E[I Manulife < Group Benefits SponsWStatement
Group Disability Claim

« Please ensure to answer all questions. Please send this form to:
Manulife Group Benefits

« Please attach details on any additional information that Attention: Disability Claims
you believe should be considered in assessing this PO Bg’;'aog’as#lg W:'il'ERLOO Waterloo ON N2J 4C2
plan member’s claim. Tel.  1-877-481-9169 or (519) 747-7000 Fax: 1-866-677-4215 or (519) 579-3680

- This notification must be sent to Manulife without delay.  E-mail: group_disability_claims@manulife.com

1 Benefit Please select the benefit type for which the plan member is applying:
application @ Shortterm disability () Long-term disability (O Waiver of premiums () Critical ilness (O Dismemberment

2 Plansponsor = ct+umber 110020 Plan sponsor name Nishnawbe-Aski Legal Services Corporation

information
Street address (number, street, suite) 1805 Arthur StE

city Thunder Bay Province ON E Postal code P7E 2R6
Plan sponsor contact name Colette Shwetz Job titte HR Manager
Phone number (807) 622-8158 Fax ( ) E-mail Cshwetz@nanlegal.on.ca

Health centre contact and return work contact
If different from above, please indicate the person in the health centre involved in disability absences.

Name Job title

Phone number ) E-mail

If different from above, please indicate the person we should contact to facilitate a return to work once this employee’s abilities and limitations are known.

Name Jab title

Phone number ( ) E-mail

nm
3 Plan member o (st middle inital last) Zelda Watt

identification

nd work
ianformation Date of birth (dd/mmm/yyyy) 13/Apr/1960
Certificate number 31 Primary phone number (807) 621-6151 Alternate phone number )
Class A Division Jobtitle Talking Together Administrative Assistant

Permanent employee (@ Yes (O No Date of hire (dd/mmmiyyyy) 08/Nov/2010

Date for which the plan member was first covered under this plan.  Date (dd/mmm/yyyy) 08/Feb/2011

Has there been any interruption in the plan member's coverage? () Yes (@ No

Please indicate the HOURS of work in a normal week.
Is this shit work? () Yes @ No

If yes, please indicate the work schedule or attach a copy of the work schedule.

Days Monday Tuesday Wednesday Thursday Friday Saturday Sunday
Hours of work
7
each day 4 7 7 !

Provide details if plan member's shift schedule is varied or rotational:

Is the member required to work night shift? () Yes (R No
Plan member’s gross salary as of the last day of work  § 903.85 @ Perweek () Per month

Was the plan member: (O Salaried (® Hourly
What was the last date at work?  Date (dd/mmm/yyyy) 23/Apr/2021
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3 Plan member  \as this a ful daylshit=1®) Yes O No <
identification
and work If no, how many hours were worked? Is the absence work related? () Yes @ No

information
5 m d mi ? m 03/03/2021
(C nti d) What was the plan ember’s first missed day of waork? Date (dd/ nm/iyyyy)

Has the plan member returned to work? () Yes (® No Ifyes when? Date (dd/mmmiyyyy)
Did the plan member retumn to: () Regular duties () Modified duties

Tax Information - Please complete only if the benefit is taxable
TD1 code TP1 code Plan member’s province of residence for income tax purposes

Is employment income tax exempt according to terms of Indian Act and Income TaxAct? () Yes () No If yes, please provide copy of TD1-IN.

. Please indicate if any of the following have been paid (or are payable) since date plan member last worked

Amount Dates (dd/mmmlyyyy)
Salary continuance From To
Vacation From To
Sick Leave From To
Severance From To
Employment Insurance benefits From To
Other * From To

(please indicate the source)

*E.g. Short-term disability benefits, commissions or bonuses, retirement pension. If more space is needed, please use a separate sheet of paper.

4 Life coverage To be completed for self-administered groups applying for waiver of premium or please provide a copy of the
Enrolment Application.

Group Life Benefit
Plan contract number Division Effective date of coverage (dd/mmmiyyyy)
Annual salary § Date of last increase (dd/mmm/yyyy)

Life coverage when last actively atwork (O Terminated (O Active (O Suspended

Amount of Life coverage

(O Basic § () Spousal § (O Dependent Children $
(O optional § (O Optional Spousal $ O Other $
(specify)
Group Accidental Death and Dismemberment Benefit (AD & D)
Plan contract number Division Effective date of coverage (dd/mmm/yyyy)

Amount of AD & D coverage
(O Basic $ () Optional § (O spousal $ (O Optional Spousal  §

Group Survivor Income Benefit

Plan contract number Division Effective date of coverage (dd/mmm/yyyy)

Monthly surviver benefit amount  $ Type of coverage () Spousal (O Spousal and children (O Other (specify)

Critical lliness Benefit

Plan contract number Division Effective date of coverage (dd/mmm/yyyy)

