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Employer Statement
&

Job Description



Submit online:

e =

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

O Desjardins
Insurance
Life - Health+ Retirement

By mail: By fax:
PO Box 1203 STN A c 1-844-409-6571 (toll free)
Toronto ON M5W 1G6 416-926-0697

Send original forms and keep copies

Keep original forms for your records.
for your records.

[ GROUP INSURANCE - DISABILITY CLAIMS |

DISABILITY OR WAIVER OF PREMIUM CLAIM
EMPLOYER STATEMENT

LxRlel S\ N[ gle7:NN[e] VI 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.*
Parrott Leahan 0063468911 492286802
Address of employee - No., street, apt. City Province Postal code
219 Rye Street, PO Box 51 Matachewan ON |  POK1MO
Telephoneno.: ( 705 ) 5652557 E-mail address: Iparrott@nanlegal.on.ca
POLICYHOLDER OR EMPLOYER Name Policy or group or contract no. Division no.
CINUP 641028
Address of policyholder or employer - No., street, suite City Province Postal code
1805 Arthur St. East, Unit 100 Thunder Bay ON P7E 2R6
Telephoneno.: ( 807 ) 6 2 2= 1413 Faxno.. ( 807 ) 6 22 3024

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.
RNl VANINZ I ENIIOIY I |, 4l other cases, please provide the appropriate tax forms.

(1 ; Current salary Amount 2, Salm effective date

- [Jweeky [ IMonthly [¥]Every two weeks | $ 2.307.70 e

3. Jobstatus
VFuttime  []Parttime

2021-11-03

i 4 ; Indicate days in normal work week Hours worked L.EL Type of schedule . @, Premium paid by
~ O sun lmon ] Tue [ wep | perweek ) . =

THU A FRi [ sar 35.00 DVartab!e DRotahng |Z|Employer I:IEmployee [:]Both
.7 Date of emplox{ment 8. Occupation g . Date last worked No. of hours worked
(2] Yyvy M &5 2 YYYY MM DD

2000-10-02 Restorative Justice Advocate 2021-11-0 1| 7.00

YYYY MM DD

J10; Is disability due to an accident? D Yes IZI No If "Yes", date of accident:

11, Did or will the employee receive any income during the disability period?
(Type: holiday pay, maternity, disability, El benefits, salary, lump sum, other)
Type: Sick Leave

|Z]Yes D No

Amount: $

If "Yes", indicate below:

Period: 5 days

{12; If the employee is pregnant, has an application for a preventive withdrawal been, or will it be, submitted to the CNESST (Québec only)? I:I Yes

Ine

(13; Has a claim been filed with a government agency?

|:|Yes [Z]No

If "Yes", indicate below:

[] cNessT/weB /wsiB/wHSCC [Jceprarp  [] SAAQ (Québec only)
D Other, specify: o — —
Date Filed: 2021-11-02 Decision Rendered: Amount: $
YYYY MM oD
{14; Has the employee returned to work? [_|ves [v/]No If “Yes", on what date?
‘ WYY MM oD
{18; Is this person still in your employ? m Yes D No - Termination date: Reason:

DYes l_7_| No

{16; Was this person given a record of employment?

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

[ZlNo

D Yes - Please specify:

18; Is your employee eligible for an exemption under the Indian Act (R.S.C. (1985), c. I-5)?
100.00

m Yes

%

DNO

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

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

Desjardins Insurance refers to Desjardins Financial Security Life Assurance Company.



(oRN s M Tor .Yl s @ SN Yol IS AN 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 Supporting RJ Team { 25 < Dputies Administrative Duties [ 15 %
Duties Facilitating Restorative Justice Circles | 50 o, putles Education and Training | 10 o
For questions 2 and 3, FREQUENCY is defined as follows:
OCCASIONALLY: 0-15 % of the times EREQUENTLY: 16-50 % of the time ALWAYS: 51 % + of the time
gj Work environment - Does the employee's job require work in any of the following conditions?

