G,
CINUP

Employer
Benefits
“ First Nations

Please complete the enclosed forms in full, and in ink. Ensure all forms are
sighed and dated where applicable.

o Direction and Authorization Form

Employee Statement

o

o Attending Physician‘s Statement (take full package to your attending
physician who will complete the appropriafte form)

o Void chegue

Mail, fax or email completed forms to:

Mail: JG Benefits Inc.
1051 King Edward Street
Winnipeg, MB R3H OR4

Fax: 1-833-702-4687

Email: disability@cinup.ca




Direction and Authorization Form



DIRECTION AND AUTHORIZATION TO RELEASE PERSONAL INFORMATION

FROM AWU(\C\Q @\ﬁt

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

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 conceming my claim. | 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
o It is not a requirement of the Policy/Policies that I authorize the company to
disclose information to the Policyholder
o 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.

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




Employee Statement



::_‘I ﬁmm : L fid ey
W ' pdrau s ;:- s m
wmmuwm e Fhrtery mmmmwm i mpuwmmm
_ .ﬁonmtm. 1m1nu{imh-ﬂuﬂmmn‘ ) Bl T ' = -
'DISABILITY OR WAIVER OF PREMIUM CLAIM
m " EMPLOYEE STATEMENT

> The payment of your disability ciaim will be made by direct deposit anly, Please include-a specimen cheque marked «VOIDs,
G (Rt [l We are unable to assess this clsim unless all questions are answered completely.

and first name of & ) Sex J Date. of birth - -
mﬁm’ "Rt | omdr[1938 oY 13

Addreds - No., Slreat, apt.

City Province Postal cods
E_:Hlﬁfy_‘mhﬁmmﬂﬁk Neomnieos OO Pdp ces

Pelicy of group 6r conlract na: : Certificate o identification rio. ‘Social insirance no."

641028 _ B S 4 sed
T‘“Fhm“!ﬁ(m i ,I By 1!1 - "I‘ 3 l ﬁIMWMMMMMhMMt
E-mﬂm '

'Mmmmrkmﬂﬁmmm“m Pleass contact your amployer io obiain this information.
2 Please provide mmmmwdmm Desjarding Insurance (o emall you

B - GENERAL INFORMATION

A Tebing Ul Yroasuwns
Level of eduation: 3¢ jo) WO K

Work experiance: S d oo (o }!:I'Cig RG0S AE0N0n S ol ren . Wan !IIEF \

{ . S
Spoken language: Hengish [ French mwm [ French

2, 15 disabity dug to an acoident? 1 ~Yes:. date of accident | Tive TType of sccdem Cvalt

dws O LQ;D;L& (Tl D‘-I 127 @DW OlMonrwetice  joter

2

5 mmwmhrm‘alﬁmoﬂ jliry caus
If"m' wmmmmmmmmmmumwm

PLEASE COMPLETE THE BACK OF THE FORM. _ _
OEI2EDT (201811} Desjarding Insurance refers to Desjarding Financial Security Life Assyrance-Company.



B - GENEF—IAL INFORMATION {CONTINUED) -

@F!w ;zmmm awamMmmmMﬂmmm&n through ancther employer,

policy, give.the following particulars:
.“"'.“'.“"""'*' R clMCRCHLT: Sukituofhuiis o e aile, o Beswiaiin - Weer iy
Shics £ : # e m“.,, i i R F e S Owe !;;&
S e e e Dn..g_g_
C:mmmts:'_f\f'} :

(eSSl LRSI WAIS I Piease Include & specimen cheque marked “¥OID".

I heraby authorize Desfardins Insurance to deposit my bienaf payment though the DIRECT DEPOSIT system into account at the finanial institution

H:ﬁdﬁﬁqm’dmﬂlmﬁﬂtﬂemmﬂpdﬂ mmmm this autharizetion.
This authorization will ba effective. on
wrillen riotice by eilher Desjardins Insurance of me.

Slgnature of employes:.

D - PERSONAL INFORMATION MANAGEMENT
ﬂaﬁmmmmmmmhmmmmamlmmmwm&mmmmﬂmm
may benefil from group insurante services dffared by the Campany, This infarmalion Is consulted solely by Desarding Insurance employeas who nesd 1o
dosemmmhﬂmmmmlmmmmmmmmmhrmwmmﬂmwm
Insurance may also commumicate with plan members-to provide them with 'oplimal health management. You have he:fight fo consutt your file. You. may also
Fiave. information eorrecied If you demonstraterthal it is inaccurate, incomplete, ambiguous arnot useful. To do go, you must send & witlen request o the
following address: Privacy Officer, Desjardins insurance, 200, rue des Commandaurs, Lévis, Québec, G8Y 6R2. Desjardins Insurance may use the client ist
lo offer fis clients an insurance product following ihe termination of their group insurants: If you-do notwish to raceive thesa offers, you may. have your name
removed from the llst. To do so, vou must sand a writtan retjuest 1o the Privacy Officer af Desfardins Insurancs.

