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To: Wpod- =Y/,

Fax: 861‘13\1'— 2— %'3 E:h S“" <

From: “Se+¢ "EchefT AL G “rpf
RE:.  Torm \o Bo C o0

Message:

e are transmitting the following j pages (including this cover letter).
If you do not receive all pages, please call us as soon as passible.

Telephone: { 800 465 5581 Fax: 807 622 3024

Contac: &0 X ‘}576 “1o "7L¢.(

THE INFGRMATION CONTAINED IN THE TELECOPY IS INTENTED FOR THE USE
OF THE RECIPIENT ABOVE. The telecopy may contain privileged, confidential, or
undisclased Information. If the reader of this telecopy is not the Intanded reciplent, you
are hereby notified that you have recelved this telecopy In erar, and that any review,
dissemination, distdbution or capying of it is strictly prohibited. if yau have recelved this

in error, please notily us immediately by telephone and retum the original transmittal to
us by mail. Thank you for you cooperation.
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THE

Great-West Life Short Term Disability Income Benefits

AZSUTANSE % LaMFANY
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This guide contains the forms you need to apply for disability benefits and some Important information about the
¢laim process.

These forms should be submitted within ten days of the onset of your disability, Yaur notice form, and any othet
comrespondence you may wish to provide about your claim, should be submitted to the Great-Wast Life disability
management services office assigned to assass your claim. Should you wish to submit your notice form directly o
Great-West Life, please contact your employer for the apprapriate malling address.

1. Emplo;;ee"s Statement

The Employee's Statement asks general information about you, your job and the nature of your disability for the
purpose of assessing your claim. Please complete ali questions on this form and be sure 1o include your Group
Plan Number,

2. Authorization Reguest

Wa neet] your permission to obtain Information that will help us assess your claim. By signing this authorization
request, you give Great-West Life permission to obtain thig infarmation from your doctar, your employer, other
insurers and hospitals where you received ireatmenl.

8. Aftending Physician‘s Report

Ask your doctor to complate this form. it requests general infarmation about your condition.
WHAT YOU SHOULD KNOW ABOUT THE CLAIM PROCESS
Employet's Statement

Before we can assess your ¢laim, we need a statement from your employer eonfitming the date your insurance
toverage began, your job duties and earnings. We have asked your employer to supply this information
directly to us.

Claim Assessment

We will assess your claim as socon as we racalve thase complated forms from you, your doctor and your
employer. ’

We will noftly you promptly if you are eligible for disability bensefits and explain any limitations that may apply.
Medical Information

You are rasponsible for providing medical proof that you are entilled to receive disabllity benefits. This
Information must be supplied by your doclar(s) who may charge a fee for preparing It. If they do, you are
rasponsible for paying for it, When Great-West Life requests infarmation directly from your doctor, wa will offet
1o pay a correspondence fee for it.

Medical Coordination/Vocational Hehabilitation

& Madical Coordinator ar Vocational Rehabilitation Consullant may contact you during the course of your
disabiilty 10 help you develop a return-to-work plan.

54512114
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Great-West Life Short Term Disability Income Benefits
ABRURANCE Gt COMPANY Employee’s Statement
NOTICE OF CLAIM

Note: [f you have Guaranteed Standard Issue Program coverage with Great-Wast Life, this form will be used as
natiee of claim for that coverage as wall.

Identification
1. e, | iMs. Ows,
Your Name: First Dcm Initial Last $ tn A G’ 7'9

Address:  Street& Number __ 25~ £/ M/ l{er Crtes X

PO Box 1S3

Clty_Sroux Loo Province (A Postal Code (74
Telephone: Home {_¥77 ) Work{ §07) 737. S 2o f

Cal (X7 ) 13%, Y3873

2. Your GWL Employee Identification Numbar

Your [dentification number must be completed. [f unknown, please check with your employer.

3. Social Insurance Number __ /34 6 36 o @

Ityour employer pays for alf or any part of your disabillty benefits coverage, any benefits payable may be subject
ta Income tax, If this applies 1o you, please provide your Social Insurance Number for income tex reporting
purpases. Your Social Insurance Number may also be used as an identification number where required in the
administration of benefits.