FREQUENCY: O F A FREQUENCY: O F A FREQUENCY: O F A
m Outside M oo D In a damp or humid environment Oo0oag D Above or below ground level ooao
D In extremes of cold or heat (] (1 [J D Toxic fume Oooo; D Handling chemicals ogod

MYes D No

Doss the job involve other hazards?
Travelling

If "Yes", please list:

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

FREQUENCY:

FREQUENCY: O F A FREQUENCY: O F A
] standing o0 O Bendingover [ [J OO
[V walking gd [J Kneeting O
[] sitting OovJ0O O crouching [ O
[ Keeping one's batance [J [0 (I O crawling O3d

[J Extending/reaching above head
O cClimbing

[] stairs (No. of steps )
O Ladders(Height _____ )

DESCRIBE ACTIVITY AND SPECIFY FREQUENCY AND WEIGHT: FREQUENCY: O F A | WEIGHT:

D Pushing aooaga COwe (ke
[ Pulling oog Cw Cke
D Lifting/carrying agod Ow Oxg

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

Type of equipment Computer/Technology

| Times perday Varies throughout the workday

Type of equipment  Vehicle

I 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? lZ]Yes |:| No

If “Yes*, please specify: Short deadlines are based on the requirements of the court system and updates are required by the crown regularly.

.8 ; Does the employee's job require dexterity? M Yes [_—_l No

If "Yes", please specify:

Through the use of technology and computers, the employee is required to have dexterity by means of typing informatin

and regular reporting.

D - ADDITIONAL INFORMATION

The position itself requires the worker to be emotionally and mentally strong in order to provide proper services and support to their clients.

SIGNATURE OF THE AUTHORIZED PERSON

SHWETZ, COLETTE

HR MANAGER

Last name and first name of the authorized person (IN BLOCK LETTERS)
cshwetz@nanlegal.on.ca

Position

Acv /3 (

Signature \_\

Date




RESTORATIVE JUSTICE ADVOCATE

Job Description

Title: RJ ADVOCATE Dept.: Restorative Justice
Reports to: RJ Manager JD #: RJ 0004

Approved: REVIEWED: January 25, 2021
Summary

The Restorative Justice Advocate shall be responsible for managing and administering the
Restorative Justice Program on behalf of the Corporation.

Core Competencies:

Experience in alternative justice models and in dealing with holistic approaches to justice is
considered beneficial.

Ability to work as a team as well as with little supervision.

Advanced knowledge of Microsoft Office Applications, including: Word, Excel, PowerPoint.
Strong attention to detail and ability to work with sensitive and confidential information.
Requires excellent communication skills, both verbal and written.

Excellent decision-making and problem solving skills.

Job Duties

The Restorative Justice Advocate oversees and supervises the activities of staff involved with
restorative justice activities including the day-to-day contact, advice and assistance on
specific conferences, monthly conference calls, assistance with developing a filing system,
completion of data sheets, and initial training in Community Accountability Conferencing as
well as orientation to the communities serviced.

Reporting to the Executive Director as to the status of the program on an ongoing basis.
Negotiate yearly funding for the continuation of the program, which negotiations are
updated to the Executive Director and Board of Directors as needed.

Oversee and manage program budget to ensure spending is within budgetary requirements
and parameters.

Complete yearly workplan and submit quarterly reports to the Department of Justice.
Design and implement a self-evaluation program.

Hold actual Community Accountability Conferencing conferences as required in the Zones
and in the communities outside of the zones upon request and as resources tolerate.
Develop forms to be used in the diversion of charges and implementation of conference
agreements.




e Develop training materials and facilitate training programs.

e Supervise the gathering and analysis of statistics. Develop practical means of recording
statistics for use by Corporation, Board and funding partners.

e Supervise the development of promotional materials and oversee the distribution of same.
Otherwise promote the program through newspaper articles and radio broadcasts.

e Report to the Board of Directors and the NAN Chiefs in Assembly as and when required on
the status of the program.

e Liaise with Chief and Councils, frontline workers, and NAPS to explain and report on the
program.

e Assist the NAN Deputy Grand Chief responsible for the justice portfolio with respect to the
Justice Jurisdiction proposal.

e Represent NAN on the Aboriginal Healing and Wellness Strategy sub-committee on Family
Violence and Justice. ,

e Seek alternative funding sources, and develop funding applications to expand this project.

e Sit as a member of Health/Justice Working Group that is looking at holistic approach to deal
with the implementation of plan including training component.

e Sit as member of the Corporation Management Committee.
Perform other related duties as required to further the mandate of the Corporation.

