
From To

— From To

The Mannfacturers 1.ite Insurarce Company Page 2 of 12 GL5450E (07/2018)
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6 lliness
information

Please deseribe your symptoms and their frequancy.

When were you first treated by a physician far the current absenee? (dd/mmm/iyyyy)

What wotk duties do your symploms prevent you from performing?

klave you ever had the same ar simllar illness or injury? () Yes fm

Did it result [ an absence frem worle? () Yes Ml!o If yes, plesse desctlize, inciude dates and treatrment provided.
B you have an expected return to work date? W Yes () No If yes, plesse provide the date (dd/immmiyyyy) Y~ - DD L p\‘

7 Health care  Please list all of the health care professionals you have seen for this illness of injury and any health care professionals
professional  you plan to see in the kear futurs about this iliness or injuty. Please include famlily physicians, nurse practitioners,
information specialists, physlotherapists, pasyshologlsts, etc. If the space provided bolow is insufficient, please attach a separate

page and list the additional health care prafessionals.

L] L]
Name LoF. L g, N s B Specially S EEEA o o AT T
Arldress of health care profeasional {number, street, sulte) Lt o EDE-S onﬂ.
-
Clty Lirrrens oS Frovinge __ S e Postal code _EH P DR
Phone number { 135 1200 —S RO Faxnumber (195 ) DED-SB 13
Consulted: From: {dd/mmmiyyyy) Oreddonn 2001 ¥ To: (dddmmmiyyyy) pre's.erd'l d
- ~ Y —
Pate of next visit (dd/mmmiyyyy) 2D~ .-:..'lc:ﬁ Frequency of vislts Cﬁtm\ﬂke&uzﬁs e A oS

Name _& s e emin e eelenpz dj\CQ i:_L‘,cE. e iﬂ')ﬁk& J\bm Specialty \Jrg; PA‘J‘"E‘Q.

Address of health care prafessinnfll (1.1umber. stragt, suite) Gg_-f_:; ca.:i_ba_\_‘_..m&’}
City __/ "_-."'\‘\v-w%hcg g Province D Postal code ‘F)‘ﬁb‘—— | B
Phone number (195 YAAATF - pay number _( )

Consulted: From: (ddimmmiyyyy) L O & - 201K 1o (ddmmmiyyyy) _ 1O~ 20 1%

LY * a
Dale of next visit (dd/mmmfyyyy) = ! ¢ Fraquency of visits iﬂ Wﬂa—«a_&crf‘ijbl / d ‘0(:}_"3&‘5

Narne Specigty

Address of health care prafessional (number, street, suite)

City Pravinge Postal code
Phone number ( ) Pax number ( )
Consulted; From: (dd/mmmfyyyy) To: (ddfmmm/yyyy)

Date of next visit (dd/mmmiyyyy) Frequency of visits

‘ITie Manufeturers Lifs Insuranee Compaiy Page 3of 12 GLS4AS0E (07/2016)
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8 Otherincome iyoy have applied for, or are recelving any income from any of the following sources, please complete the following and

information , if applicable,
Haveyou  Areyoutecelving Date heneflt Amount Blease daseribe ot provide claim numbaer,
Source :’ppllE:? l?éme;:? (‘;g?&“:nan‘;‘gi?’;’) (%) contact name and telephone number
25 No
Canada/uebec Panglon Flan
(3 Disabilty O @& O o
(7 Ratrement
Wirker's compensation® Q y Q ©&
Emplpyment {nsurance @) Q ©
Auto Ineurance O ®/ Q @/
Otfter instranea O © QO e
Inctime from any other souree o o QWD

*Includes any type of beneflt for work related illnass o injury including Workers' Compansation Board (WOE), Workplacs Safety and Insurance Board (WSIB) and Commission des
normes, da I'agquité, de la sarié et do la séeurité du travall (CNESST),

9 :‘;’}'::’i:::’ NOTIFY MANULIFE PROMPTLY IN THE FOLLOWING CASES

Manulife Lacknowledas | must natly Manulife immediately I
a) my medical condition Improves, even though | have not yet returned 1o work
b) |start work either as an employee or a sgif-employed person
5) lapply for benefits under any workars' compensalion lew or plan as defined In secflon B
d) | apply for benefits under Canads/Quebec Penglon Plan
&) 1 racelve any benefits orincomea frem any other source
f) | am admitted or discharged fram hospitat
g) | racelve any other benefits/ineatna related to my disability
h) | am loaving the country or travellng

iy | am orwill ba returning to achool
g . \:_/ L«/\
Plan member sighature o P LT b e Date (dd/mmm/iyyyy)

10 Agreement, autharization and acknowledgement
Please sigh this authorization and send to Manulife using one of the following methods,

Via fax: (519) 579-3880 or 1.866-677-4215
Via emall: group_disabiiity_clalms@manulife.com .
Via ragular tnail to: Manulife Group Benefita T

Attention; Disahbility Claims, PO BOX 300 STN WATERLOQ, Wateroo ON N2J 4C2

» that the information in this form, and any further verbal or writtan stalement provided by me in the futurs, is trug and complete to the best of my krowladge.

» that my claim{s) and my coverage may be denied or terminated a4 a rasult of my providing false, Incamplete or imisleading informatian,

« 1 am requirad to refund any monies that 1 may owe to Manulife In accordanca with the praviclons of the group benefits plan with Manulffe, and | authorize
Manulife to deduct monies from my group benefits.

* that & photocopy or slectronic version of this authorization shall be =3 valld as the original.

» Manulife and/or its service providars, its reinsurers and Its service praviders, and any person or organizatien whe has personal information about me,
ineluding an administrator of government benefits or other benefits programs to collect, use, maintain and disclasa my personal information for the
purpeses of grous benefits plen adminkstration and audits as well as the aasessmant, investigation and managemant of my claim(s), ncluding independant
medics| pasessiments.

+ Manulifs {0 use my SIN for the purposes of tax reparting and ldentification and administration, If my SIN is used as my plan member certilicate number,

« Manulife to release infermation to my Employer/Plan Sponaar or a Third Party Administrator of my Plan Sponsor for plah adiministration purposes,

Lasknowledae:

+ that my medical information will not be provided te my Emplayer/Plap Sponsor ar a Third Party Administrator of my Plan Sponsar unless my cengsent Is
explicitly abtalned,

« that more specific detalls regarding how and why Manulite collects, uses, malntalng, and discloses my peraonal infarmation can be found in
Manulife's Privacy Policy, available at hitps:www.manuli{e.calcorporate/privacy-policy.htmi or from my Plan Sponsor

- that any perganal Infarmation provided to or coflected by Manulife In accordance with this authorization will be kept in & group life, health, or disability
benefits file. Access to or disclosure of my personal infarmation will be limited to Manullfa employees, representatives, reinsurers, and service providers in
the performanca of thelr jobs; parsons to whom [ have dranted aceess or autharized distlosure; and persons autharized by law.

*{ have the right to request access to the perzanal infarmation in my file, and, where appropriate, to have any Inaccurate information corrected.

- | may ravoke my autharizations in this section at any time by sending a written inspruction to Manulife and {1 understand that this may impact the

administration of my elain and-any henefit payment.
- -
Date (ddlmmnﬂyyyyO‘C‘ZLDYQM\?‘-gﬁ?Lq

Plan member signature mmlc

R
Plan member name (please print) 3:‘:“ £ Kl 0@;&@%@

Please note: The information in this statement will ba kept in a group life, health, and/or disebility casa fila with Manulifa and might be accessible by the employer or thivd parties 1o
whom access has been granted or thosse authorzed by law.

“The Manufactarers Lite Insurance Company Page 4 of 12 GL5450E (07/2018)
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Family Medicine Cinic
Weeneebayko General Hospital
P. 0. Box 34
Moose Factory, ON
POL 1WO

Wednesday, October 16, 2019
Re: Siella Kiokee-Koostachin
Box 152 160 CEDAR ST.

