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Complete and save the farm on your computer first. Taranto ON MBW 1G6 416-926-0697 X
Keep ariginal forms for your records, Serd original forms and keep copies Keep original forms for your racards.
: for your records, 3

Contact us: 1-800-263-1810 {toll free) or 416-926-2990

Q Desjardins s

Insurance DISABILITY OR WAIVER OF PREMIUM CLAIM
Life - Health « Retirement s EMPLOYEE STATEMENT

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

me unable to assess this claim unless afl are

Last name and first name of employae Sex Date of birlh
. YYYy N Do
Mohon —. elanue Om O FT
Address - No., streel, apl. ity Frovince Postal code
319 Mople St S. T irsipring N PRTES
Policy or group or cnﬂira'ck 0. Divisicn no. Certificate or identificafion no. Social insurance no.1

641028

o - authorize Dasjardins Financial Security, hereinalter Dasjarding Insurance, to leave me
Telephone no. (mandatory): {705 )¢ { -3 b E’gﬁmali about my disabitity chaim
7 ;
_Emailageress : pAGnan . Melanie & Ganel,com
¥ Your social insurance number is necessary only if your da‘sabii?ﬁ} claims are taxable. Plaase conlact your employer to obtain this information.
2 Please provida 1his information only if you authorize Desjardins Insurance 1o email you.

B - GENERAL INFORMATION

1, Tralning:
Eevel of educalion: C‘:g”ﬁQQ Gmd.UCI/[E
Wark experience: -J J
Spoken language: ErEngliah I French Written language: %glish [ French
2 Io disabilly dus 1o an acodent? If "Ves" date o acaidert; o Tme ) -Fbe of accident T
[ Yes {¥No | gﬁm ] Wwork-related [Cimetor vehicls Jother

Indicate details {where, how):

r4
3 Did you receive prior treatment for the illness or injury causing the disapilily? [ ]¥Yes E’Nn
" "Yes”, give particulars including name, address and telephone number of all trealing physicians and specialists:

4 Name, address and telaphone number of physicians and specialisis who have treated you during the disability:

PLEASE COMPLETE THE BACK OF THE FORM.

0§329E01 {2018-11) Desjardins Insurance refers to Desjardins Financial Security Life Assurance Company,




NUED)

8 1 you have any acoident or sickness coverage through a union, society, craditor, morigage, auls, lodge or ather assaciation, through another employer,
under an individual policy, give the iollowing particulars:

Name of insurer Policy no. Certificate no. Start date of benefits End date of benefits Benefit amount Weekly/Monthly
Yoy Ni b ey WA g
. Ow [
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C - DIRECT DEPOSIT ENROLMENT Please include a

specimen cheque marked “VOID".
! !;ereby authorize Desjardins Insurance to deposit my benefit payment through the DIRECT DEFOSIT system into account at the financial institution
indicated below:

Narme of financial institution

our Nebosurbeed Gedit Union. €98 R P

_ B e St SOUDODESORT
Address - No,, stregt;suile Ci Province . Postalcode
eSS e S B
Any cradit entered in my account in acecordal

with this autharization will bs derffied vith a DIREGT DEPGSIT transasiion sode and | acknowledge that
the credit in question shall constitute an :70um paid in accordance wiih this authorizaiion.
This authorization will be efiective or _< LN} [ 5} A03J3
wrilten notice by either Desjardins Insurance or me,

Signature of employee: (//’y] . k’f")/)/)%_ﬂ/;/l Date: QJJM (‘;Z/“Qu mcﬂ

D - PERSONAL INFORMATION MANAGEMENT

D I handles the ¢ information it has on you in a confidential manner. Desjardins Insurance keeps this information on file so that you
may banefit from group insurance services offered by the Company. This information is consulted solely by Desjardins tnsurance employesas who nead to
do 50 in the course of their work. Desjardins | may compile ized personal i ion for stalistical and i ional purpases. Desjardi

i may also cor with plan bers to provide them with optimal health management. You have the right to consult your fife. You may also
hewva information corrected if you demonstrate that it Is inaccurate, incomplale, ambiguous or not useful, To do so, you mus! send & written request to the
fellowing address: Privacy Officer, Desjardins Insurance, 200, rue dos Commandeurs, Lévis, Québog, BBV 6R2. Desjardins Insurance may use the client list
1o offer its clients an insurance product following the i of their group i Il you do not wish to receive these ofters, you may have your name
remaved from the lisl. To do so, you must send & written raquest to the Privacy Officer at Desjardins Insurance.

The authorization will terminate f ing a 10-day

ON AND AUTHORIZATION FOR THE COLL

ON AND COMMUNICATION OF PERSONAL INFORM

To be completed for each claim.

| hereby certify that the above answers are full and true. | ize Dasjardins | strictly for the of determining my i@mbilﬂy, managing my
file and setting my claims to: (a} collect from any persan or lagal eniity, or from any public ot parapublic organization, only‘ the ;nfornlai!qn deemed nacessary
to manage my fle. The non-axhaustive list of sources from which information may be collected includes healthcare professionals or facilitiss, the MIB ({formerly
known as Medical Information Bureau). insurance companies, persanal infarmation officers or investigation agencies, the policyholder, my smmoygr or Jormer
employers: {5} communicate to 1he said persons or organizations only the personal informalion about me that is deemed necessary for the purposes of my fle: {c)
wihen neacessary, raquest an inquiry raport about me, and also use the personal information it may have about me in existing files that are now closed.

Provided that | have fifled out the appropriate boxes, | authorize Desjardins Insurance to emait me at the address provided in section A of this farm and | giva
Bes : i,

f ion to leave vai about my disability claim at ihe phone number provided on this form.
¥ ire Desjardis 1o use or i my social i number for tax purposes. A photecopy of this authorization is as valid as the original,
~
suraure crampioye: 1Y) 7Y Ao ] owe: Q1m0 Ao, O3
4 .
VERY IMPORTANT
Please have the Initial ing p ¥

hysician's and sunmit the completed forms online, or by mail or fax to:
-Desjardins Insurance — Disability Claims. . : : %




Timmins and Distriet Hospital
L'Hépital de Timmins et du district

! o’l‘ & -
:ﬁ%@ﬁgﬁ

June 16, 2023

Re: Melanie Mohan
D.0.B.:19/08/1997

To whom it may concern:

Melanie Mohan is a 35 year old admitted to the Timmins and District Hospital under my
care on June 15, 2023. She requires a medical leave from work, which can be re-
evaluated September 1, 2023.

Sincerely,

/K&W@t%,

Dr. K. Dunn, MD, FRCPC




T’immi.ns and District Hospital
L'Hépital de Timmins et du districs

June 16, 2023

Re:  Melanje Mohan

D.0.B.:19/08/1 997

To whom it may concern:

Melanie Mohan is g 35 year old admitted to e Timmins ang District Hospitai on Jjune 15
2023.

Sincerely,

feeocn

Dr. K. Dunn, MD, FRCPC