Amount of Critical lliness Benefit

() Plan member basic § () Plan member optional § ) Spousal § (O chid §

5 Declaration | certify that the information in this form is true and complete, to the best of my knowledge.

name __ Colette Shwetz e Human Resources Manager

Signature /ﬁ/ b/ ng’t g éb/% | Date (dd/mmmiyyyy) /! ’/ 0 5.—/ 2038.(.
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Please ensure section 6 is completeM the plan member’s supervisor. 4

6 Occupational This section may be separated from the rest of the form if necessary. Please attach a physical demands analysis if available.

information

Completed by:
Name and title Colette Shwetz

Date completed (dd/mmmiyyyy) 11/May/2021

What was the plan member’s occupation immediately prior to the plan member stopping work? _Talking Together Administrative Assistant

Were the plan member's duties and/or hours modified from their regular occupation? (O Yes (@ No Ifso, when? (dd/mmm/yyyy)

Please describe this plan member’s regular duties (or attach a copy of the company's job description) as well as any modifications, if any.

Job Description Attached

7 Occupational The following physical demands analysis of the plan member’s occupation is to be completed by his/her supervisor. In

demands the appropriate column, please specify the frequency for which the following activities are regularly performed:
. INFREQUENT FREQUENT CONSTANT
Activity NIA (339, of the workday  34-66% of the workday 67-100% of the warkday
Walking @) O O] O
Sitting O O O O]

o | Standing O O] O O

W | Driving / Operating machinery O ® O O

§ Climbing up and down the stairs O @ O O

= - "

2 Does the employee’s occupation require repetitive movements? O Yes O No

;(‘ Liftin N/A INFREQUENT FREQUENT CONSTANT Pushing/ N/A INFREQUENT FREQUENT CONSTANT

o g 0-33% of the workday  34-66% of the workday 67-100% of the workday Pulling 0-33% of the workday ~ 34-66% of the workday  67-100% of the workday

@ [o-101b. @) ® @) O 0-10 Ib. O ® @) @)

T | 11-201b. ® @) O O 11-20 Ib. ® @) O O
21-50 Ib. @ O O O 21-50 Ib. @ O O O
51-100 Ib. ® O O O 51-100 Ib. ® O @) O
100+ Ib. ® @) O @) 100+ Ib, @ O O O
Does the plan member use a liting device? O Yes (O No

. i INFREQUENT FREQUENT CONSTANT

{ |Activity Definition NIA (339 of the workday 34-66% of the workday 67-100% of the workday

= -

S | Understanding and memory Understanding and remembering instructions O O O ®

I~ | Sustained concentration Maintaining attention and concentration for extended

2 periods o O O @ O

W | Social interaction Interaction with co-workers and/or the general public O O O] O

= | Adaptation and multitasking Response to frequent changes, juggle tasks and prioritizes O O ) ®

E Meeting deadlines The work involves time pressure and deadlines O @) O ®

O | Responsibility and accountability Errors in judgement or attention can have significant

© consequences O O @ O

8 Declaration Lcertify that the information in this form is true and complete, to the best of my knowledge.

Colette Shwetz

Name

Tite __Human Resources Manager

Date (dd/mmm/yyyy) C i/// J/& /

Signature «zﬁ&/&: V@/ﬁ{’ﬁ
A

Please note: The information in this statement will be kept in a group life, health or disability benefits file with Manulife and might be accessible by the plan member or third parties to
whom access has been granted or those authorized by law. By providing the information you consent to such unedited release of any information contained herein.
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M Manulife Group Benefits Plan Member Statement
Group Disability Claim Form

Please send completed form to:
Manulife Group Benefits
Attention: Disability Claims

Please ensure to answer all questions. Additional PO BOX 800 STN WATERLOO, Waterloo ON N2J 4C2
statements may be submitted if there is insufficient Tel:  1-877-481-9189 or (519) 747-7000

space on this form. Refer to your booklet for information Fax: 1-8686-677-4215 or {519) 579-3680

about your plan. Email: group_disability_claims@manulife.com

1 E;";‘;:‘;ﬂon Please select the benefit type for which the plan member is applying.
JShorl term disability (O Long term disability (O Waiver of premiums Q Critical illness O Dismemberment

2 !’Ian member yoy can obtain your plan contract number, division number and your plan member certificate number from your
information benefit card.

Pian sponsor name Nishnawbek-Aski Legal Services Corportatoin

Plan contract number _110020 , ., Division ?QQ Ceificale number 1
Full name (first, middle initial, last) " Z&Hﬂ QA : —
SiN {if benefit is laxable) Date of birth (dd/mmmlyyyy) _1510‘! / l qw Sex k
Height b 3, Weight ’L{ 5 1 b S Number of dependents and ages __L_ o ;L;enlg;’earig:e: English (O French

Street adgress (number, street )4&2.52 \A/_fiﬂ_ﬁau_fL , ,
cawmm _&,ul _ Province Oﬁ Postal code ﬂ Cﬁ m (
Primary phone number [@ 2]@2 é[ ;Ltematephonenumber ( )

Work phone number m _B_th.