Attawapiskat
POL 1A0

To Whom It May Concern:
This patient was seen on Wednesday, October 16, 2019.

This patient was totally disabled on Wednesday, October 16, 2019.
Estimated time until return to work: 2 Weeks,

“This information was confirmed on the basis of my direct examination ar managament of
this patient.

lmtm— b —,

Additional Notes:
Due 1o injury.

N ~IH e

H=5 43 0312
Brenda Louttit-Bunker
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Family Medicine Clinic
Weaneabayko General Hospital
p. 0. Box 34
Moose Factory, ON
POL 1WO

Wednesday, October 16, 2019
Re: Stella Kiokee-Koostachin
Box 152 160 CEDAR ST.

Attawapiskat
POL 1A0

To Whom It May Conceim:
This patlent was seen on Wednesday, October 18, 2019,

This patient was totally disabled on Wecdnesday, October 16, 2019.
Estimated time untll retumn to work: 2 Weeks.

This information was confirmed on the basis of my direct examination or management of

this patient.
. /-.--—u-—..___,,____
Additional Notes:
Due to injury.
1,
oo
: NP PN
LT #9468 081% -

Brenda Louttit-Bunker -
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Family Medicine Clinic
Weeneabayko General Hospital
p. O. Box 34
Moose Factory, ON
POL 1WO

Wednesday, October 16, 2019

Stella Kiokee-Koostachin
Box 152 180 CEDAR ST.
Attawapiskat

POL 1AD

Re:

To Whom It May Concem:

This patient was seen on Wadnesday, October 186, 2019

This patient was totally disabled on Wednesday, Qctobe

Estimated time until retum to work: 2 Weeks.

This informatio
this patient.

Additional Notes:
Due to injury.

PAGE 81

r 16, 2019.

n was confirmed on the basis of my direct exarnination or management of

————— e

- * -
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Brenda Louttit-Bunker
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m Manulife Group Benefits Sponsor statement
Group Disability Claim

« Please ensure to answer all questions. Please send this form to:
- Please attach details on any additional information that Manu!afe.G[-oup Benefits
: : - : : Attention: Disability Claims
you believe should be considered in assessing this PO BOX 800. STN WATERLOO, Waterloo ON N2J 4C2
plan mermbers clair. Tel:  1-877-481-9169 or (519) 7477000 Fax: 1-866-677-4215 or (519) 579-3680

» This notification must be sent to Manulife without delay.  E-mail: group_disability_claims@manulife.com

1 Benefit Please select the benefit type for which the plan member is applying:
application G shortterm disabilty (O Long-term disability () Waiver of premiums (O Critical iliness () Dismemberment

2 Plansponsor  ctnumber 110020 Plan sponsor name Nishanawbe-Aski Legal Services Corporation

information
Street address (number, street, suite) 1805 E Arthur St.,

city Thunder Bay Province ON Postal code P7E 2R6
Plan sponsor contact name _Colette Shwetz Jobtitle HR Manager
Phone number (807) 622-1413 Fax (807)622-3024 E-mail cshwetz@nanlegal.on.ca

Health centre contact and return work contact
If different from above, please indicate the person in the health centre involved in disability absences.

Name Job title

Phone number ( ) E-mail

If different from above, please indicate the person we should contact to facilitate a return to work once this employee’s abilities and limitations are known.

Name Job title

Phone number | ) E-mail

3 Planmember _ = st midde inital, lasty Stella Kiokee-Koostachin

identification

and work

g i i 12/Jun/1966

information Date of birth (dd/mmm/yyyy)
Certificate number 23 Primary phone number (705) 997-2308 Alternate phone number )
Class A Division Job tite _Community Legal Worker

Permanent employee @ Yes (O No Date of hire (dd/mmm/yyyy) _01/Apr/2006

Date for which the ptan member was first covered under this plan.  Date (dd/mmmyyyyy) 01/Jul/’2006
Has there been any interruption in the plan member’s coverage? (O Yes @ No

Please indicate the HOURS of work in a normal week.
Is this shift work? () Yes (@) No

If yes, please indicate the work schedule or attach a copy of the work schedule.

Days Monday Tuesday Wednesday Thursday Friday Saturday Sunday
Hours of work : ’ 7
each day —7 }

Provide details if plan member’s shift schedule is varied or rotational:

Is the member required to work night shit? (O Yes (O No

Plan member's gross salary as of the last day of work  § 3:.737.10 (O Perweek @ Per month
Was the plan member: () Salaried ® Hourly
What was the last date at work?  Date (dd/mmm/yyyy) 20 9

The Manufacturers Life Insurance Company Page 10f 3 GL5448E (03/2017)



3 ‘Plan member  wasthis afull day!shiﬂ’g Yes (O No g‘

identification

and work If no, how many hours were worked? Is the absence work related? (O Yes (@ No
information . )

{continued) What was the plan member’s first missed day of work? Date (dd/mmmfyyyy}

Has the plan member returmned towork? (O Yes (@ No  Ifyes,when? Date (dd/mmmiyyyy)

Did the plan member retum to: (@ Regular duties O Modified duties

Tax Information - Please complete only If the beneflt is taxable
TD1 code TP1 code Plan member's province of residence for income tax purposes

Is employment income tax exempt according to terms of Indian Act and Income Tax Act? O Yes (O No Ifyes, please provide copy of TD1-IN.

Please Indicate if any of the following have been pald (or are payable) since date plan membor last worked

Amount Dates {dd/mmmfyyyy)
Salary continuance From To
Vacation From To
Sick Leave From To
Severance From To
Employment Insurance benefits *  From To
Other * From To

{please indicate the source)

*E.g. Short-term disability benefits, commissians or bonuses, retirement penslon. If more space is needed, please use a separate shest of paper,

4 Life coverage To be completed for self-administered groups applying for waiver of premium or please provide a copy of the
Enrolment Applicatiot.

Group Life Benefit
Plan coniract number Division Effective date of coverage (dd/mmimn/yyyy)
Annual salary §$ Date of last inctease (dd/mmimfyyyy)

Life caverage when last actively atwork (O Terminated (O Active () Suspended

Amount of Life coverage

O Basic $ (O spousal § (O pependent Children §
O Optional § (O Cptional Spousal § Q other 5
(specify)
Group Accidental Death and Dismemberment Benefit (AD & D)
Plan contract number Division Effective date of coverage {dd/mmmiyyyy)

Amount of AD & D coverage

(O Basic § O Optional $ O Spousal § O Optional Spousal $§

Group Survivor Income Benefit

Plan contract number Division Effective dafe of coverage (ddimmm/iyyyy)
Monthly survivor benefit amount $ Type of coverage (O Spousal (O Spousal and children (O Other (specify)

Critical lllness Benefit

Plan contract number Division Effective date of coverage (dd/mmmiyyyy)

Amount of Critical lllness Benefit

O Plan member basic § O Plan member optionat § (O Spousal § O chid §

5 Declaration  lcertify that the information in this form is frue and complete, to the best of my knowledge.

Name 6@ /\-@#ﬁ— g?‘la}??é? . Title #K. MCE,/J@ Q@//

Signature Date (dd/mmmfyyyy) / 6—/ / 6/ / ?,

The Manufacturers Life Insurence Company Page20of3 GL5448E (03/2017)
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T 7 -
Please ensure section 6 is completed ., the plan member’s supervisor.

-

6 Occupational
information

Completed by:

This section may be separated from the rest of the form if necessary. Please attach a physical demands analysis if available.

Name and titlte Heather Baillie

Date completed (dd/mmm/yyyy) 15/0ct/2019

What was the plan member's occupation immediately prior to the plan member stopping work? _Community Legal Worker

Were the plan member's duties and/or hours modified from their regular occupation? O Yes

Please describe this plan member’s regular duties (or attach a copy of the company’s job description) as well as any modifications, if any.

