@, . Submit online: * By mail: By fax:
g g" desjardinslifeinsurance.com/sen M PO Box 1203 STN A C 1-844-409-6571 (toll free)
/N

Complete and save the form on your computer first. Toronto ON M5W 1G6 416-926-0697

Keep original forms for your records. Send original forms and keep copies Keep original forms for your records.

for your records.

[[GROUP INSURANCE - DISABILITY CLAIMS |

O Desjardins

DISABILITY OR WAIVER OF PREMIUM CLAIM

Insurance
Life - Health+ Retirement

A ]\ [ed:yi(e] ' We are unable to assess this claim unless all questions are answered completely.

EMPLOYER STATEMENT

EMPLOYEE Last name and first name Certificate or identification no. Social insurance no.*
) e ——
Stelae Kioke - Kesstach iy

Address of employee - No., street, apt. City Province Postal code

P.0 Boy 182 Atausap sked- G | Pol Ao

]
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 me Postal code
1202 E_R&rhee St “Thunder Bay | PIE .
Telephoneno.: (§¢7) ) A~ IRV =N Fax no.: -
YYYY MM DD

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

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

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

1 Current salary Amount o Salary effective date 3 Jobstatus
YYYY MM DD
[ Jweekly [ ] Monthly Every two weeks | $ 2030 .3%| Qoa\ o4 oO| [X] Fulltime [ _|Parttime
4 Indicate days in normal work week Hours worked 5 Type of schedule g Premium paid by
[ sun I mon (3 TuE WED | perweek N
B THU FRI [ ] sAT |:| Variable |:| Rotating IX] Employer I:l Employee D Both
7 Date of emplo&menl - 8 Qccupation 9 Date last workad No. of hours worked
YYYY M YYYY M bD
-
20 04 oy | lommunc hesal Wokke/ |~ 23] Jo 05| 3.5
YYYY MM DD
10 Is disability due to an accident? |:| Yes @NO If "Yes", date of accident:
11 Did or will the employee receive any income during the disability period? D Yes m 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)? |:| Yes No

13 Has a claim been filed with a government agency? D Yes No If "Yes", indicate below:
[ ] CNESST/WCB /WSIB / WHSCC []cppr/aprp [ ] sAaQ (Québec only)

I:I Other, specify:

YYYY MM DD
Date Filed: Decision Rendered: Amount: $
YYYY MM DD
14 Has the employee returned to work? |:| Yes E] No If "Yes", on what date?
YYYY MM (e]8])
15 Is this person still in your employ? g Yes D No - Termination date: Reason:

16 Was this person given a record of employment? DYes KI 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?

w No D Yes - Please specify:

18 Is your employee eligible for an exemption under the Indian Act (R.S.C. (1985), c. I-5)7 m\(es [:] No

If so, please indicate the percentage of employment income that is not taxable: I a0 %

PLEASE COMPLETE THE BACK OF THE FORM.

08317E01 (2018-03) Desjardins Insurance refers to Desjardins Financial Security Life Assurance Company.



B C - PHYSICAL WORK ENVIRONMENT JEy 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 | 35 9 Duties Customer service (take application) courts | 35 o
Duties travel to communities | 30 ¢, puties | o,
For questions 2 and 3, FREQUENCY is defined as follows:
OCCASIONALLY: 0-15 % of the times FREQUENTLY: 16-50 % of the time ALWAYS: 51 % + of the time

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

FREQUENCY: O F A FREQUENCY: O F A FREQUENCY: O F A
D Qutside 000 D In a damp or humid environment Ooo l:‘ Above or below ground level ogo
D In extremes of cold or heat [] [ [] D Toxic fume aon |:| Handling chemicals EIEl E
Does the job involve other hazards? |:| Yes |Z| 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
O Standing O v O O Bending over O Oog | Extending/reaching above head oo
[] Walking OO [] Kneeling OO [] Climbing VOO
[] sitting OO [ crouching [ [ 0O [/ Stairs (No. of steps S ) ™M O
J Keeping one's balance OO O Crawling Oogaagd [C] Ladders (Height ) oot
DESCRIBE ACTIVITY AND SPECIFY FREQUENCY AND WEIGHT: FREQUENCY: O F A | WEIGHT:

D Pushing O0on0o e [JKe
(] Puling ooog Cwe Clkg
m Lifting/carrying Ov0 ¥l Clkg

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

Type of equipment l 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? MYes |:| No

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

5 Does the employee's job require dexterity? |Z] Yes I:I 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 SHWETZ HR. M ANKGER. .