4. Dateoibinh: Year /4$(  Month_ (94 Day 20

Employer Information
1. Your Employer's Name: ’]\/: shawhbe - Ak, [ecal Ser

Address:  Street & Number & g; 5 (%éa[@“j 57
City 77\-%64*!_ ga—t-y Provinge G S Postal Code E Z g 2.U3

7
Telephone Number: (507 ) __é 22 1413

2. Group Plan Number
Flan number must be completed. If unknown, please check wilh your employer.
Glaim Information

1. What is the nature of your conditien? _4,_«-42_@_;&1}/

2. i disabllity is due to an accident, give date accldent occurred: Year Month Day
Where and how did it ocour?
Was the accident work-refated? [ Yes ZTNo

3. From what date has your dlsability continuously prevented you from performing your regular work?
Year Month Day

-

4. Have you perfarmed any other work since that date? 1 Yos_ETNo
it yes, describe
5. Are you able to do any other work? [ Yes_ETNo
If yas. describe

6. Please provide the name(s) and telephone numbar(s) of your atiending phﬁgiﬁnf?&
i

VW Mike Kivleeo . MMM‘;Z‘M

7. 7372, 3530

WEAS- 12114
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Financial
1. Have you applied for, or are you receiving the following:
I have Applied | am Receiving
Yes No Yes No Amount

Canada Ponsion Plan/Guebec Pension Plan Bensfits 1 ,Z’ 5 __ .
Workers' Compensation Board Benefits (or similar plan)
Employment Insurance Benelits

U
O
Automobile Insurance Benefits O
ad
O

oy,

Any other Disabilily Benefits
Employer Sponsored Retirement / Penslon Plan Income
Salf Employment Income ar any other Employment Income

Any ather Income |
For the duration of your ¢laim for bensfits, It Is your respansibiiity 1o notify Great-West Life of:

JococCc3a300

SN

'l
A
bal
a
a

=

$
$
5
$
$
$
$

« any wark periormed, whether or not you have received a waga or remuneration, or
- any employment income paid to you or any other persan or parly as a result of work performed by you.

2. Do you have Individual Disability, Creditor, Critica! liness, or Life Insurance Coverage with Great-West Life,
Caneda Life or London Life? [Yes Plan Number [JNo

{F YOU ARE RECEIVING ANY OF THE ABQVE, PLEASE SUPPLY COPIES OF THE INITIAL BENEFIT STATEMENTS.

DIREGT DEPOSIT AUTHORIZATION

Please complete this direct deposil autharization which allows your benefit payments lo be automatically
dapositad to yaur bank account, All benefit payments covered under ane plan number will be deposited into
the same bank accounl.

Enter the name of your financlal institution, your transit numbar, institution number, and your account number
in the spaces below. These numbers can be found on your passbook, bank statemnent, personal deposit slip or
chagque or by consulting your finanelg! institution.

OR

Attach & blank cheque with the banking information coded on it and marked *VOID” fa this form and fax or mail it
to your disability management sarvices office.

Your bank account number appears at the bottom of your cheque. This sample has been provided to assist you
In locating your bank account information.,

®300e uO1234eS5B7? . 1234, SBm 7

A e S E A e e Ay 1y .-..«.-.l_...--\.m- et ypids bt ey et 4 _l

TRANSITA (HSTITUTIOH? ACCOUNTS
TRANSIT NO. INSTITUTION NO. ACCOUNT NO.
{5 dighs) (3 digits) (12 digita)

_____ k255 36

NAME OF BANK, TRUST €O, CREDIT UNION, ETC.
et 20/c5 #me/
DATE - SIANATURE OF EMPLOYEE v

Msd24-10114 @Tha Groot-West Lita Assuranes Company, All tights reserved, Any madilcation of thiz
gacument withol! the axprasa wittien conaant of Great-Wast Lita is sinctly prohibied.
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Great-West Life Application for Disability Income Benefits
AxRURANGE (e FOMEANY Employee’s Authorization Request

Protacting Your Personal Information

At Tho Great-West Life Assurance Company, we recognize and respect lhe Importanca of privacy. Personal information
about you is kept in & conlidential flle at the offices of Graat-West Life or Iho offices of an organization autharized by
Great-Wast Life. This information sbout you may include medica! and psychiatrie Informatlon, Great-Wast Life may use
service providers focated within or outside Canada. We limit access lo personal information In your fila lo Graat-Wast Life
stalf or persons autharized by Graat-West Life who roquire it to perform thelr duties, 1o persons to whom you have granted
access, and to parsons authotized by law. Your personal information may be subject to disclosure to those authorized
undar applicable law within or eutside Canada. We use iha persanal infarmation to investigale and agsese your claim{s), to
administor covorago thet you may have with Great-West Life and to administer the group banefits plan. For a copy of aur
Privacy Guidelines, o if you have queations about our personal information policios and praclices (including with respect to
serviee providers), write to Great-West Lifa's Chisf Compliance Officor or refer to www greatwesilife.com,

