Direction and Authorization Form




DIRECTION AND AUTHORIZATION TO RELEASE PERSONAL INFORMATION

FROM Che gl Socacae D C
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
IncJCINUP) 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. 1 also authorize the Company (Desjardins
Financial) to send to the policyholder, copies of correspondence the Company receives
from me conceming my claim as well as any medical information received from external
sources.

Duration and Revocation

1 understand that

» Itis not a requirement of the Policy/Policies that 1 authorize the company to
disclose information to the Policyholder

e This authorization will remain valid for as long as 1 am claiming benefits or
service from the Company: and,

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

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

CW ;é/f/w KQL‘,&? 29 03y

Signature of Claimant Date




Employee Statement




E" Subﬂﬁll online: * By mail:
AP RNCE Lo pan M PO D 12035TN A c& IM?HNM)

C&Wﬂhmmlﬂhmmmmwu Toronto ON MSW 100 215-926-0097
Keep ongnal lorms lor your reconds. Send ongpnil i and keep copies Keep ongenal lorma & your records
ot your recorde

Contactus: 7-800-263-1810 (1o¥ free) or 415-025-2080

O Desjardins

Insurance

[Creaw wesumarce - csamnity crats |

DISABILITY OR WAIVER OF PREMIUM CLAIM
_____ EMPLOYEE STATEMENT

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

CRilas iz letiala I8 We are unable to assess this clsim unless all questions are d phetely

Last name and lirst nama of employen . i Sex Da"’ o iy =
SUC\C\Q“\\«\\c C eyl | O oF | \So_ e o}
Address - No., strbet \bpl Prowince
¥ 0% Qw{cdero\\m Ociwe T\mnder Loy o Q £ E \N‘;
Polcy or group or contract no Cortticat of xienthcabon no Soal rsurance ra |
541028 _ =W 193 Gy

Telephone no. (mandstory): ( '?(5], 3Sq - O3 W?WMWWWMWMM“ E—

2
E-mail address :

Y Your social nsurance number 1S necessary only il your disability clawms are laxable Please conlac! your employer 1o ootam thes snlormaltion
? Please provide this information only i you authorize Desjarding Insurance 10 email you.

1 Traming:
temtotedvaaror Mo dders v Seciel TNashice
Work expenence R-{- e S
il n

Spoken language Bf:qhsh OFrench Wrttenlanguage [FEngisn  [JFrench
2 ls disabibly due 1o an accident?  If "Yes®, dale ol accident: Tung Type ol accdent
™YY (13 oo
Oam
O Yes E/No | oru | [ worn-reiatec [ Motor vehcie O omer

indicate dslails (where, how):

3 Did you receive prior Ireatment for the ifiness or injury causing the disabbty?  [Yes 3
It “Yes™. gve parboulars including name, address and lelephone numbesr of all loaling physicians and speciahsts

4 Name, address and lslephono number of physicians and sp who have you duting ine disabiity

PLEASE COMPLETE THE BACK OF THE FORM.

05320E01 {2018-11) Desjarding Insurance refers 1o Deyarding Financal Secunity Lite Assurance Company




B - GENERAL INFORMATION (CONTINUED)

§ ! you have any accidont or sickness coverage Through & Union. socsoly, Credior, mor aulo ot other .\u-;u;u-on e another ermployar
under an indmdual pobcy. grve the foliowing particulars . o e

Kame of insures Poiicy no Cortificate mo. Siart date of benefits Enddnteclbenefils  Benefil amount Weekty/Monthly
' $ Ow Ou
N Ow O

Comments e -

C - DIRECT DEPOSIT ENROLMENT R TSTYIRTITL E s re heq rked “VOID",

| hereby authorze Desjardns Insurance to deposit my benelit payment ihvough the DIRECT DEPOSIT system ito account at the financial istitubon
naicated below