E-mail address

Coywelz@ mamfesaf- on o -

Signature P 1 T A Date @,__,’_)ﬂ— /-3/;3? ./



Direction and Authorization Form




DIRECTION AND AUTHORIZATION TO RELEASE PERSONAL INFORMATION

T oo B ! ’

FROM e A\ g “(/\? 'S Q“X’( O o
Employee’s (Claimant Name)

TO Desjardins Financial

RE RELEASE OF CONFIDENTIAL/PERSONAL INFORMATION TO

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

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

from me conceming my claim as well as any medical information received from external
sources.

Duration and Revocation

| understand that

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

e This authorization will remain valid for as long as [ am claiming benefits or
service from the Company: and,

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

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

compulsion by anyone. ‘\“ N
- U0\ TN
T L \ X \ ) O \'A«/\ b}
2 IR RN P "Y‘\ S R An
Signature of Claimant Date




Employee Statement




x‘ Submit online: * By mall: & By tax:
erauanTe comyaend PO Bos 1203 STH A ( 18444006571 (108 treg)
S fRRwANTe Ty i M

Complets and sava 1w torm on your competoer et Torono ON MSW 1006 4169200097

Koep ongnst lrmg Ior your reconds Send ONGnAl korma and Weep copes Koep uriganal lorms lor your recordy
for yout 1ecords

Centact us: 1-B00-263-1810 (toll free) or 416-926-2090

O Desjardins N
I DISABILITY OR WAIVER OF PREMIUM CLAIM
L:: ub:::;en-uum.m EMPLOYEE STATEMENT

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

Lo (e LR We are unable to assess this claim uniess all quelliunl are anmred compiololy

Last name and first name of employee Tsex | Date of burth
| vy v Yy oo B
\‘*s-r_‘\h-_-,- r"\;t,r ‘-,\c \\"\_“_“ L | OMEF | e 0¥ 1o
Addrass - No  stroel, apt - City i o Pl'onncu Postal code
s - ¢33 A ol {Ov 2 Cr~ V- L (YD
Policy or group or contract no Drasion no | Cartificate or idonlification no ‘ Social msurance no |
641028 | 94857 043 o5 %%
¥ - o l«l’l’L al Se ’u'-‘i_ r:.*--umar Desgarans Ir:-_\..-au:_u 1o leave me
Telephone no. (mandatory): (107, ) ¢ -} .73 > ( Bmad AbOU! My Swabiity Claun
2 R i = = = S B S v T - o T N = S 5 e R T i —
_E-mail address : N e ey D LaTaEL T

' Your socal insurance numoer 15 necessary unu if )Oul hsability clasms are laxable Ploase LOl"lfdll your nmp!v,m 1o obtam this informatuon

? Pioase provide Ihis mformation only i you authorize Desgardm

B - GENERAL INFORMATION

5 Insurance 10 emad you

m]_‘ Training o ) . -
Level o! educalion
Work axpengnce
Spakan language mnsn OFrench Writton |.mqh.|qn {Je rql sh F— Fiench
2 S disandty duo to an accdert? I “Yes® ct.no of aceidant [ Timo Type of acedent o .
L¥ P [ {
— Canm
(7 ves Rt \ CPwm O Oter
Indicate dotads (whero, how)
e b S —— = - S T E S ——
23 l'_.nd YOU fecerve prior Irostmant for the dlioss of njury causing the disabiity? E‘T’Yoy, Ne
“Yes" gwe particulars including name addross and Inlephone number of all ltoabing physscians and specialisls
s ' ( \.g \r b o 5
4, Namo, address and lsiaghone number ¢! plwysecians and specialists who have lrealod you during the disabisty
- v - = e e e e e—— e S
A ] ) v {
— ¥ ) G Y = R O g0 W 0 Rl '\_\-’_'._‘._:,\L ———— - e
¢ '
Lot 4 \ Ny ¢ S B o .
- AS T Bt LY IO | e s
. G ) N :
— e d = PN I S S
PLEASE COMPLETE THE BACK OF THE FORM.
OAIZREDT (201811 Sine insurance retens 10 Desardes Finanaial Secunity Life Assurance Company




B - GENERAL INFORMATION {(CONTINUED) -

I you have any acodent or sickness covorage Ilvough o union sociely crediton matlgage. Bulo lodge of olher ansociation, Iough another employer
“* undar an individunl pohcy, give tho followang partiutans

Hama of Insurer Palicy no Certilicate no Siart date of bensfils End date of benelita Benelil amount Weekly/Monthly