Job description attached

@ No If so, when? (dd/mmm/yyyy)

7 Occupational

The following physical demands analysis of the plan member’s occupation is to be completed by his/her supervisor. In

demands the appropriate column, please specify the frequency for which the following activities are regularly performed:
- INFREQUENT FREQUENT CONSTANT
Activity NIA (330, of the workday  34-66% of the workday  67-100% of the workday
Walking O ® O O
Sitting O @ ® @)
o | Standing O ® O O
W | Driving / Operating machinery ® @) O O
:L: Climbing up and down the stairs O @ O O
§ Does the employee's occupation require repetitive movements? O Yes @ No
—<' Lifti N/A INFREQUENT FREQUENT CONSTANT Pushing/  \/a INFREQUENT FREQUENT CONSTANT
O fiting 0-33% of the workday ~ 34-66% of the workday 67-100% of the workday Pulling 0-33% of the workday ~ 34-86% of the warkday 67-100% of the workday
£ [o-10p. O @ O O 0-10 Ib. @) @ O O
Z | 11-201b. ® O @ O 11-20 Ib. ® O @) @)
21-50 Ib. ® @) O O 21-50 Ib. ® O O @)
51-1001b. @ O O O 51-100 Ib. O] @) O O
100+ Ib. ® @) O O 100+ Ib. ® O O O
Does the plan member use a lifting device? O Yes O No
s e INFREQUENT FREQUENT CONSTANT
@ | Activity Definition NIA  33% of the workday  34-86% of the workday 67-100% of the workday
= -
S | Understanding and memory Understanding and remembering instructions O O @ e
- | Sustained concentration Maintaini ttention and concentration for extended
‘&, I I p:rligdsmmg attention O O @ O
g Social interaction Interaction with co-workers and/or the general public O (@) @ O
E | Adaptation and multitasking Response to frequent changes, juggle tasks and prioritizes O O ® O
5 Meeting deadlines The work involves time pressure and deadlines O O @ O
O | Responsibility and accountability Errors in judgement or attention can have significant
o consequences O o @ O

8 Declaration

Name ‘///‘ﬁc’ g?ﬂ—b@'/ Z. d

| certify that the information in this form is true and complete, to the best of my knowledge.

Title A/‘/Z- /Maﬂ(LSM

R ', /o / 2/ ?

Please note: The information in this statement will be kept in a group life, health or disability benefits file with Manulife and might be accessible by the plan member or third parties to
whom access has been granted or those authorized by law. By providing the information you consent to such unedited release of any information contained herein.

The Manufacturers Life Insurance Company
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NISHNAWBE-ASKI LEGAL SERVICES

COMMUNITY LEGAL WORKER

JOB DESCRIPTION

DESCRIPTION:

The Community Legal Worker is the first contact clients of NALSC have with the
services of the corporation, Legal Aid Ontario and the courts. CLWs are responsible for
assisting clients, counsel, NALSC staff and other parties with advance and court days,
referrals, diversions, PLE, legal aid applications, and for acting as ambassadors for
NALSC.

DUTIES/RESPONSIBILITIES:

Pursuant to the Personnel Policies and Procedures and under the supervision of the Area
Director and the Legal Aid Coordinator, duties and responsibilities of Community Legal
Workers include:

L.

Being available for work in the office during regular business hours, in the
communities as required during advance, court and clinic days, and to be on call
at other times for emergencies only;

As a Commissioner for taking Affidavits, perform all the functions of that office
in relation to the fulfillment of the Corporation’s mandate;

. Assist community members by:

- taking Legal Aid applications in person in a community and by telephone
from remote communities when in the office;

- assisting community members to seek legal counsel;

- assisting community members in the completion of routine forms and
providing information and referrals;

- referring legal advice and brief service requests to staff lawyers, duty
counsel and, in an emergency, to a director;

- following up on applications to ensure all necessary documentation and
information has been submitted;

- assisting clients in dealings with justice personnel
(eg. probation officers, police officers);

Be available in the community on advance and court days to assist legal counsel,
duty counsel, community members, Restorative Justice Workers, and
Victim/Witness Advocate;




S - ow

10.

I1.

12.

13.

14.

O O

Ensure transportation is available to and from the airport in the communities for
Court party on advance and court days and arrange for office space for duty
counsel/legal counsel on advance days;

Ensure community members are aware that duty counsel is available to provide
advice to community members and arrange for radio time for duty counsel on
advance days;

Keep Chief and Council informed regarding:
- the status of cases
- the location of clients
- the times and locations of advance days and court dates;
- the time, location and topics for clinic days

Follow instructions of the Area Director with regard to assisting defence counsel
in the preparation of court cases;

Assist defence/legal counsel and duty counsel in the preparation of cases by:
- translating/interpreting, or arranging interpreters when required
- arranging meetings with relevant personnel;
- assisting with the interviewing of witnesses,
- maintaining an ongoing record of the status of cases;
- explaining any aspect of the case to help members understand the
proceedings;
- carrying out all reasonable requests to assist in handling of cases;

Assist communities and Restorative Justice Workers in the development of
Justice Committees;

Assist defence counsel, duty counsel, Restorative Justice Workers and Justice
Committee members in identifying potential community diversions; inform
Restorative Justice Workers and complete a referral when a matter is diverted;
assist with preparations for Restorative Justice circles and ensure that reports are
or have been provided to the defence and the offender;

Assist the Public Legal Education Coordinator:
- in developing and delivering PLE programs in the communities,
- serve as a continual conduit of information to and from NALSC to
ensure the Corporation fulfils its mandate,
- assisting assigned communities in any reasonable way to better
understand and deal with the Euro-Canadian legal system;

Refer victims to the Victim Witness Advocate for assistance;

Participate in all relevant training workshops provided by or through the




4 » F *

O O

Corporation;

15. File with the Area Director, once a month on a prescribed form, a report of all the
work done and any problems encountered in that month;

16. File with the Legal Aid Coordinator, on a prescribed form, a report setting out of
all courts within seven days of the court sitting;

17. Report verbally or in writing to the Area Director and Executive Director when
required.

18. Perform other related duties when and as required by the Area Director, the
Executive Director and the Legal Aid Coordinator, or their designates, in keeping
with the furtherance of the goals and mandate of the Corporation.

ACCOUNTABILITY:

The CLWs are directly responsible to the Area Director and Legal Aid Coordinator for
day to day activities and duties and are responsible to the Executive Director for overall
work performance.

On a routine basis the CLW repotts to the Legal Aid Coordinator for the following:
- Day to day work schedule;
- Completion of legal aid applications and supporting documentation;
- Court proceedings reports.

QUALIFICATIONS:

High school Diploma and some previous education or training in a law related field.
Ability to speak Ojibway, Cree or Oji-Cree a definite asset.

Updated June 2004



" Colette Shwetz

From: Morgan Godwin <Morgan_Godwin@manulife.ca>
Sent: May 6, 2021 7:28 AM

To: Colette Shwetz

Subject: FW: Kiokee-Koostachin, Stella, STD Claim Status Update

CAUTION - EXTERNAL E-MAIL- Do not click or open attachments unless you recognize the sender.

Hello Colette!

Updated information regarding the STD claim for Stella was received on May 4, 2021.

Based on a review of all the information on file, Stella’s expected return to work date is June 1, 2021 and benefits have
been extended up to and including May 31, 2021.

We anticipate that Stella will be able to return to her regular duties on a full time basis on this date. In the event that
Stella is unable to return to work, she will need to contact Manulife and will be required to provide additional
information to support the extended absence. This information has been outlined to Stella as well.

If you have any questions/concerns, please let me know.

Thank you!