Name of financial institution Inslilution no. Transibranch no Account no.
T &l B © = U Q6L (S 6
Address - No., sireet, suite Cay Province Postal code

AAS Al Streer Wew T\r\\n-\er Qﬁ";& Ut PIE_ SRS
Any credt entered ;m my account in accordance wath this authorzakon will be wentified with a CT DEPOSIT transacton code and | acknowipdge that
the credi! in queston shall constitule an amount pad in accordance vath thes authonization

This authonzation will be eflectve on ‘S\J\\! C}«Q‘ eyl The authonzakon will termenale ‘olioweng a 10-day
whitlen nolice by either Desjardins Insurance of me.

Signature of employee: C]}m( W; Date: /_}b&? & T ;Cn?‘-f

D - PERSONAL INFORMATION MANAGEMENT

Desjardins Insurance handles the personal information it has on you in a confidential mannet. Desjardins Insurance keeps us mformation on e so that you
may benelit from group insurance serwces ollered by the Company. Ties mlormabion 1s consulted solely by Desiardns Insurance employees who need 10
do so i the course of their work. Desjardins | may il ¥ d p wal ink for | and nformaonal purposes. Desjardins
lnsmancamyalsomtempmmnbmslnmemmmmwmmmmwwiu:m.\humm
have information correcied if you demonstrale thal il 1s inaccurale. incomplele, amiiguous or not uselul To do S0 you mus! send a wrillen request 1 he
louowmgaddresrFrmcyOﬁ’uf.mlmc.m.mmmmmmvaMmmmumm
1o ofler its chents an insurance producl lolicwing the lermination of their group nsurance. Il you do not wish 10 receve Ihese oflers. you may have your name
temoved from the bst. To do 50, you must send 2 wnlten reguesl 1o the Prvacy Ollicer al Desjardns Insurance.

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

To be completed for each claim.
| hersby certily 1hal the above answers are lull and tue 1 authonze Desjardins Insurance siictly for the purposes of determenng my msurability, managng my
{de ang setkng my claims 1o |a) collect rom any person of lagal enity. or from any public or parapubkc organizabon. only the n dearned T Sary

1o managa my hle. The non-exhaustive kst of sources rom which informaton may bz collecied inchudes healihcare prolessionals or laciibes. the MIB (lormerty
xnown as Medical Information Bureau). insurance comparnes. personal nlormabon oficers or imvestigation agancias. the polcyholder, my amployer or tormer
employers () communcato o the smd persons or organizakions only the personal information aboul! me That 1s deemed necessary for ING purpeses o my Me (c)
whin NECESSary request an nguiry report aboul me, and also usa the personal miormation it may have aboul me in existing files that are now closea.

Prowded that | have tiled oul the appropnale boxes, | authonze Desjarchins Inswance 1o emad me al the address provided in seckion A of this form and | give
Desjardins Insurance p 10 leave I aboul my disabiiry clasm al the phone number provided on ttes lorm

1 authorize Desjarding Insurance 1o use of COMMUNICats my social insurance nsmber lor tax purposes. A photocopy of Ihis authorization rs as val a4 the ongnal

Signature of employee: Cqu/ L«s_aA Date: /)«l:; 29 263U

VERY IMPORTANT
Plemmm-mmmmmmammmwwmmwmmmmmmm
Desjardins Insurance - Disability Claims.




e

Submit onine. wh  Dymai By tar
LN o av‘ POBos 1201 STR A c 1-B45-409-657) [toll Mes)

Complete and save the lorm on your ramputer Bt Toronto DAL MSW 1G4 216-926-0697
Aeep ongnal forms lor your recordy Send onginal forms and keep copres hor Reep onginal fosms for your records
your recovit §
. - ’
O Desjardins INITIAL ATTENDING PHYSICIAN’S STATEMENT
Insurance GENERAL FORM
Life » Health « Retirernent
Q ruasvaine © 78T 110 be compieted by panent i
o PART 2 0 be completed by physician ‘ Any charge lor completion of this form s Ihe patient's responsdality
PART 1 - Identification of patient
Las? name ane hrt agme (PLEASE PRINT) 1F'.l‘.. W roap o8 contract ne et 4tr of vientihcahon no | Date of tert?
| |
641028