[ (e

e ' : Uw [u
'_ _ ' - 3 Clw Clu

Cammenis

C - DIRECT DEPOSIT ENROLMENT BT T specimen cheque marked “VOID",

I hareby authonze Desjarding Insurance 10 deposit my benolit payment througn the DIRECT DEPOSIT systern mto as
ndicated below

courdt al the financaal institution

Name of financial instilution Institution no Transit/branch no Actount no
ou- X SN LT ’ L\ e XD tLe~ =2 B0 12
Address - No , streel, suile _ City Prowvinco Postal code
, - ! —p - W
L \" 8 | x LR “’f.l'('\\i‘\ . 0D f-“il\.' o Sl__)

Any credil entared in My account i accordanca with this aulhonzaton will be idantlied with a DIRECT DEPOSIT imnsacton code and | acknowledge thal
the credit i question shall constitule an amount paud in accordance with this authanzalion

=~ 2, F 7 . af 2\
This authon zation wil bo eMective on o T LI

D =N \ - The authonzauon will termenate following a 10-day
writlen notice by odher Dosjardine Insurance or me

e RIS 1IN o SEDE AW Tl e = AP |

Desjardins Insurance handles the parsanal information it has on you in a conlident
may benelit lom group msurance sarvices ollorgd by tha Company Th
@0 80 in tha course of thair work Desjardins Insurance may ¢
Insutance may als

ial manner Desjarding Insurance keaps this information on file 5o hat you
s informatan o consulted solaly by Dasjarans Inswance amplioyaes who need to
compile anonymized personal informalion for statistical and nlormational purpases Dosjarding
0 communicate with plan members 1o providé them wath oplimal health managemaont. You hava the rght to consult your lde, You may also
ambquous or nol usetul To da 5o you mus! send a writlen requosl (o the
<ommandeurs, Lévis, Québec. G6Y 6M2. Desparding Insurance may use 1he chont list

group insurance Il you do not wash 1o recons thesa offers. you may have your name
sond a wiitlen request 1o tha Privacy Ofhicer at Degjarding insuranco

have intormation corected # you domonstrate thal i s inaccuralo. ine omplote
tolowing address Prvacy Othcer, Desjarding Insurance, 200, fue des (
to offer s ckents an insurance product following (he tlermunaton of tho
removed from tha lisl To do 5o, you mus!

E - DECLARATION AND AUTHORIZATION FO

E COLLECTION AND COMMUNICATION OF PERSONAL INFORMATION

To be comploted for each clalm
| herobiy cerity that the above angwers are lull and ruo | authangze Deny
fin and satibng my claims 1o (a) collgct from any porson of leg
o manage my lée Tha non-arhaustive lst ol s
Wnown as Medcal Informaton Bureau) nsurar

arding Insurance sinctly 11 the purpuses ol delerminng my insurabiity, managing my
Al anlty, of lrom any puphe or paraputhe orgarization cnly tha infgrmation deermned nacessary
ources from whech information n ay be collocted veludes hoallncare professionals or tackiies the MIB (tormarly
-6 compamnies personal intormalon otficers of vestgalion agercies. ha polcyholdar. my employer of lotimes
W DOrsons of oryanzanuons only ing personal informakon aboul me thal o desmod neces ary ot the purpases of my tda ()
Quiry repon aucut e and ubf ha personal iNIrMALON it Mmay have alout me n axsting lles that are now closed

Prowded that | have tiled oul the appropna
Desarding tneurance pernmis

l'mSL'.-VD'“ ib) c
whan necessary ro

urecale o he

&l an

e Doxes | authonzo Des@ardgns Insurancs 19 emal me al (ha agdross provded in seclion A of thus form and | give
0N 1O Wave voscenmal aboul vy disabiity claim al the phone numbaor provided on es o

| suthonze Desparding Insurance 16 use o commurnic ate my social Ingurance number ko v purgoses. A photocopy of this authonzation  as valid as the ongmal

Soostrestempiven L iy & e g 2o Vo s O bolaes ey

VERY IMPORTANT

Please have the Initial altending physician's statement completed and submit the completed forms online, or by mall ar s
Desjardins Insurance - Disability Claims.