Requirements

e This position requires a post secondary degree or diploma in law, advocacy, social work,
mental health, or alternative dispute resolution.

e Strong understanding of restorative justice and its application in Indigenous and Canadian
legal systems.

e Valid G level driver’s license and access to a reliable vehicle.

Reporting

e The Restorative Justice Advocate is accountable on a day to day basis to the Executive
Director for overall work performance and reporting, and to the Board of Directors for
program developments and reporting.

Meetings, Training and Outreach

o Attend all meetings, telephone and video conferences, committees, as directed.
Attend professional development, training, workshops, education, as directed.
Develop positive relationships with justice providers, defense counsel, police authorities,
community leadership, duty counsel, crown attorneys, probation, parole and more. Keep
program Advocate, supervisor, manager, or director apprised.

File maintenance

e Ensure all paper and electronic files are maintained up-to-date.
¢ Follow directives, guidelines, and policies for records management and file keeping policies.

Additional Duties and Responsibilities




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

SALARY RANGE

Pursuant to current wage grid.




Direction and Authorization Form



DIRECTION AND AUTHORIZATION TO RELEASE PERSONAL INFORMATION

FROM \Leonan Cacc™
Employee’s (Claimant Name)
TO Desjardins Financial
RE RELEASE OF CONFIDENTIAL/PERSONAL INFORMATION TO

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

1 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 conceming my claim. 1 also authorize the Company (Desjardins
Financial) to send to the policyholder, copies of correspondence the Company receives
from me concerning my claim as well as any medical information received from external
sources.

Duration and Revocation

I understand that
e ltis 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 I am claiming benefits or
service from the Company: and,
e 1am free to revoke this authorization at any time by sending written notice to the
Company of such revocation.

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

fanntt ms,m.&w\

Sigriature of Claimant



Employee Statement



g P, Submit onfine: * By mail & By fax:
. desiardinsliginsnncs cam/send NP PO Box 1203STN A 1-844-408-6571 (toll free)
o A (

Complate and save (ha form on your computer first. Teronto ON MSW 1G6 416-926-0897
Keep anginal forms for your records. ze’nd originat tanms and koep copies Keep criginal forms for your records.
your

Contact us: 1-8060-263-1810 (toll free) or 416-826-2880

[GROUP INSURANCE . DISABILITY CLAMS |

O Desjardins DISABILITY OR WAIVER OF PREMIUM CLAIM

Insurance AIVER UF TR
Life « Health « Retirement EMPLOYEE STATEMENT

> The payment of your disabllity clalm will be made by diract deposit only. Please include a specimen cheque marked «VOID=».

IS slRdi=107-Ya[ol I We are unable to assess this claim unless all questions are answered completely.

Last name and first name of employee Sex Date vewinh wa oo
B AW A\ Om &% \q1a 03 03
Address - No., street, apl. Provinc Postal code
010 8NE <OeEE AmS) enacheldy) W ee o
Policy o group or contract no. | Division no. Certificate or identification no. Social insurance no.!
641028 549 &b oY 6%91) | H4

D 1 authorize Desmrdins Financial Security. herainafter Desjardins Insurance, to leave me

Telephone no. (mandstory): ( 105 )SES 3;5j voicemail aboul my disability claim,
E-mailaddress = LODQAQ 1T [AVDWOLE G Ow. (™

1 Your social insurance number is necessary only y if your disability claims are taxable. Please contact your emgloyer to obtain this information.
2 plaase provide this information only if you authorizo Desjasdins Insurance to email you.