Morgan Godwin

Case Manager

E Morgan Godwin@manulife.com T 519 747 7000 ext. 234877 F 519579 3680

i1 Manulife

PO Box 800 Stn Waterloo, Ontario, Canada, N2J 4C2

Manulife.ca



Benefits fraud hurts us all. Be part of the solution. manulife.ca/shareandprotect

Need to chat with me? Click here to book some time so we can connect.

From: Morgan Godwin

Sent: Tuesday, May 4, 2021 1:03 PM

To: cshwetz@nanlegal.on.ca

Subject: FW: Kiokee-Koostachin, Stella, STD Claim Status Update

Hello Colette!

Just wanted to touch base with you and let you know that | attempted to connect with Stella via telephone this morning
and left a voicemail.

| also sent her an email should that be a more convenient way of responding to me.

| will continue to keep you up to date regarding the status of her claim and when she has provided a response to either
the voicemail or email sent.

Any questions/concerns, please let me know.

Thank you!

Morgan Godwin

Case Manager

E Morgan Godwin@manulife.com T 519 747 7000 ext. 234877 F 519 579 3680




111 Manulife

PO Box 800 Stn Waterloo, Ontario, Canada, N2J 4C2

Manulife.ca

Benefits fraud hurts us all. Be part of the solution. manulife.ca/shareandprotect

Need to chat with me? Click here to book some time so we can connect.

From: Morgan Godwin

Sent: Monday, May 3, 2021 12:51 PM

To: cshwetz@nanlegal.on.ca

Subject: Kiokee-Koostachin, Stella, STD Claim Status Update

Hello Colette!

| have received your voicemail regarding Stella’s STD claim.

Stella did email me on Saturday, May 1, 2021 with some updated information.

Stella also left me a voicemail this morning, May 3, 2021. | have just returned her call, however, there was no answer.

| will attempt to reach out to her again tomorrow to see if we can connect via telephone.

If you have any questions/concerns, please let me know.

Morgan Godwin

Case Manager

E Morgan Godwin@manulife.com T 519 747 7000 ext. 234877 F 519 579 3680
3




|1} Manulife

PO Box 800 Stn Waterloo, Ontario, Canada, N2J 4C2

Manulife.ca

Benefits fraud hurts us all. Be part of the solution. manulife.ca/shareandprotect

Need to chat with me? Click here to book some time so we can connect.

STATEMENT OF CONFIDENTIALITY The information contained in this email message and any attachments
may be confidential and legally privileged and is intended for the use of the addressee(s) only. If you are not
an intended recipient, please: (1) notify me immediately by replying to this message; (2) do not use,
disseminate, distribute or reproduce any part of the message or any attachment; and (3) destroy all copies of
this message and any attachments.




ww
lehnawbe-§gl Legal Services Corporation

Functional Capacity Assessment (Full) Form

s
~ Suar m

RELEASE OF INFORMATION

|, Stella Kiokee-Koostachin, authorize to supply written information to my employer,
Nishnawbe-Aski Legal Services Corporation regarding my residual functional capacity; any limitations or restrictions on
my ability to perform the functions of my position; and any devices, equipment, or accommodations | require to enable me
to perform these functions

Employee’s signature Date:

FUNCTIONAL CAPACITY ASSESSMENT

Employee's name: Stella Kiokee-Koostachin

Health care provider: Please answer only the elements that are pertinent to the employee's ability to perform the essential
functions of his job. Explain any responsTn more detail in Sectlon C.

A0\ [ S ’j,('-\/)

Date of assessment

Please check one of the following:

O Employee is capable of returning to work with no restrictions

a ployee is capable of returning to work with restrictions. Complete sections A, B, and C
mployee is physically or mentally unable to return to work at this time. Complete Section C.

N Cromtyh s Pesd-g2

Section A. Physical Functional Capacity Assessment
1. Please indicate abilities that apply. Include additional details in Section C. If not applicable, see Section B

Walking Standing Sitting Ll'ﬂ:mg—ﬂoor to waist

O Full abilities O Full abilities [ Full abilities O Full

O Fewer than 100 metres  [] Fewer than 2 hours O Fewer than 30 minutes ewer than 5 kilograms

[0 100-200 metres [ At least 2 hours [ 30 minutes—1 hour O 5-10 kilograms

[ Other (please specify) [ About 6 hours [ Other (please [ Other (please specify)
O Other (please specify)

///
-
Lifting—waist to shoulder Stair climbing -~ Ladder climbing Travel to work
O Full abilities O Full abilities O Full abilities Able to use  Able to drive
O Fewer than 5 kilograms  [J Fewer than 5 steps O 1-3 steps public transit. a car
[0 5-10 kilograms O 5-10 steps O 4-6 steps O Yes O Yes

[0 Other (please specify) E1 Other (please specify) O Other (please specify) O No O No

-



2. Please indicate restriclions that apply. Include additional details in Section C,

O Bending/twisting [ Repetitive movement
(please speci

[ Capacity to work at or above
shoulder

[] Chemical exposure to

O Operating motorized equipment

(e.g., forklift)
O Limited use of hand(s) imi ingtpulling with [J Potential side effects from _.
Left Right medications (pteasespeclfy) Do not
[} Gripping 0 mWs of medications.
G Pinching 4 O Other (please specify)
[3 Other 0

—
O Exposure to vibration nicative
[J Wnale body ity (depth, colour, ar field)
[ Hand/arm

O Other {please specify)
0O Other {please specify).

// Lo g
| G AN
Weor ll (70 5“}‘0\'2d

Section B: Mental Functional Capacity Assessment. : ; i

RGP ¥ W A n._.r'a_.i
if not applicable, see Section C
Not ! H
No significantly Moderately Markedly ' Notable
i limitation limited limited limited to assess
1. Understanding and memory
- — 4 e e m e e m e —- -
a.The ability to remember locations and ' E/ 4
work-like procedures ! = f = ‘ = ’ o
- 1 = b -3 -
b.The abifity to understand and remember  * E/ , :
very short and simple instructions . 0 o ! o =
e ’ - - "
c.The ability to understand and remember 1 E]/ : O o O

detailed instructions



No Not | Moderately | Markedly , Notable

limitation significantly { limited : limited to assess
| limited
2. Sustained concentration and persistance
} §
a.The ability to carry out very short and L0 o : 0 ; O o
simple instrictions 4 f :

4

] 1

b.The ability to camy out detailed
instructions o O o H

c.The ability to maintain attention and
concentration for extended petiods

d.The ability to perform activities within a
schedule, maintain regular attendance, !
and be punctual within customary
tolerances

— — —_— +

e.The ability to sustain an ordinary routine
without special supervision

f. The ability to work in coordination with, or
proximity to, octhers without being :
distracted by them *

- maea s -

g. The ability to make simple work-related
decisions

h.The ability to complete a n ;
without interruptions psychologically | :
based symptomesdnd to perform at a O a ! | [ o
consistent pace without an unreasonable * i
number and length of rest periods

E
- - 4

3.Soclal Interaction

U A
a.The ability to interact appropriately with | 0 Iy i
the general public §

b.The ability to ask simple questions or
request assistance

] m] : |

¢.The ability to accept instructions and
respond appropriately to criticism from
supervisors

ra mhie e e

d. The ability to get alang with co-workers i
without exhibiting behavioura! extremes :
3

e, The ability to maintain appropriate
behaviour and to adhere to standards ¢
cleanliness




4

. No Not ' Moderately Markedly  Notable
limitation  significantly ' limited ! (mited to assess
limited.