5 Scotiabank” Void Cheque

§ scotiabank

MRS STELLA M KIOKEE KOOSTACHIN
0 CF B

ALY AT i
¥ w ©p o

oate 2 0
CR 8 $
100 DOLLARS ﬁ

11??’2 002 1820125




Attending Physician Statement

(Please take full package to your physician)



| —

. . [omnur msumase L udouty (s |
O Desjardins
Insurance (/__'L‘ / > Cr Y L \ \ ¢ i L

Life - Health « Rotiramont
(_*'\ {u/c) o \

In order to avoid any delays in the assessment of your claim, please have your physician complete the
appropriate Initial Attending Physiclan’s Statement form:

IMPORTANT NOTE TO CLAIMANT

- General Form no. 12018£01
- Musculo-skeletal Form no. 12019€01
- Psychiatric/psychological Form no. 12020£01
- Cardlac Form no. 12021£01
- Cancer

Form no. 12022E01

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

which is specific to a particular iliness. Please gwe all hve forms to your physician so they can till gul the
appropriate one.

It is important that your physician fully complete the form that best corresponds to your medical
condition to ensure your claim Is processed promptly.

Short Term Disability: Return the complete form to Desjardins Financial Secunty Life Assurance Company,
hereinafter Desjardins Insurance, as soon as possible

Long Term Disability: Return the complete form to Desjardins Insurance no later than six weeks prior 10
the start of your long-term disability period.

Online: desjardinslifeinsurance.com/send

Desjardins insurance
PO Box 1203 STN A
Toronto ON M5W 1G6

Fax: 416-926-0697 or 1-844-409-6571
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PART 2 - Attending physician's statemont
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INITIAL ATTENDING PHYSICIAN’S STATEMENT
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Assessmant and treatment are complicated by: (please select and explaln in the space provided below)
81 [OSgnificant emotional or behavioural disorder such as d
R2

Ton, anuety, et

[] Exaggerabion, inconsistent findings, subjecti mplaints out of proportion 1o abjective hindings, bizarre or contradictory ohservahons
83 [Owark retated ssues (pleass Wknown) .

B4 [Jsubstance abuse g

85 [Jother (please describe) i

9. Rehabilitation

9.1 13 patient a suitable candidate for medical rehabilitation services? MJ

-
9.2 s pabent a sunable candidate lor vocation rehabilitation? Oves [_hur"‘
I yes to either ol the above, please tpecily

10. Comments

Is there any other mlmmalmn u with 1o add that wall [:wexbrnnr ur‘:cl.landl\)lguur patient’s congdition or treatment requirements?
- %__f__\%_ o S U AN i S

noul AL < “S‘/ C a0 fL:E____%. O 1 <

>t
11. |dentification of physician
11.1 Last narme and hirst name (PLEASE PRINT)

11.2 Specaity License na
;“('.\!rln\' i |j£¥(- .

11.3 Agdress - No, qruvl suite N

: - City . S -l'vallTll—v; - !'EH!J' code o
L '|' LSS j\\ b B o K b aadS B .__L_'.L\,',ﬁ_J_/’L ’/f
11.4 h-lcphnnenu t _[{ 1 ) ’k LL ] fi e ) ) Fanno | '/f ¥ ) _:Jk,{" (_ _‘Jr
Signature of physiclan _1* \ \ ) i ) Date:  (_y (_ | L J ') ,_)) \
1 \ ———
} =
v
rage 10! )




’ Sutymdt onllng Dy msih By laz:
daputm et eme onfend )& PO Bov 12013TH A t 1-844-409-6571 {tol tres)
Tosanto ON MSW 1GE
Camptets and seve the form on your computer fisst

418-926-0697
Keep orighnal torms tor yous recoids Sm::gd:!l’mmmdtmomum Xoep origing forma for your record:
your X

O Desjardins

Insuranco

INITIAL ATTENDING PHYSICIAN’S STATEMENT
o GENERAL FORM
Life + Health - Rottrement

Q@ ruas v
° PART 2 10 be completed by phystcian

PART 1 - Identification of patient

L3t fame anrs hest name [PLEASE PRINT)

@ #2487 110 be completed by panen:
@ Any chage for completion of this torm Is the panent’s responsthility

Policy ot gtaup or Lontract np

641028

Certitiuate or entitratinn no Late of tarth

PART 2 - Attending physiclan’s statement

1tis vory helpful In facilitating a timely comprehensive Infarmod ad

judication decislen to have your tull ciinlcal notes from the date of disabliity ond sny consultation
roports for ous review. Ploase include or tndl

r for not including tha req d information.
1. Diagnosis (Including complications) - if psychiatric, give DSM-V cade.
1.1 Pomary ——— e — e —
1.2 Secondary — ——_——
1.3 Subjective symptoms {Including severity, lrequancy, duration)