1 have read and understand and agres with the conlents of the saction entitled *Protacting Your Personal Information™ an Ihis form,

| authorize:

<  QGreat-Wesl Life, any healihcare or sehabilitation provider, my plan administrator, any insurance or rcinsurance company,
administrators of gavarnmsnt benefits or cther bonefits programs, any persan having lnowledge of ma or my health, ather
organizations, or somvico providers warking with Great-West Life or the above to exchange my personal [nformation, when
relevant and necessary for the purposes of nvestigating and assessing my claim{s), administoring covorago that { may have
with Greal-West Life and administering the group benefils plan. This may include perfarming indoperidant assessments;

+  {3real-Wesl Life to axchange my parsonal infermation with my employar, plan sponsayr, or plan adminiatratar when relevant
for the purposas of discussing rehabilllation and return-to-work planning;

+  Great-Wast Lils to disciose porsonal information about my claim(s) to an suditor authorized by my employer, plan sponsar,
or tholr agont, or by Great-West Life for the pupose of auditing the assessmont of claims;

+ Greal-Wast Life to use my Social Insurance Number for incarme tax reporting purposes and as an idenfiflcation numbar
whete required in the adminiatration of benefits,

I acknowiedge that the personal informatien is needed to investigate and assess my claim(s), to adminisler covoragel(s)
that | may have wilh Great-Wast Lile and to administer the group benefits plan. | acknowledge that my consent enables
Graat-West Lie to process my clalm{s} and that rofusing o consent may result [n delay or denial of my claim{s).

This consent may be revoked by me at any time: by sendlng a written instruction,

Exeapt for audit purposes, ihe authorizations shall remaln valid for the duration of my claim for benelits or until atherwise
rovoked by ime.

| confirm that a photacapy or alectronle copy of this authorization shall bo as valid as the original.

1 declare that tha statements provided In this Statement and any slatements provided in gny personal or telephone interview
concering my clalm{s) for disabifty benefits are o and complato. | agree that &lt such statements form the basis for any

benafit approved.
Group Plan Number GWI. Employon Idanilfication Numbar
! r vt AJa
Print Employee Name Employec Signature 4

et 30/ 5 97 738 4373

Date Telephone Number

1t youwould like Great-West Life to emali you, please Bl in your emal! address belaw, By giving us your email addross, you aro
allowing Great-West Life to eommunicate with you at this addrass, and acknowlodge that the securlty of emall communication

cannol be guarantead,
2{'& (8 AG ) e_naﬂ/eju,fou =3
Email Address 4
M5 14 ©Tha Gren-West Lifa Assurance Campany. Al righls rédecied, Any modication 2l hix

domument withaut tho oanress wiillen conscal of Graal-Wes! Lt |5 sinctly prohlsied.
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i e e related io the complation ef this farm. ARRURANGE (Jmmg COMPANY

Attending Physician’s Statement - Short Term Disability Claim/Early Referral Services

Pian Member/Employee Information and Consent: TO BE COMPLETED BY THE PATIENT

Fian McmnorlEgg!oycc Name [Lasl, Frsl, Middie laitial} = Home Phone # {1 Arza Gode) Coll Phono # (+ Aron Codo)
Nein. Sacnncwnrz 2 0 Femao |§07.737. 357 2 |¥07.7135. 94372

Address (Stoaf, City, Provines, Poslal Codel £

20 . Box 152 Swrox logtaid, ot BT IS
Employar's Nama Group Plan Number GWL Employee Idaniitisalinn. Numbor
NMeshn - A '
Halght 5—-!7 Weight ] 7 é Dalp of Blrth (deimmivyyy) s: f" 20 / 5"5
Last Date Warked Date Retumed 1o Work or Expectad Return to Werk Date
(ddimmiyyyy) (dermmiyyyy) :

1 authotize my healihcare or rehabiklation providar to disclose my persenal information, including my modical and heakth information and including
ecanauitatlen ropons, 1o Great-West Life for the purpose of imvastigaling and assessing my claim(s), administering coveraga(s) that 1. may have wih
Great-West Life snd administadng iho group bonolits plan.

| Bcknowigdge that tho parsenal Informatlon Is noeded by Great-West Ule for the purpases statod above, | acknowledge that my consen! enablan
Grear-West Lile to process my slaim{s) and rafusing to consent may result in delay or denial 8l my clalmis).