PART 2 - Attending physician’s statement
1t is wery helpful in taciltating 2 Bimely > sive il d dh mmmwummmmaudmmmm
reports for owr review. Please include or ind ng the req d i

1. Diagnosis (including compli 2’-("7"*' DSM-N code. F,

1.1 Prrrary Iben '!(“ Y #“/ /)’f‘ S =

1.2 Secondary

13 Subjectve wmumltwrxmrﬂv. 1rmncv Z>) ‘ t-£ LA ﬂuﬂ#ﬁl{_&_{;" -

YSerned fenle Mrc- s SSu
1.4 Findings lpkne enciose a copy of ulrml x-rays, FXGs, Iahnnlnrrdua. blood pressure and any other relevant chnal hadings)
/ P

15 Degree of seventyof all symptoms:  Omid DOwmoderste S DOwith prychotic etements

2. History )

2.1 Date symptoms Arst appeared or acCident happened: f !

2.2 Date panent’s conditon hrst prevented them Irom working: b \"f a ¢ 3

2.3 Mas this patent ever had same or uimilar congition? Oves Ounknown

if yes, please specity dagnosis and dates of reatment:
Py

2.4 1y condihion due o injury o sickness ansng out of panent’s employments? Oves gﬁﬁumw

2.5 Have Worker's Compensahion/CSST lorms been completed? Oves Dunxnown

2.6 If pahentis pregnant, pve EDC: P

2.7 Names and speciaines of orher treating, phy

2.8 Current hesght { /j rent wenght Weght toss/gain 1o date

3. Treatmentdates ’E

3.1  Date of hestwisi for curvent condihon. 35 Date ol tischarge . ~1 (‘" j‘ D A /

3.2 Dateol latest wsil: L4 Lf!—& Date of out patent trealment a /

3.3 Frequencyof v,  DWeekly o-)'lv 37 Name of hospial

D) other [specity) iﬂ O n a-’J‘;“(Q‘;‘a\wﬁﬂ'l 2

34 Date of in-patient admission /

4. Nature of treatment

4.1 Medicahons (dose, lrequency, date prescnbed)

4.2 Surgenes{inciutingdates)

4.3  Other{includng frequenty) MMK % ""16 C

4.4 s panent loliowang recommended treatment program? Dkn |please elaborate) }__l‘/ 4(;" La ol, (] w

12018401 (2018-09)

Desparding lnsurance elers 1o Desjerding ill"dnllul Secanty Life A\'.\.v.if'-'«.t Cbl‘m Page 10e 2




5. Progress

S1  Mas pabent O Recpwefed Oimproved DOnat improved O Retrogreasnd
5.2 Current statn datory  [JHouse conhned  [JBed conhnea I Hauputatl contined

6. Restrictions and limitations

HOURS AT ONT TIML TOTAL HOURS DURING THE DAY

[[«1 «12 <24 a6 68 <) <121 <14 46 6B

61 suno @i 'e~ 0o O O 0|l 0 0 0 0 O
62 wWah [Tho restriction/ =] § e T s i o o ] 0 a (W]
63 wanonunevenswriaes Dypd  Bfis =] [m] @] o | O 8] 0 =] 8]
62 51 L‘Jr@luimhom s ] ] ] O O 0 0 O 8]
65 Drve Ero restriction ] O O 0 ] 8] (o] 0 O B
6.6  This papent can Mi/carry » manamum of ™ 0 5 5 14 18 FE] 27 32 6 41
sy 0 10 m 0 40 | w60 7080 90+