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

To be completed for aach claim.

| hereby certity that the above answers are full and true. [ Bulfiorre Desjarding Insurance sirictly for the purposes of deistmining my Insurability, managing my
ﬂewmmmmh}nﬂwtmwp«mnrhﬂmhnhﬂﬂmﬂmmmﬂ:mﬁﬂmmﬁrhmmum
to manage my file. The non-axhaustive st of Sources from which Information may be coflected includes healihcara professionals or faciities; the MIE (formerfy
knowin a8 Madical Information Buread), Insurance companles. persénial Intgrmation piffcers.of: Investigation agenidies, the policyholdet. my employer or former
employsrs: (b) communisate o the edid persons 4r organizatisns only the persanal inlgrmafion about me that ks deented necessany for the purposes of my file?c)
when necessary, request an Inguiry raport about me, 2and also use the personal information it may have about me In existing fles that are ndw tinsed:

Provided that | have filled out the appropriate boxes, | authorize Dasjarding Insuranca to emall. ma af the address providéd in saciion A of this form and | give
mmmmmmmﬂm”wmmﬂqmwmmmm

I zuthorize Desjardins Insu insurancs mmhuhrmimpmiphmmduﬁwmhnmmmow




Attending Physician Statement

(Please take full package to your physician)



O DESja l'dins [(GROUP INSURANCE - D ABIITY CLAIMS |

Insurance
Life » Health + Retirement

IMPORTANT NOTE TO CLAIMANT

in order to avoid any delays in the assessment of your claim, please have your physician complete the
appropriate [nitial Attending Physician’s Statement form:

- General Form no. 12018E01
- Musculo-skeletal Form no. 12019E01
- Psychiatric/psychological Form.no. 12020E01
- Cardiac Form no. 12021E01
= Cancer Form no. 12022E01

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

It is important that your physician fully complete the form that best corresponds to your medical
condition ta eénsure:your claim is procéssed promptly.

Short Term Disability: Return the complete form to Desjardins Financial Security Life Assurarice Company,
hereinafter Desjardins insurance; as soon as possible.

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

Online: desjardinslifeinsurance.co d

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

Fax: 416-926-0697 or1-844-409-6571

1250001 (2018-09) Desjardins insurance refers to Desjerdins Finandal Security Life AssUrance Company.
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B St T T b conts. ST m’:mmﬂmmm
O Desjardins INITIAL ATTENDING PHYSICIAN’S STATEMENT
Insurance ;
o T GENERAL FORM
© reasepam. € PART 110 be:completed by patient.

B PaRT 210 be completed by physician. (o] Awmmrwwmﬂammummmmm

PART 1 - Identification of patient R NN s L R .

Last namme-and first nasie (PLEASE PRINT) w«mwmm- Certificate or identifeation no. Date of bith
_“1023 Y RTLTR. Y
mmz Amenmphyﬂchn'smtmm : e R :

it Ts very helpful In facilitating 2 imely comprehensive informed Mﬂﬂh_ﬁ:hhnh iﬂiwﬂlﬂiﬁﬂ notes from the date of dissbllity and any consuitation.
reports for ourrEview. Hmmmw indicate reasons for mmﬂuwm

1. D:M{lnmmplnﬁumj - mmm DSEM-‘I'J code. -

11 Prmany A4 TR T8 g e AT aiaivieg, St R LT L - U

L2 X e o I ) LA » _!‘.A E
12 [ec2 DA De st eNT BweNa 1
. ,!-[Nmm'mm 1oy, *
13  Sybjective symptoms (ncluding . d A LA A WS
ok e

Date symptoms first appeared or accident happened:

Date patient’s conditinn first prevented them from working:
Has this patienit ever had same or similar condition?

if yes, plaaze specily diagnosls and dates of reatment:

EREBE &

24 Is condltion due to Injury or sickness arising out of patient's employments? Ove 2o

25 Have Worker's Compensation/CSST forms been complefedy e Do imesoe NC@W&%&\

nrmmummme.m o At o ol s
Sy v S0 m&mvnmnmmnmwt tmm
28 Curentheight: _ YUl Conn . Current wéign "Q..’( 3 welgitlosg/gain o dite:

%1  Duve of firstvisit for current conditon: 35 Dmddhdm
32  Dareof latest visit: 2.6 Date of out-patient treatment:

33 Ffmwo! 3.7 ‘Name of hospital:
_sg;&sskw%

34 Dsteofinpatentadmission: 203 OF Qg

Nature of reatment

41 mmtdmhmmmm&mm&m)ﬂﬂmwm_

s lackigdotes):( X A
C wmmmwmmm m G+
£33 ([ o cilea— N

43 Other o
[richuding frequency): .
4

&

44 1spadient following recommendad treatment program?  Bl{fes _ [INo (please elaboratel:
12018£071 (2018-09) Desjarding Insurance rafers 1 Desjardins Fnancal Security Lite AsSurance Company. Page 1de2




5.._'Progress e o R

51 Haspatienc,  [lRecovered  [mproved CINoti mea : I
S2  Currertstatus: amm Cltouse confined qmg'&ﬁneq qmmprmmﬁma *nc.\-o\s.sb\nr?w\jE\'

6. Restéictionsand Omitations :
HGURSAT ONE TIME TOTAL HOURS DURING THE DAY

<1 <12 <24 46 68 | <1 <12 <34 45 6B
61 Stand CINo restriction 0 oo | O 8 0 0O 0O

62 wslk O no restriction g a O 0 0O o 0O o
63 Walkonunevensirfaces [ves  CINe [m] O 0O J D O 8 o
64 St DN restriction W O 0 OO0l 0 O o o o
&5 orve T DNereman kT TEYT N N W = e I O = O = N N =
6.6 This patient can lift/carry a maximum of: kes 0 5 9 14 18 |© 22 27 32 36 alr
fhs 0 (= )10 20 30 40 50 63 70 80 90+
6.7 [JNo restriction o] Repetitively: how much? g 0 O 0 0 O O O 0O 0
_Broceasionally: how much? [u] 0 b oo o o o0 g

6.8 Plexseindicate Inthe space provided If this patlentis able to perform the follmng actions: Frequently:{F}, Ccca Iy (O}, 0 Not at-all (N]:

Drive: N Bend: O Squat; N Kneel: A_J Clmb: N/ Reach{above shouiders): 3 Reach {bdowshau!derl "

7- Psychfa‘lricll!r':’e’s's-_(if_a_ppl‘mh[e}_

7.1 History: . i

7.2 Precipitating chronological dvents: _ eondng A Newed, o @ Gludn
7.3 Workissue related to this illness: (J‘LC WC LK aj')«i" A

7.4  Pre-morbid personality: \

7.5 Changes in ADL habits:
7.6 Familial risk factors:

7.7 Progress with Treatment plan: -
7.8 Are patient’s symptoms.refatedto drug or alcohol.abuse? [ves [Ona
If yes, ispatient enrolied In z-substance abuse progtam? Cves [Owno 1f yes, state facility:

7.5 Has your patient ever been enralied i a substance abuse pmm'am? Oves [No HWyes, statewhen: = TR

8. Retum towork plans’.

Prognaosis-for improvement or recovery:

81

82 Expected date patjent will retusn to their own occupation: 1

83 If unknown, pleaseindicate the next follow up date: a2 Lo B

84 Ifyour patient is.unable to raturn to their own occupation, please specify when and under what circumstances. they cauld return to modified disttes or.
gradual return to work:

85 Havereturn 10 work time fines been discussed with the patient? Oves [no
8.5 Please elaboratean'time frames and patient’s response:

9.. Rehab’ilk?ﬁon

9.1. Ispatient 2 suitable mdldazww-m tatiog sarvices? (L imonary peogram, speech therapy, etc): wes CIns
Ifyes, pleasespacify; L [\ - £ -

$.2 s padent a suitable candidate for vocation rehabllitation? [Jves [INo Ifyes, plaase specify:

10. Comments:

11, !demiﬁcaﬁon af phvsldan
Prov Postal code

11 Las:mmeanu;;’r.muwmm% MM
QA AN .

318 Telephone nox . _ Faxno.l é_(-( ) 738 - g R {87
. _ Date; e 270

mggl&@g[%m wﬁ Tl

Signature of physiclan:

Page2de2



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

QO Desjardins

Insurance
Life » Hezlth- Retirement

A

By mail: By fax:

PO Box 1203 STN A c 1-844-400-8571 (toll free)

Toronto ON MS5W 1G6 416-926-0697

Sand original forms and keep coples Keap original forms for your reconds.
for your reconds.

| GROUP INSURANCE - DISABILITY CLAIMS |

DISABILITY OR WAIVER OF PREMIUM CLAIM
EMPLOYER STATEMENT

LRIV RIS oF.RE[o1'IN We are unable to assess this claim unless all quastions are answered completetly.

EMPLOYEE Last name and first name Certificate or identification no. Social insurance no.*
Ratte, Amanda 540-204-864
Address of employee - No., strest, apt. City Province Postal code
15-4133 Hwy 101 West Timmins ON |  ParoOE?
Telephoneno.: | 705 ) 4 6 5 = 6 2 2 2 E-mail address: aratte@nanlegal.on.ca
POLICYHOLDER OR EMPLOYER Name Policy or group or contract no. Division no.