B - GENERAL INFORMATION

1, Trgining:
Level of education: Oy TN, SDQL\ SL:\ N2 S
Work experience: - Ws\hasw o . M\ Alg et%\
~
Spoken language: é English French Written language: m'égtish [ French
2 s disability due to an acgident? i "Vesw:!vala of acctdenl o Time Type of accident
0] ves X ; gm [JWork-related  [JMotorveticte [ Other

Indicate detalls (where, how):

"3 Did you receive prior realment for the liness or injury causing the disabilty? [Jves @{No
“ If *Yes", give particulars including name, address and tetephone number of all reating physicians and specialists:

. Name, address and telephone number of physicians and specialists who have treated t}/«.m d;ring the disability: , o
- K - o~
TSI OMID N CANNC

2 MW TSIN STeaE, A c\mn S _GROOAE R VR QW (NG
AR L BY MMML\\NW\W

PLEASE COMPLETE THE BACK OF THE FORM. \/4\9\\(- Lo \d\r“'Er O\Q

06323E01 (2018-11) Desjardins Insurance refars to Desgardins Financial Secunty Life Assurance Company.




B - GENERAL INFORMATION (CONTINUED)

§ . it you have any accident or sickness coverage thraugh a union, society, creditor, mortgage. auto, lodge or other association, through another employer.
" " under an individual policy, give the following particulars:

Nama of insurer Policy no. Certificata no. Start date of benefits End date of benafite Benafit amount Waoekly/Monthly
vy Sk o ¥rev e oo
os_._ . Owil
T N el T T TR T T e ks
O L S}
Comments:

(SRRl mei o VN ICIREIS ST Ploase Include a specimen cheque merked “VOID”.

I hereby authorize Dasjardins Insurance to deposit my benefit payment through the DIRECT DEPOSIT system into account at the financial instilution
indicated belaow:

Name of financial institution Institution no. Transit/branch no. Account no.
atoh L W SN\ VY . 003 __ oa4s8 5008518
Addross - Na., street, suite : City Province Poslal code

30_GIMEGANNHANT RONL JORXMN0 \BRRE O\ oy IWY
Any credit entered in my account in accordance with this authorization will be identified with a DIRECT DEPOSIT transaction cods and | acknowledge that
the credit in question shall constitute an amount paid in accordance with this authorization.

This authorization will be effective on AN {\\0&‘ 3 . ,‘QBQ\ \ - The authorization will terminate following a 10-day
writlen notice by either Desjardjns insurance or me.

Signature of employee: M@_&MM—‘ pate: \ YN} ot 9 .&QQ.\___
V"
-D - PERSONAL INFORMATION MANAGEMENT

Desjarding Insurance handles the personal information it has on you in a confidential manner. Desjardins Insurance keeps this information on file so that you
may benelit fram group insurance sarvices offered by the Company. This informaticn is consulted solely by Desjardins Insurance employees who need to
do so in the course of their work. Desjardins Insurance may compile anonymized parsonal information for statistical and informational purposes. Desjardins
Insurance may also communicate with plan members to provide them wilh optimal health management. You have the right to consutt your file. You may also
have information corrected if you demonstrate that it is inaccurate, incomplete, ambiguous or not useful. To do so, you must send a written raquest to the
lollowing address: Privacy Officer, Desjardins Insuranca, 200, rue des Commandeurs, Lévis, Québec, GEV 6R2. Desjardins Insurance may use the client list
to offer its clients an insurance product following the tetmination of their group insurance. If you do not wish to receive these olfers, you may have your name
- removed from the list. To do so, you must send a written request to the Privacy Officer at Desjardins insurance.

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

To be completed for each claim.

| heraby certify that the above answers are tull and true. | authorize Desjardins Insurance strictly for the purposes of determining my insurability, managing my
file and settling my claims t0: (a) collect from any person or legal entity. or from any public or parapublic organization, only the information deemed necessary
to manage my file. The non-axhaustiva list of sources from which information may ba coflected includes healthcare professionals or facililles. tha MIB (formerly
known as Medical Information Bureau). insurance companies, personal informalion officers or investigation agencies, the policyholder. my employer or former
emptloyers: (bj communicate {0 the said persons or crgan:zations only the personal information atout me that is deemed nccessary for the purposes of my file: (c)
when necessary. request an inquiry report about me, and also usa the personal information it may have about ma in existing files that are ncw closed.