I
,
ks
+

4, Adaptation

a.The ability to respond appropriately to
changes at work
- - %
b.The ability to be aware of normal hazards !
and take appropriate precautions

!
t
¢.The ability to trave! in unfamiliar places or !

use public transportation '

d. The ability to set realistic goals or make Ju]
plans independently . : : '

Saction CrAdditional Commments noAbilifies:and/or Restrictions” * .~ 7

From the date of this assessment, the above will ap&for approximately:

0O 1-2days 1 8-14 days 7}’
O 3-7days fe than 14 days O~ 9
Have you discussed return to work with your patient? p D S 71_
vee %
0 No
Ee?mﬁndations for work hours and start date:
egular full-time hours ] Modified hours [0 Graduated hours

Start date of retumn to work; (O ™0 \[\7\' A e p » <’7L7/)/l

Date of next appointment to review abilities andfor restrictions:

| have provided this completed Functional Capacity Assessment Form to (check both if applicable):

O Employes O Employer

O, Lol foing P ﬁ\u\%r\
Health care provider's signature Telephone Date

Dr. Robest Lafontaine

Medicine Professional Corporation
D-840 Ross Ave. East

Titenina, Ontaric P4N 0A2
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Desj ardins AB GROUP INSURANGE - DISABILITY CLAINS |
Insurance E
LacEie HEAE R BT sﬁ%sm OF EARNINGS - DCM
PRINT NEW REQUEST
Period going from: 2021-12-13 to: 2021-12-17
First name & last name of the employee: Stella Kiokee-Koostachin
Policy or group or contract no.: 6%036 Certificate or identification no.: b 3%@@2‘% |

FROM:

WEEK 1
2021-12-13

Please indicate the gross earnings for each day worked.

Monday Tuesday Wednesday Thursday Friday Saturday Sunday

$202,04 $202,04 $202,04 $202,04 $202,04 $0,00 $0,00

TO:

FROM:

2021-12-17
WEEK 2

TO:

FROM:

WEEK 3

TO:

FROM:

WEEK 4

TO:

FROM:

WEEK 5

TO:

FROM:

WEEK 6

TO:

COLETTE SHWETZ

HR MANAGER

Last name and first name of the ﬁf:med person (IN BLOCK LETTERS)  Position
1/4/’/ %/Z ('7/(]) 7/&9\
Signature Date / /

15082E01 (16-04)

Desjardins Insurance refers to Desjardins Financial Security Life Assurance Company.




Complete and save the form on your computer first.
Keep original forms for your records.

Desjardins
O !nsuranie SB
Life « Health+ Retirement

A9, Submit online: wp  Bymail: By fax:
S" sjardinslifeinsurance.com/sen M PO Box 1203 STN A c 1-844-409-6571 (toll free)

Toronto ON M5W 1G6 416-926-0697

Send ogiginal forms and keep copies Keep original forms for your records.
%ords.

rE
h“ [ GROUP INSURANCE - DISABILITY CLAIMS |

DISABILITY OR WAIVER OF PREMIUM CLAIM
EMPLOYER STATEMENT

S sl [ [ed . Yi(e]'B 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.*
7 - ,--—---_-_-
Stela. Kioke - Kesstach vy
Address of employee - No., street, apt. City Province Postal code

P-o Bor 152 Otauap Sket- o | Pol LA

Telephone no.: | ) -

E-mail address:

POLICYHOLDER OR EMPLOYER Name Policy or group or contract no. Division no.
CINUP 641028
Address of policyholder or employer - No., street, suite City Provinge Postal code
1302 E R&rhuR. 5+ —Thwnder Bau_; Of\j LEYE &%.
Telephoneno.: (§67) ) I - JT 2 Fax no.: ) -
ey MM DD
COMPLETE IF SELF-ADMINISTERED: Effective date of coverage: Class no.:

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

If the benefits are taxable, the basic tax deductions will be made.
SRS SRR e LU EVET VB | all other cases, please provide the appropriate tax forms.

1 Current salary Amount o Salary effective date 3 Jobstatus

YYY MM DD
[:IWeekly D Monthly & Every two weeks | $o')oao " 3‘3 (90:3_ \ o4 o\ [E Full time |:] Part time

4 Indicate days in normal work week Hours worked 5 Type of schedule 6 Premium paid by
[] sun MON [ TUE WED | perweek '
B THU FRI ] sat D Variable D Rotating m Employer [:l Employee I:l Both
7 Date ova employment oo g Occupation g Date last worke:ﬁi No. of hours worked
YY MM WYY DD
;
Q00 OY o) Com mawn (3 I'\e")“-l Worke/ 22X 1D 65 | 3.5
] . YYYY MM oD
10 Is disability due to an accident? |:| Yes El No If "Yes", date of accident:
11 Did or will the employee receive any income during the disability period? D Yes @ No If "Yes", indicate below:
(Type: holiday pay, maternity, disability, El benefits, salary, lump sum, other)
Type: Amount: $ Period:

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 @ No

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

D CNESST /WCB /WSIB / WHSCC E] CPP/QPP
D Other, specify:

[ ] saAQ (Québec only)

YYYy MM oD
Date Filed:

Decision Rendered: Amount: $

14 Has the employee returned to work? [:l Yes @ No

YYYY MM DD
If "Yes", on what date?

YYYY MM DD

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

16 Was this person given a record of employment? [:_]Yes

B]No

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

g No D Yes - Please specify:

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

If so, please indicate the percentage of employment income that is not taxable: ]00 %

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

Desjardins Insurance refers to Desjardins Financial Security Life Assurance Company.




i c- PH-YSICAL Vel s U@ =\ (el N IS UM 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 ©ffice administration I 35 o, puties Customer service (take application) courts | 35 o
Duties travel to communities y 30 s, puties | %
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: O F A FREQUENCY: 0O F A FREQUENCY: O F A
I:l Outside Odgno EI In a damp or humid environment gon |:| Above or below ground level OO0
I___| In extremes of cold or heat [] [J [ D Toxic fume oo D Handling chemicals ood
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: O F A FREQUENCY: O F A FREQUENCY: O F A

[ standing OwO [ Bendingover [ [ [J [[] Extending/reaching above head ogQd
[] walking 0w ] Kneeling 0O v Climbing VOO
(] Sitting OO O crouching [ OO [¥] Stairs (No. of steps 5 ) v OO
[ Keeping one's balance (1 & [ ] Crawling O o0 [] Ladders (Height ) Oood
DESCRIBE ACTIVITY AND SPECIFY FREQUENCY AND WEIGHT: FREQUENCY: O F A | WEIGHT:

D Pushing Oo0d Cwe ke
(] Pulling ooo Clw (ke

Vv
% Lifting/carrying OoM0O ¥l Ckg

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 | 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? {ZlYes |:| No

If "Yes", please specify: travel by air, attend remote courts

5 Does the employee's job require dexterity? M Yes D No

If “Yes”, please specify: travel, attending remote courts - sitting, standing, stairs

D - ADDITIONAL INFORMATION

SIGNATURE OF THE AUTHORIZED PERSON

Last name and first name of the authorized person (IN BLOCK LETTERS) Position
CoLETTE S HWETZ HR. M ANeGER .

E-mail address

Q%wd?_@hamfegd-w\ -

Signature é % % S¢ % : = — Date @é‘)ﬁi /%/& '/




Direction and Authorization Form




DIRECTION AND AUTHORIZATION TO RELEASE PERSONAL INFORMATION

FROM Sﬂ-\a_ KoM —-Ka:x:\-ac[r\;-\

Employee’s (Claimant Name)

TO Desjarding Financial

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

INDIVIDUAL POLICY NUMBER : Select Policy Number

T hereby direct and authorize the company to discuss with the Policyholder (JG Bencfits
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 2ny other confidential/personal information or
documentation concerning my claim. 1 also authorize the Company (Desjardins
Financial) to send to the policyholder, copies of cormrespondence the Company receives

from me concerning my clrim as well as any medical information received from external
SOUrces.

Duration and Revoention

[ understand that

* Itis not a requirement of the Policy/Policies that I authorize the company to
disclose information to the Policyholder

* This authorization will semain valid for as long as 1 am claiming benefits or
service from the Company: and,

1 am frec 1o revoke this authorization at any time by sending written notice to the
Company of such revocation.