CINUP 641028

Address of policyholder or employer - No,, street, suite City Province Postal code
Telephone no.: | ) - Faxno.: |

YYYY [riv] oD
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.
CRRSALGEUR LG LU LP LB | all other cases, ptease provide the appropriate tax forms.
1 Cument salary Amount 2 Salary effective date g +Job status
el S vy MM oD =
DWaekly I:] Monthly Every two weeks I $ 2,143.40 2021-04-268 m Full time l:l Part time
4 Indicate days In normal work week Hours worked § Type of schedule g Premium paid by
[ sun @A mon W Tue [ wep | perwaek - _
& THU FRI [ sar 35.00 D Variable MRolaﬂng MEmponer D Employae |:| Both
X ed
7. Datm emplom’nent on 8 Occupation 9 Datav'?vsvt work?g‘ o No. of hours work
2021-04-268 Indigenous Bail Verification Worker 2023-07-0 3| 7.00
YeYY MM DD

DYes MNO

(14| Is disability due to an accident? If "Yes®, date of accident:

1 :IJ Did or will the employee receive any income during the disability period? [:l Yeos
(Type: holiday pay, maternity, disability, El benefits, salary, lump sum, other)

Type:

|Z]No

It "Yes", indicate below:

Amount: $ Period:

(12 If the smployes is pregnant, has an application for a praventive withdrawal been, or will it be, submitted to the CNESST (Québec only)? |:| Yes m No

13 Has a claim been filed with a government agency?

DYes |ZINO

It “Yeos", indicate below:

[ cnessT/wes/wsiB/wHsce [ cPr/app [ SAAQ (Quabec only)
I:l Other, specify: o — =
Date Filed: Decislon Rendered: Amount: $
YYYY MM Do
{14) Has the employee returnedto work? [ |Yes [¥]No It “Yes*, on what date?
MM oD
15 Is this person still in your employ? |Z|Yas D No - Termination date: Reason:

DYes MNO

(16| Was this person given a record of employment?

(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?
IZI Ne DYes - Please specify:

18 Is your employee eligible for an exemption under the Indian Act (R.S.C, {1985), ¢.1-5)?
If so, please Indicate the percentage of employment income that is not taxable;

DYss IZ] No
%

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

Desjardins Insurance refers to Desjardins Financial Security Life Assurance Company.



Lo b 1N e S S S VY el SR BN Please attach a brief job description It avallable.

|1, What are the main duties of the employee's job and how much time is allocated to each one weskly?
Duties Bail Intake and court attendance | 35 % putles Administrative Duties - file and database 1 15 %

Dutles Supervision and follow up with clisnts | 25 % Duties Outreach 25 o

For questions 2 and 3, FREQUENCY is defined as followsa:
QCCASIONALLY: 0-15 % of the times EREQUENTLY: 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: 0O F A FREQUENCY: O F A FREQUENCY: O F A
D Outside agang D In a damp or humid environment oo |:| Above or below ground level ooo
|:| In extremes of cold or heat (1 (1 [J |:| Toxic fume aod |:| Handling chemicals oono
Does the job involve other hazards? DYss m No i "Yes", please list:
|3 Check the itams below that relate to the employse's job, and complete the information requested.

FREQUENCY: O F A FREQUENCY: O F A FREQUENCY: © F A
[¥] standing ¥l OO [ Bending over M L] Extending/reaching above head oo
¥ walking Vo 3 Knesling D |:| [ Climbing oo
[ siting ggd Ocrwhing OO0 [ stairs (No.ofsteps _______ ) ogog
[J Kesping one'sbalance (1 [0 [ O Crawling O0n0 [JLadders (Height ) aond
DESCRIBE ACTIVITY AND SPECIFY FREQUENCY AND WEIGHT: FREQUENCY: O F A | WEIGHT:

D Pushing oo Ow Oxe
E] Pulling Oo0Oono O Ckg
m Lifing/carrying paper files m o0 5 MLb DKg

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

Type of equipment I Times per day

Type of equipment ! Times per day

4| Does the employes work in an extramely noisy environment, have to work at a fast pace, do repetitive movements or have short deadlines? I:lYes M No

if "Yes", please specify:

& Does the employee's job require dexterity? MYes [:j No

It "Yes®, please specify: Need to write, type and use smart phone

D - ADDITIONAL INFORMATION

SIGNATURE OF THE AUTHORIZED PERSON

Shwaetz, Colette HR Manager
Last name and first name of the authorized parson {IN BLOCK LETTERS) Position

cshwetz@nanlegal.on.ca

E-mail address

CL% Y25

Date

Slgnature