67 EINo restrcion O Repetitnely: how much? o R 1o TN (R O = i = T = O - O = Y

Doccavonally how much? o R ] i i o [ oI o = T =

6.8 Please indaate i the space proveded il ths pahent i able 10 perlorm IM ldhmog amnm nm.-mmn rxuwnm or Mot 31 il (N]
Dreve Bend Squat Kneel Chumby Reach |above shouldery) Reach [Deiow shoulder)

7. Psychiatric iliness {if applicable)

~
71 msoy 4[#‘ ﬂr’ e /‘ ;(. 4
7.2 Precpitanng che el events: \.A.-"(A 9 l’!’ 9')

7.3 Work ssue related to ths diness ~

7.4 Pre-morted per 4 A
: o
7.5 Changes ;n ADL habirs. 7

7.6 Famkal nsk factors

7.7 Progress with treatment plan.
7.8 Are pavent's symptoms related fo drug of alcohol sbuse? [J¥es Qs
It yes. 5 patient enrolled m 3 substance abuse program?  [Jves Bﬂb’/g‘!?ﬂ!"“v:

7.9 Has your panent ever been enrolied in 3 substance abuse propram?®  [lves If yes, state when
8. Return to work plans

81 Prognoss for improvement of recovery: Gd_c

8.2 ELxpected date panent will return to thewr own occupation: M )' h{

83 il unknown, please indcate the next foliow up date:

8.4 1f yow panent 15 unable 10 return 10 Thesr Dwn occupanon, plelse specdy when MMM arcumstances they could refum 1o moddhed dunes o
Eradual retum to work. :

B.S Hawe raturn 1o work ime kines been discussed with the patent? D( DOne

86 Please elaborate on hme frames and panent’s response.

9. Rehabilitation

9.1 13 panent a suitable candidate for medical rehabil seraces? (Le. cardiopulmaondry program. speech therapy. i) Oves
W yes, please specy.

9.2 13 panent a switable candidate for votahon ? Oves Bl/ Hyes, please specily

10. Comments
11 there any othet IdOrIANON you Wwish L0 a0d That will pve us 3 better underSANANg Of yOUr PATIENT's CONKINON Of TTealment fegquirements?

/4\(/ z'[.c

11. |dentification of physician
11.1 Last name and first name (PLEASE PRINT)

L

ucense no
Dr.Marlo Nucci |
11.3 Aadress - No |, street, suste Algoma Placo Hoalth Certre Provnce Postal code
153 § Algoma ST. Thundar Bay, ON, P78 307
Ph, (807) 345-5020 Fax (B07) 2452760 .
11.4 Teiephone no | Praciboner 8 103595 )

Signature of physician: / \ Date: ‘:fa 6}/ 2% 2 /

Page 2 0e 2



” Submit online: * By mail: By fax:
‘ desjardinslifeinsurance.com/send M PO Box 1203 STN A c 1-844-409-6571 (toll free)
Complete and save the form on your computer first, il 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 INSURANGE - DISABILITY CLAIMS |

DISABILITY OR WAIVER OF PREMIUM CLAIM

O Desjardins

Insurance
Life - Health Retirement EMPLOYER STATEMENT
e S| g(er.Ri(e B8 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.*
Suggashie Cheryl 511-702-078
Address of employee - No., street, apt. City Province Postal code
733 Confederation Drive Thunder Bay, Ontario ON P7N 3N5
Telephone no.. ( 807 ) 355 <03 41 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 Province Postal code
Telephone no.: | ) - Faxno.: | ) =
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 Job status
Yyyy MM DD
El Weekly [:l Monthly |Z| Every two weeks l $ 2.508.57 2020-10-268 m Full time \:' Part time
4 Indicate days in normal work week Hours worked 5 Type of schedule g Premium paid by
[1sun ¥ mon o Tue ] wep | perweek
Bl THu A FRI [ sar 35.00 DVariab!e m Rotating @ Employer D Employee I:\ Both
v/ Date of emplokzment 8 Qccupation 9 Date last worked No. of hours worked
YYYy M DD Yy MM DD
2020-10-268 Publice Legal Education - Communications Lead 2024 -07-19 | 7.00
YYYY MM DD
10 Is disability due to an accident?  |_|Yes  [V/|No If "Yes", date of accident:
11 Did or will the employee receive any income during the disability period? IZl Yes D No If "Yes", indicate below:
(Type: holiday pay, maternity, disability, EI benefits, salary, lump sum, other)
Type: Sick Leave Amount: $ 1,254.29 Period: July 22 - July 26