I have read and understand the above. 1 am signing this volumarily, and not under
compulsion by anyone.

v e W ke MWQCQM O ctmen va& =2

Signature of Claimant Date
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Centact us: 1-800-263-1810 (tolf free) or 416-026-2090

[efend betaudicE “orialiasTy cuaa |

O Desjardins

1 DISABILITY OR WAIVER OF PREMIUM CLAIM
nsurance gh A M NN R R T T A
Lifs « Haalth + Retiremant EMPLOYEE STATEMENT

) The payment of your disahility ¢lalm will bo made by direct deposit gnly. Please include o specimen chaque marked «VOIDs.

LRSS0 RIef Ao [Tl \/p aro unable 1o assess ihis claim unless all queatlons pro answered complotoly,

Lost narme and firml namo of amployee Sox Dalavﬂ?biﬁh - -
K\L‘V-«"C’—Mu_ﬁ‘%\'{xt\\m \ e X oM eF 19LL oK 12
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e v 1920 e ot N T I L )
Poiicy or group orcontiact na. | Division no. Cartdicalg or idontficaban no. Socist msurance no.!
$41028 “I5T 093 %y
Telephone no. (mandatery): (107, F ) SIRNR Hmmmwmmmbmm

Emalloddess 1 Tl o 1k L2000 @) i, O

¥ Your socul MEUMNCE NUMDO! 15 ecossary oty o your disatulity clumd qre taxablo Ploaso contac! your amployar 1o oblain this informstion,
2 Pigana provids Ihis micrmalion only if yeu autherizo Desgardms Insumancs 1o omal you,

B - GENERAL INFORMATION

w13 Traning
Lovel af oducation:

Wotk cxpatience”
Spokan language Bégksn O French Wiilton tanguage {Zl/ingnsh {JFrench
2, 1o disandily duo to nn acewdamt? 1! *Yoz" dale of nccitont Tima Trpo cf accdont
witd reer s o COan
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indicate detais (whero, how).
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e K\?\f_\‘r\r o T WP L S RO, Wy !Lg'\_L
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PLEASE COMPLETE THE BACK OF THE FORM.
OCIREDT {018-11)

Derjarams Insuranze refers to Desarding Finanoal Security bife Assurance Company.
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B - GENERAL, INFORMATION {CONTINUED)

;§} 11 you havo any acodont o tickness coveraga (hrough & bnion, Edcioty, croditor motigage, autld, lodga or other gxsociation. thicugh ancthar employar,
undar as indidunl pokey, give tha folowing parboutars

fiama of Inaurer Poticy no. Cartiflcats no. Start dats of benefile End data of benalita Benalll smount  Weaktyldanthly
yrer -] Lind '] o s L D‘ﬂ’ DH
T ) vrve o very w e s QW CJu
Commants

C - DIRECT DEPOSIT ENBOLMENT  [LETL AT R neesn e chogue marked *VYOID",

| harcoy authgnze Dasjardins Insurance 1o daposit my bencfit paymant through ths DIRECT DEPOSIT system into atcount at the financial inattution
indicatod below

Nama of financial instilution Instiuticn no,

Transitbrenctt no. Account no.
e o Woary, Tuplle, OO0 oy 1820125T
Address ~ No., sireal, sude City Provinco Postal coda
\ Pl Threet %:_:_{H& Tl N Pund Sy,

Any crodil entorod in My account In DCCOMANce with tes aulhonzaton will ba idanklied wan & DIREGT DEPOSIT |
tho cred:d i quostion shall consttuta &n amount paxd i accordanca with s authorizalion

This puihor zation wil be ofloctve on __w 3C e T Ly 3 \
vritton nolica by cither Dosjardine Insurance or ma \
AL

] L
Signoturo of employea: - 2> % Re _,\C_G,-:,\c‘;. ¢ —-Hx;r,,,ﬂ

ransachion code and 1 acknowledgo that

The pulhanzobion will tgrrunata followang o, 10-diy

SN

D ~PERSONAL INFORMATION MANAGEMENT

Daxjorting ingurante handlas the parsonal infarmation i has an you @t h confidentlal mannes. Dosjarding Insurance koaps this information on fis 50 that you
may benelt from group insurancs senaces ottorad by tho Cem,

pany. This information i consullad sololy by Dusjarens Insurance smployess who need 1o
do 50 In tha courso of thoir work, Des|atdins insurance mey compila anonymizod parsonal tlormation lor sianetical and miormaticnal putposes. Dosjardins
Inzumance may also commurucate with plan members 1o pravida them wath oplimal health managemant, You hava the right 1o consull your Tia, You may atso
have information comactad it you damonstrale that il ig Inaccurala, incomplato, amguous or not usell To 0o 50, your mus! agnd a writlen oquos! to the
foliowing addrass Privicy Ofhcar, Desjanting insurance, 200, rua dos Commandeurs, Lawis, Cudbac, (G36V 6A2. Desjarding inturance may usg {ho chon! list
o ofior iy clignts on sumneo product follow:

g tho tomunaton of theis group insurance | you do fot wash 1o recone thesa oflors, you may have your fiama
romoved (rom the list, To do £, you must sand it witlen request 1o tha Pavacy Oilicor al Dagjarding Insurance.

E - DECLARATION AND AUTHORIZATION FOR THE COLLECTION AHD COMMUNICATION OF PERSONAL INFORMATION

To ba complated tor oach claim.
| nercly carfity that tha above enxwers are lult and e, | putiorize Daosjurding Insurance sincily lor ihe tnatposes of delermunmyg my lnsurabday, managng my
I8 erd seting my cloma to {a)} collect I

&M any porzen of Jugal ently, or frem any pudic of parapubhe organization enly the informaben deemed notassary
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whon RITASRArY, IOGUESt i mQuiry r6port A5tLE e, ond al30 usa tha parzanal nfarmaton it may have about ma in eostng 1es that are now closad,

Prenadad that | nave tled out tho appropnzte boxas | authotzn Dagarding lngurancn 1o emad rma ol the address provided in soction A of fus form and 1 give
Mwnummmpenmmmmvmnun aboul my dizabiity clam of the phone nymbar provided 6o 1hes famm.

Immbmhunlimwmmmmmmmmmmmmammr!nt_latr.vur 8. A photocopy of this guihorizafion i 63 valid a3 the orignal
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Ousfardina insuranee
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~ Disabllity Claims.




& Scotiabank®

Void Cheque

§ scoticbank
MRS STELLA M KIDKEE.-KOOSTACHIN
T AT

i -3

am et — 166 pOLLARS )

0 R t— e — W

.:.mwu 002 ._mus.nm

* Sugreadira et 1 Thm ok of harsa oy




Attending Physician Statement

(Please take full package to your physician)



. [(Gaouir utunandl DeasRity (LA |
() Desjardins

Insurance

Lfa - iasith - Rebiema Cur§er 7/ LA Tl

O-\ {U/,)J‘-},l

IMPORTANT NOTE TG CLAIMANT

In order to avold any delays in the assessment of your clakm, please have your physician complete the
appropriate Initial Attending Physiclan's Statement form:

|
- General Farm np. 12018E01
- Musculo-skelctal Form no. 12019E01 |
- Psychiatric/psychological Form no. 12020E01 i
- Cardlag Form no. 12021E01
- Canter Farm no. 12022E01

We have sent you all five of the above-mentioned Initial Attending Physician's Statement forms, each of

which is specific to a particular illness, Please give all five forms to your physician so they can §ill out the
appropriate one,

it is important that your physician fully complete the form that best corresponds to your medical
condition 10 ensure your claim Is processed promptly,

Short Term Disability: Return the complate form to Desjardins Financial Security Life Assurance Company,
heretnafter Desjardins insurance, as soon as possible.