This consent may be revoked by me at any tima by sending a written instrugion.

{ thar a ppslacopy or electranis copy of this autharlzation shall be s valid as the original,
AR ALD W s8¢ / 7N
Plan Mcmbor/Employee Signature (&4 Dale of Consent (dé/mmfyyy)

Attending Physlcian's Statement: TO BE COMPLETED BY THE DOCTOR i

|@ » i your patient has returned to work or [s expacted o retum to wark within 4 weeks of the Last Dale Worked, complots

Bage 1 gnly and sign the end of the form,
 Forabssnces expoctod to bo groater than 4 weeks, please complete Brgee 1 and 2.0 full,

;f, , PLEASE COMPLETER0 THE BEST OF YOUR KNOWLEDGE .
Primary Blagnosis: (L7 5 [ NSO

Secondary andlor Complications! /yfﬁﬂ ﬂﬁ?ﬂfﬂfm

If Childlirih - Exgociad or Aetual Dallvary Data (ddimmiyyyy) vaginal O C-Scetlan 1
Occupational lnessfinjury  Yes [ Ng}h Auto Accidemt Yes [l Nu)x_l

1fyes, dato of ovent: (ddfmmiyyyy) if yes, date of event: [ddmmiyyyy)

Data of first vislt 1o you partaining to this condition; First dato of work absence duge ta condition:
(edmmayyyy) {demmayyyy}

Hosphtalization Isfwas patient hospitalized T or nad day surgery [

Dale of gdmillancs (d/mmeyywy): Date of distharge (de/mmayyyy: Institution Namo:

If surgory was potformed ploase provide date end description of surgsry:
Dalo {dammiyyyy)i A/ Dascription:

Treatmant {dug, d?gc. physlotherapy, other);
S

L0 Tl AP
Qo

!

Prognogia Pleasa pravida the pragnosis far rocavary.

A . F il
Lo [rofroll) v /Utfﬂﬁé’?

1a5asa. (2f14 v
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GQOE Grgat-\ﬁest Life
EG@BQ ASTURANCE ﬁ coMPANY

Continuation of Attending Physician's Statement for Absences that may be Greater than 4 Weeks

Has tho patient been trealced for this same or similar condition Intha past?  Yes O NoK)

It yes, dale {demmiyyy): Traatment Frovidar:
Ploase describe the pajént’s sympioms including hisaty, savorlty. and frequencys
e i GoRont.
i

Fraguency of Vislts: Jweeidy COmonthly I Giher

Plaase attach coples of all relevom: .
* s tostresulteinvestigations {If test results org not attached, we will Interprat this as tasts were not perfarmasd]
» consubation reports t

1

If consultation report ia not ateched, plaase Indlcate If the patient has or will be seen by a spoctallst for this condltien.

Nama of Specialist: Speclally: Date of Visil:

Bascd on your clinical findings and observalions, please descibo tho patient's cutrent cognitive and/or physical functional abilites.

4 4.
g e &7

Plagse lis! any complicatlans and additional conditions impacting your palionl’s loval of functlon or the expected recovery petiod.

)

7

15 tha patlons following the recommended trealment program? voe O o

Prognosia Flease provida the pragnass for rocovery: (if ot completed on page 1)

A n, A 7
LN IO ot ) Jaght

Notice to Physician:

Tha informatlon In this statoment will be kept in a lifa, health, or disablity benaflis file with the insurer or plan goministrator and mighl ba accesslblc
by the patisnt or third partias Yo whom access hos been grented or thasa autherizad by law. By providing the information { congent to such unaditad
release of any intormation contained horaln, .

ing Physiflan (please print) Corfifiod Special Physlclan's Stam,
L:ZE?{/S;@'I pP lp Postal ) ﬁlm{;p /}’W/[IN) |
T A R Y

/{‘eluphonu # (+ Areg Cads)

LTl

% w Date Signed (dd/mmiyyyy)

ME45L 1214 ©The Greal-Waost Lila Assurance Compary, All rights reaerved. Any modilicanen of this
documont without [ho express wiitten consent of Great-Wess Lida s kinctly prohkilod,

Fax # {+ Area Code)