1.4 bindings {please encinse a copy of current » r.

ays. [XGs, labnratory data, blood pressure ang any other relevant chinical hindings):

1S Uegree of seventy of all yymptoms Omug O Moderate O severe Owith psychatic elcm;:‘nvls
2. History
.1

Date symptoms hret appeared or actident happened

1.2 Date patient’s condinon hnt prevented them fram work 8
1.3 Masthis pabent ever had taine or umilar conditign? Oves Orno Ounsnawn
It yes, please specily diagnows and dates of Ireatiment. e ——
2.4 11 contitton due 10 Injury of uckness s113ing vut of panent’s emptoyments? Oves Mno a umucwnﬁ- )
1.9 Mave Worker's Lompensatian/csST forms brer completed? Oves COno Ounknown
2.6 il panent Is pregnamt, give t D.C

2.7  MNames and spaciaines of othet treating physicians

2.9 Cureont erght

Current weght Weght toss/gan to date

3. Treatment dates

3.3 Date of fiest visit for current condion

3.5 Oate of discharge
32 Uate of latest v

3.6 Date of out patient trestment
3.3 broquincy of vty Oweekly

——————

{JIMonthiy

3.7 Name of hasputat.
Dlotrerispeatyy

34 Oar of ih-panent admussion

4. Nature of treatment

4.1 Medastons {8ose, ltequexy, date presrnted)

4.2 ‘,ufmfmtlﬂ(l:ndmndur“ -

4.3 Um.wl.n;sud.nahmucm,) e et e

3 panent felowing recommnndsy 1eaiment program? Ove- Clno ipeave e'abrate}

L6180 CaB ) T

44

* Dewarding nsutanct efers 10 Uesjarding nancal becunty Uie Assarace Company
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S.

Progress

§3  mMaypanest [ amepvrrea Orproves Onar improred . [ Retrogrenes
$2 Cumenr sty (JAvowsory (Jrowne (nrbred C Bed conhvrnee Trowmta corkres
6. Rastrictions and limitations
HTURS AT ONE T WE TOTAL HOURS (SToNG Tme DAY
Lol sV T8 4& (B8] <1 <12 <la__4n_ ou
61 stare Cine roetrn: o =] o [&] g ! g [|] [8] r:' E
62 w3 CIn- resrrcr=n " = 0 0 0 8] ] 0 ] ot r_:__.
[ I T s e . a 8] [w] O O (@] [w] &) o O
'Y .t (NG reurewr - O g a 0 0 C a 0 0 'T]_
83 Ot (Coe reer b e ] O 0 g o a c_J_
66 Thupatenr cimkftfiarey & oo 3t igs ‘T V] [ ) 14 18 21 27 32 e 1l
1t i o 10 39 W& &0 0 LI S
67 Cugregraren Caeptaney rova mucns ' C 0 ] o gt o @] =] [
o DiCasanaty row mm O = T N I = N U = N = N = A M= I
68 Firatr c2aate 0 the wace provded Pt sarert g LI L2 DR e P g 21T 0Ny Frequenaty (F) Corangnarg (GO} 6 Mt 2t 3 (%)
Deege Eer3 R P Y L 2] Crry Resch 13500 thoutden) Resth (betow shaulder)
7. Psychiatric illness (if applicable)
L2 SRR
T2 i planmg Pt aLIOgi fewtly —
T dicemazematelty o s —_—
14 Pre~vetisgesrg by
7.8 Tracge o 2D MaT
16 Tarmu ste g baizey —_—
1.7 Progres w th trggtemant 3
T8 Arzpngnts symoiooms tewted 12 673 of 2uonol aDuse ! {Oves Owe
TP pITen? Sneniled it ) Lstange 2TUNe progam? Oves One tyes, state facity
13 M3y pmt piteml oves Dee- erewlied i a wLIlarie asuse program? Ove: Oews o ves. Llate anen
8. Return to work plans
81 Prrgrlaitic morsieTe~t o relneery
82 (rprted e LI e 1t s tra s pan OCCYDATON
83 tiweown prae MG IRS et s L ate e
B8 1 s patet st e e et wn 0TuSAR S Glease APRC Y w0 81 Under wiat Crtumtaes They (OL'S Blue D k] beg cunen o
§72253 tEuT 1C W
8.5 saveielun il are e lrey Leen donoutand with the paner? Dives Owxe
B.6  Weae mancrate nn e rgmes and £a02s resune
9. Rehabiiitation
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