Long Term Disability: Return the complete form to Desjardins Insurance no later than shveeeks prior to /
the start of your long-term disability perlod.

Cniine: desiardinslifeinsurance com/send

T p——

R i -

Desjardins insurance
PO Box 1203 STN A
Toronto ON MSW 1G6

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

1o Assiraree Comed™
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Assessmant and treatment are complicated by: {please sglect and explaln In the space providod below)
81 Osignincant emotional o behavioural disorder such at o
21 [}Exapgrranon inconshitent findings, schjertt
23 [lwork relsted issues {ntease dn
8.4 []substance abute:
LE DmnaMm

, BAnicly, #1C.
{3 out of propartion to objective findings, birsire or centradigiory ohwrvations.

9. Hehabilltation

S:1 13 pahent o suttable candidate for megical rehabilitation sendees? One
9.2 s patent a suttable candidate lor vocation rehatilitation? Clves
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10. Comments
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O Desjardins INITIAL ATTENDING PHYSICIAN’S STATEMENT
Insurance GENERAL FORM
Lila s Health » Ratirewmant
Q reaserne €D PART 110 be completed by panent.
o PART 2 to De tompleted by physitian, o Any charge for completion af this form is thae paoent's responubitity,
PART 1 - Identification of patient
Last name and irt name [PLEASE PRINT) Pplicy of group of contract no. Coruneaie or ienhfication no, Date of neth
641028

PART 2 - Attending physician's statemant

1t 18 weey helpful In Eacilitaling a timely com
reports for our review. Plaase tneludn or

L
11

prehem}va Infarmed adjudicetion decision 10 have your full ehinteal nates from the date of disablltty and sny consultation
for not Including the requested Information.

Dlagnosls (Including complications) - if psychistric, give DSMAV coda.
Pricnary

L2 Sccondany

L3 Subjective symptoms |ingiuding severity, liequency, dunticn).

13

Findings (ctease enclose 8 copy of current vrays, EKGs, Labaratory datn, blood pressure and any ather ralevant chenical hndlngs)
1.5

Degree of saventy of all iymptoms.
2. History
2.1

.2
3

Omug Moderate Osevere CIwith prychatte elements

DOate symptoms hest appeared or acoident b d:

Date patient’s condition Hint prevented them from wotidng:
Haa this patient ever had tame or tirliar condidon?

Clves e

Dunsnown
11 yas, please specily dagnosts and dates of treatment:

2.4
LS

Is candittan due 10 Injury or Sckness arislng out of pabent's employments?
Have Worker's Compensation/CSST formas baen completed?

If parient 1s pregnant, give £.0.C..

Yes
OYes

Ono
Ono

Elunkngwn
COunknown

L7 Namesand spaciathes af other treating physicians:

2.8  Curront heghe:

Current weight

Weight losg/gain to daie
3. Troatment dates

3.1 Dan gt Rest st for turrant condition,

3.2 Datweof latest vt

33  frequency of vislty:

[ other [spetily)

Owenkty OMomthly

3.5 Oateol dcharpe:

3.6 Datc ol out-patient tr

3.7 Nameol haspatal;

Dzte of epatient stmistion:

&

Nature of treatment

41  Medoottom {goze, irequency, date preswcnbend):

Surgeniat(includingdatey)

Uther [iazluding regquency),

L2 ]

11 panemt {cllindng rocommenaed treatment program?

Clves

Cirio tptease elaboraze),
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M Manulife Group Benefits A/

Enrolment or Re-enrolment Application
Please print clearly in dark ink using CAPITAL LETTERS.

Section 1 is to be completed by the plan administrator. The remaining sections and Beneficiary Designation form are to be completed by the
plan member.

! :lt:tnemsor Plan sponsor name /U.lf)hﬂc%'.ll'u? ~aS kK Lﬂj’ a| ww'%mmmdmmﬂ

Billing division Account/Division number Plan member’s certificate number
Do you want the waiting period added fo the hire date? (OYes () No Parmanemhlredate(ddlmnllyyyy@_’m

Re-hire date (dd/mmmiyyyy) If & re-hire, date previous employment ended (dd/mmm/yyyy)

%.;'!;\aﬁon M Class & Hours worked/week ‘ﬁsmary sqs-f qu Frequency ;?;

I certify thal the plan member listed beiow Is actively at work at teir usual place of empioyment in Canada. Actively at work means the plan member wods

& normal work schedule of at least the set minsmum hcuﬁ&) Wi as stated in the plan contract over a 52 week penod including paid vacation
Plan administrator signature Date (dd/mmmvyyyy) _é&%’,:?;
Is evidence of insurability req ? OYes #Na (in order to determine if evidence of insurabllity is required, please refer to
vour contract.)

If yes, please compiete form GLODD4E and send to Manulite for processing

2 ;lgmmm:ﬁn;l:.er Plan member's last name \4’ CD\AE < "MDCE\TE (\!.\N\Firstname Sﬂ\ C~
Date of birth (MMWM)M(O"’ Gender () Male @ﬁmale Province of residence __ D™D

To be completed by
employee Language @‘gnglish O French Do you have a spouse? (marrled, common law or civil union?) Mes ONo

3 Plan member Kiliaah iz iteok wpt I&C)X <=

ddress <
) City H*ZXLDGD sk b Province_ LD~ MMa%“\ )

4 For Quebec residents (age 65 or over) Are you participating in the RAMQ drug plan? (OYes (O No

§ Application for Some plans allow refusal of certain benefits if the plan member has coverage under their spouse’s plan_ if you wigh to add coverage at -

coverage a later date, you may reapply for these bensfits at which time satistactory medical evidence may be required
| am applying for Extended Health Care for | am applying for Extended Dental Care for
O Myself only O Myself only
O and 1 dependant {child or spouse) (O Myself and 1 dependant (child or spouse)
Myself and 2 or more dependants (spouse and children) Q/Myself and 2 or mare dependants {spouse and children)
(O None, because my spouse has coverage O None, because my spouse has coverage

Are you applying for Dependant Life? sﬂes (ONo  Dependant Life may be mandatory. Refer to the policy details.

6 wmébﬂ This section is required f you are applying for coverage on your dependants. \
enefi Do you ar your dependants (spouse andlor children) have benefit coverage under another benefits plan? (OYes @Q

If yes, please provide the following details: Name el other insurer ¢

:
Insured’s last name M First name _E’éb&etf'é‘ Date of birth (ddlmmn'llyyy?)"l_&"'eqt@%

Effective date of coverage (dannmvayyy‘g'_l'fz 1Y \dentification/certificate number Policy number
Please indicate type of coverage under other plan: Extended Health Benefits Dental Care

O single O Single
In cases where the information is nol complete a QO Couple O Couple

defauit value will be applied. O Famiy O Family

¥ None M None

Continued on the next page
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7 Dape“dam Compiete Ihe following section If the pian Includes health and/or dental coverage and you have not refused benefits for your dependants

« infermation in Section 5 Appication for coverage. )
Spouse Last name K[QQ S;i:@g ,\r\ T First name E{j L,Oaﬁ Date of birth (dd/mmm/yyyy) \Q;\ %E L5y

m‘;tm‘ywr gh Gender Mle (OFemale  If common law, please provide the effective date of cohabitation (dd/mmmiyyyy)
details on a separate **Tu apply for over-age disabled dependant coverage, piease complete form GLOS14E.
st Gender Over-age Over-age
Last name First name Date of birth (dd/mmm/yyyy) Male Female student disabled
' I dependant™
Kiokee Ke \Cor ;\7;' 12]30e0 7 O o O
O @] @) C
O O £ (@)
O O O O
8 Direct deposit
Transit number J \ Ol 2
Complete the following ~>2 e '
: ifywwi:?'rjldiro::t SRS r:::w 's;ua HL 00 _nr-i-un ODbbdd o
like to sign up for d i P b L0 O " 5
deposit of your claim 20\2S
pa?onztnts‘m Bank Sccount raier \% Transit number  Institution number Account number
Electronic claim By providing your emall address, you will receive an Invitation to register for an online member account.
statement *
Work email address S\CDUS\'&CL““QM‘\W.%I email address Selelk 300 Q__MJG;L\ 0O 'Co\