12 If the employee is pregnant, has an application for a preventive withdrawal been, or will it be, submitted to the CNESST (Québec only)? D Yes [___l No

13 Has a claim been filed with a government agency? [ |Yes [V]No If “Yes", indicate below:

[] cnessT/wes/wsis/wHsce ] cpp/app [ ] sAAQ (Québec only)
I:] Other, specify:

YYYy MM DD
Date Filed: Decision Rendered: Amount: $
NYYY MM DD
14 Has the employee returned to work? |:| Yes m No If "Yes", on what date?
YYYY MM DD
15 Is this person still in your employ? [Z} Yes D No - Termination date: Reason:

16 Was this person given a record of employment? DYes [Z! 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?

[Z] No |:| Yes - Please specify:

18 Is your employee eligible for an exemption under the Indian Act (R.S.C. (1985), c. I-5)? [v] ves [ INo
If so, please indicate the percentage of employment income that is not taxable: 100.00 %

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

Desjardins Insurance refers to Desjardins Financial Security Life Assurance Company.



(e 2 S e VBT el 51 S 1ol IS 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 Carrying boxes, presentation equipment | 30 o Duties Administrative duties (emails, files. etc) | 30 <
Duties Traveling to communities | 20 o puties Resourcing Information and delivering presentations | 20 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
|Z| Qutside O IZI [ D In a damp or humid environment aoonO D Above or below ground level ood
m In extremes of cold or heat [] IZ] O ‘:] Toxic fume oo D Handling chemicals oo
Does the job involve other hazards? i:] Yes D 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
[] standing O WO [ Bending over [] | [ [ Extending/reaching above head oWMOd
[] walking O O ] Kneeling O O [] Climbing aogoad
[ sitting OO ] crouching [ & O [] Stairs (No.ofsteps ) HEEEN
| Keeping one's balance OOV ] Crawling OOogd [] Ladders (Height ) aodoad
DESCRIBE ACTIVITY AND SPECIFY FREQUENCY AND WEIGHT: FREQUENCY: O F A | WEIGHT:

m Pushing Boxes of presenation materials - pushing dolly OO 50 [ [Jkg

K
[] Puliing ooog O ke
m Lifting/carrying Lifting boxes of resources and brochures. Setting up tables. Assemly of Canopes and display O0OW| 100 MwOk

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

Type of equipment Computer, keyboard | Times per day all day

Type of equipment  furniture dolly | Times per day  upto 1 and sometimes more

4 Does the employee work in an extremely noisy environment, have to work at a fast pace, do repetitive movements or have short deadlines? m Yes |:| No

If "Yes", please specify: This employee travels to provide legal education to fly-in communities regularly. This can be fast paced.

5 Does the employee's job require dexterity? |ZI Yes |:| No

: i iti i i iveri i i th te communities. Cheryl must brin
I “Yes", please specify: This position can be physical at times when delivering education presentations to the remo ry g

everything with her for the presentations.

D - ADDITIONAL INFORMATION

SIGNATURE OF THE AUTHORIZED PERSON

Shwetz . GleHe . Dicecler of #E .

Last name and first name 61 the authorized person (IN BLOCK LETTERS) Position

cshwet=( Mﬂ[‘@’?‘)c._& O - O

~accts. sl iy 51(27

Signature Date

s