Provided that | have tiled 2ul the appropnate boxas, | authonze Desjardins Insurance to emall me at the address provided In section A of this form and | give
Dasjarding Insurance permission to leave voicemail about my disability claim at the phone numbar provided on this form.,

1 authorize Dasjardins Insurance (o use or communicate my sccial Insurance number for tax purposes. A photocopy of this authorization is as valid as the original.

Signature of employee: Mp}, M Date: \\}Wﬂ_

VERY IMPORTANT

Please have the inftial attending physician's statement completed and submit the completed forms online, or by mail or fax to:
Desjardins insurance - Disability Claims.




Royal Bank S LEAHAN DAWN PARROTT
Nov 2, 2021

November 2, 2021
To: Whom it may concern
Re: Void Cheque

Please accept this copy of a void cheque as confirmation of LEAHAN DAWN PARROTT's bank
account information for the purposes of pre-authorized debit or credit.

LEAHAN DAWN PARROTT 2021 11 02

YYYY MM DD
BOX 51 219 RVE STREET , s 1]
MATACHEWAN, ON T T
POKIMO

Date:

Transit Number.  Institution Number. Account Number.
02462 003 5002878

Royal Bank of Canada Website, © 1995 - 2021



Medical



Matachewan . Operated by: |
NURSING STATION ), TIMISKAMING
(705) 565-2351

For Pcmroﬁ, Leghnan pOB feb 3 ZELA
Address A\l Q\,IC st Po pox S\, maﬁchg!!m,v\f"
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L |
t.1.} Whatare the main duties of the employee's job and how much tima is allocated to each cne weekly?

> s outes Aplonitrobios. doties L IS =

-

Y y % Duties + Ttainirg L0 %
For questions 2 and 3, EREQUENCY Is defined as follows: v
gccAsmNALLv. 015%ofthatines  FREQUENTLY: 16:50 % of the time ALWAYS: 51%+of the time

‘_g__;' Work environment - Coes the employsa's job require work in any of the following conditions?

FREQUENCY: O F A FREQUENCY: 0O F A FREQUENCY: O F A
(%] ousice BOO [Oinadamportumidenionmem 3030 [] Above or below ground teve! ogao
[Jinextremesofcotdorheat 0 OO [ Toxicfume OO0 [JHandng chemicais ooa
Does the job Involve other hazards? Yes DNo If “Yes"®, please list:

Travelling
{3 Chack ths items bslow that retete to the employee's job, and complete the information requested.

FREQUENRCY: O F A FREQUENCY: O F A FREGUENCY: QFA
(=] standin MO0 [0 Bendin Ooo [] Extending/reaching above head oo

B=  BER  HemHEn SR L HH

No. of

Reomgonostaence 110 [ owime® 0 00 ] Laddem (hoignt -~y O E1 00
DESCRIBE ACTIITY ANDSPE_O!FYFHEQUENCYANDWBG!!‘I’. FREGUENCY: O F A WEIGHT:

[ pusts ooo Ow Oke
[ puting ooo Ow Cke
D Lifting/carrying oog Ow DKg

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

Typo of eqvipment lead&c./_ﬁcbmla% | Times ver ey Yories, in o Ghngsrod

Type of equipment Vé’,hfao\l | Times perday
Y Doestlwemplayeemrkmanemamlymmyermwmm,hwemmtkatafastpaca.dorepahﬁveummorhavssmndeadﬂms? [3lves [Ino

&4 Does the employes's job require dexterity? [ Yes DNo
If “Yes®, ploase specily: l1 XN M6 2 “CNNOIO A ONATELS TAC o ASHILE
1 AN, D _Mue CeXyor; T nourh M 'a‘_n- At + /] A toprmatia? end

SIGNATURE OF THE AUTHORIZED PERSON

m . Chm‘f‘d!& A Y

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

piteananalegal.on. co
L, Nowombec 4. 2021

Signature L

g