9 Authorization and consent

1 hereby apply for coverage (“Coverage") under the Group Benefits plan issued to my pian sponsor by Manulife Financial ("Manulife”). | understand that
certain aspects of such Coverage may extend to my spouse and eligible dependants (collectively, “Dependants”). Lcartify that the information in this form Is
true and complete to the best of my knowledge. | understand that as the applicant, it Is my responsibiiity to ensure that any further verbal or written statement
provided by me, and/or my Dependants, in the future Is frue and complete to the best of our knowledge. ] acknowledae and agree that this Coverage or any
portion of this Coverage, and future claims thereunder may be denled or terminated as a resuit of the provision of faise, incomplete, or misleading information.
|Lauthorize Manulife to collect, use, maintain and disclose personal information relevant to this application ("Information”) for the purposes of Group Benefits
plan administration, audit, assessment, investigation, claim management, underwriting and for determining plan sligibility ("Purposes”). | authorize any person
ar organization with information, including any medical and health professionals, facilities or providers, professional regulatory bodies, any employer, group
plan administrator, insurer, investigative agency, and any administrators of other benefits programs to collect, use, maintain and exchange this information with
each other and with Manuilfe its reinsurers and/or its service providers, for the Purpases. | am authorized by my Dependants fo consent to this Authorization,
on their behalf as if they were signing it themselves, and to disclose and receive their Information, for the Purposes. | authorize my plan sponsor to make
deductions from my pay for my Group Benefits plan, if applicable. | authorize the use of my Social Insurance Number (*SIN") for the purposes of identification
and administration, if my SIN is used as my plan member certificate number. | agree a photocopy or electronic version of this authorization is valid.

If applicable, | authorize Manulife to deposit all payments (“Payments™) due to me from the above referenced Group Benefits palicy ("Policy”), into the bank
account (“Account”) that | have identified on this form. | gonfirm that this direct bani deposit authorization applies to the financial institution herein named by
me and any other financial institution | choose to name in the future; and shall remain valid until revoked in writing by me, or my duly authorized representative.
Lunderstand and agree that upon the deposit of any Payment(s) into the Account, Manuiife is fully discharged from any further liabllity with respect to such
Paymeni(s). lm_undmm that Manulife may, at any time and without prior noﬁce dlsconﬂnua the direct deposit of Payment(s), as requested
herein, and require my personal writlen endorsement relating to future Payment(s). | 2 aby 2 je and agree that any Payment(s) made by
Manuiife into the Account, to which | am not entitled, either by contract or by law, shall nolform pan of my property. and shall be immediately refunded to
Manulife, either by me or by representatives of my estate.

If applicable, | authorize *anuiife to correspond with me through the emalil address identified on this form regarding my Coverage, for the Purposes. |
understand such correspondence may contain Information; and that the Informaticn is being sent in a manner that is not guaranteed as a secured means of
communication. | agree that Manulife is not liable for damages which | may incur as a result of interception by a third party of an email transmission sent by
Manulife or by me pursuant to this authorization. | agree should the email address identified on this form change that | am responsible for updating the emall
address maintained by Manulife. | understand that if | do not wish to receive emails from Manulife, | can remove my email address online or by contacting the
Customer Service Center.

Lunderstand that any Information provided 1o or collected by Manulife in accordance with this authorization, will be kept in a Group Benefits life, health or
disabiiity file. Access to my Information will be limited to:

+ Manulife employees, representatives, reinsurers, and service providers in the performance of their jobs;

+ persons o whom | have granted access; and

« persons authorized by law.
| have the right to request access to the personal information in my file, and, where appropriate, to have any inaccurate information corrected.

L acknowledge that more specific details regarding how and why Manulife collects, uses, maintains, and discloses my personal information can be found in
Manulife's Privacy Policy and Privacy Information F'ackage. available at www. manulw :ﬁior from my Plan Sponsor.
Plan member signature S?ti)d\-z\_; K/'-»O\CQL"‘ umb Date signed (ddmmmiyyyy) OLe & 1 g'l l"LP
10 Mailing instructions  Plan Member Administration

Manulife Financial

PO BOX 11006, STN CENTRE-VILLE
MONTREAL QC H3C 4T8
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M Manulife

Please see reverse for assistance in completing this form.

Send the completed form to: Plan Member Administration
Manulife Financial

" Group Benefits PO BOX 11006, STN CENTRE-VILLE
; : MONTREAL QC H3C 4T8
Beneficiary Designation Faxc 1-877-733.4333

All sections of this page should be completed as it will replace any prior designations.

1 Plan member information

2 Primary beneficlary

List all primary beneficiaries for
Basic Life andfor Basic Accidental
Death.

Percentages must total 100%P /

be valid. \ /.

Irrevocability

Plan contract number Plan member certificate number

ke niial)

I:bame of beneficiary (last, first and middle initial) Date o‘bﬂh (ddfmmm/yyyy)
1 m

12 lé
Date of {dd/mmmiyyyy) | Relationship to plan member
osfgsf“ 4 | Daoglger
Date of birth (dd/mmm/yyyy) | Relationship tc' plan member

8]

For Quebec residents only
In Quebec, the designation of your spouse as beneficiary is irevocable
unless otherwise specified.
If spouse is beneficiary, the dasignation Is:

(O Revocable (O Irrevocable

3 opuo“al coverage \ P\a of beneficiary (last, ﬁ‘rst and middie inifial) Date of birth (dd/mmm/yyyy) | Relationship to plan member fPercentage
(if applicable) \ e, Mbcon 20[og I%’ ;
Plan contract number Name of beneficiary (last, first and middle initial) Date of birth (dd/mmmiyyyy) | Relationship to plan member JPercentage
%
| - - - i
List all beneficiaries for Optional Name of beneficiary (last, first and middie initial) Date of birth (dd/mmm/yyyy) | Relationship to plan member |Percentage
Life and/or Optional Accidental
Death.
For Quebec residents only
Irrevocability In Quebec, the designation of your spouse as beneficiary Is irevocable

4 Contingent beneficiary

unless otherwise specified.
If spouse is beneficiary, the designation is:

(O Revocable () lmrevocable

Name of contingent beneficiary (last, first and middle initial) Date of birth (dd/mmm/yyyy) B Relationship to plan member

5 Trustee appointment

Complete if any beneficiary named
is under the age of majority.

6 Declaration and
authorization

Due to the legal significance of
a beneficiary appointment this
designation must be signed and
dated to be valid.

A copy, fax, scan or image of the

beneficiary designation in this form
as valid as the original.

The Manufacturers Life Insurance Company

Name of contingent beneficiary (last, first and middle initial) Date of birth (d&/mmm/yyyy) | Relationship to plan member

| appoint as Trustee to receive any amount due to
any beneficiary under the age of majority (not applicable in Quebec).

Lhereby revoke any previous beneficiary designations in refation to my foregoing coverage(s) and dasignate the
person(s) named above.

At Manulife Financial, we know that confidentiality of personal information is important. Any information you provide
to us will be kept in a Group Life and Health Benefits file. Access to your information will be limited to:
* our employees and service representatives in the performance of their jobs;
* persons to whom you have granted access; and
+ persons authorized by law.
i\;?u have the right to request access to the personal information in your file and, if necessary, correct any inaccurate
ormation.

Lacknowledge that more detailed information concerning how and why Manulife Financial collects, uses and
discloses my personal Information is available at www.manulife.ca/planmember, or by requesting a copy from my
plan sponsor. ~

Plan member signature

= Wy
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