By providing my personal email address, | am authorizing Manulife to communicate with me about my file by email. | acknowledge that correspondence by
email may contain personal information including, but not limited to medical, employment and financial information. Manufife cannot guarantee integrity
and security of information transmitted by email. | also acknowledge that Manulife will not be responsible or liable for any loss or damages | may incur if

| communicate/exchange confidential or other personal information with Manufife by email.

emansccess_AMNMA O S OO -HEQ\I 2l. NéT

3 Direct deposit |f your plan sponsor allows direct deposit, please complete this section to receiving benefits by direct deposit in the
authorization event that your claim is approved.

On depositing into a savings account, please complete the required information, sign the authorization and provide a copy of a direct deposit
rm or a bank verification statement

if depositing into a choqulng accgunt, please sign t‘)mhorlzaﬁ and attach a copy of a void cheque
Name of financtal institution I ] ‘f
Address of financial institution (number, street, suite) ﬁ'y 'H"u r gl ‘4'M M e

e T cosicon L 1EORS

y4
Type of account: %Chequing QO Savings

Branch or transit number (5 digits) _ Qbé 3 2 Institution number (3 digits) I DO i
Bank account number (maximum 12 digits) M]_@_Q:j 5 2 2 ; s

Continued on the next page.
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"’ \ 4

3 Direct deposit authorization (continued)

Lheraby authorize Manulife to deposit, until further notice, payment due to me from the above policy, into my bank account. L agree that Manulife will have no
further liability with respect to any payments made in acoordance with this authorization. and may a1 any ume disconlmue paymem as requested herein and
require my personal endorsement. |_for myself. my heirs gxecutors, administrators. a ans 1 IS¢ d agree that any sums of money
s0 paid to the bank after my death shall be refunded ta Manulﬁe for dist:ibmlon to the person or persons nl any entitled lheteto under the terms of the policy. For
Group Life and Health policies, 0 ! Social Insurance Number {SIN) when applicable for the purposes of my request for Direct Bank Deposit.

The above request and authori this financial institution or any other financial institution subsequently naz by me. f
Plan member signature N Date (dd/mmmiyyyy) 0¥ /
Plan member name (please Zé_’ ’ 4 m_

If providing a copy of a void cheque, please place it here.

L _

4 Injury ; - :

information Occupation Original date of hire (dd/mmm/yyyy)
Is your injury/illness work related? ) Yes %
If no, was the reason you stopped working due to: liness () Injury away from work () Motor vehicte accident

(Please provide a copy of the police report)
If you have suffered an injury, please describe how. when and where the injury occurred.

Is there any legal action? ) Yes 94 If yes, please provide the lawyer's contact information,

Lawyer's name Phone number ( ) Ext.

Lawyer's address (number, sireet, suite)

City Province Postal code

i i
§ Work What was the last date at work? (dd/mmmiyyyy) M} a !

information
Was this a full day/shift? 04;5 ) No Ifno, ho—uy)«am were worked on your last day?
Have you performed any other paid or volunteer work since that date? (O Yes No

If yes, please describe. Dates (dd/mmmfyyyy)
From To
—m From To
From To
From To
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6 lliness -
information When were you first ireated by a physician for the current absence? (dd/mmmiyyyy)

Please describe your symptoms and their frequency. M Cz 4{ £C M
) /ﬂ )

| il Ao 4x
nMuo{oW o f?) ,&fﬁd%/ﬁ/fﬁtﬂéﬁp

Have you ever had the same or similar illness or injury? % O No m Id 7% /ﬂj& /%0 ’S

Did it resuft in an absence from work? Ms O No If yes, please describe, include dates and treatment provided.

orearlier

Do you have an expected return to work date? %@S O No if yes. please provide the date (dd/mmm ﬁl 2 z 'Z :’7:‘- é /

7 Heaith care Please list all of the health care professionals you have seen for this illness or injury and any health care professionals
professional  you plan to see in the near future about this iliness or injury. Please include family physiclans, nurse practitioners,
information speclalists, physiotherapists, psychologists, etc. If the space provided below is insufficient, please attach a separate

page and list the additional health care professionals.

Name Specialty C“’*‘*—‘k{\ &03"—}“’)1 :

Address of health care professional (number sireet, suite) ' Y o B Y hlE' SGN
eVl a s

City Province Fort Wikiam QO
1260 Golf Links Road

Phone number (T 1 ) (oxe \2DY  raxnumber (€O ) (23 gEX2 Thunder Bay, ON P7B 0A1
Consulted: From: (dd/mmm/yyyy) To: (dd/mmmiyyyy)
Date of next visit (dd/mmm/yyyy) Frequency of visits
Name Specialty
Address of health care professional (number, street, suite)
City Province Postal code
Phone number _( ) Fax number _{ )
Consulted: From: (dd/mmm/yyyy) To: {(dd/mmmiyyyy)
Date of next visit (dd/mmmiyyyy) Frequency of visits
Name Specialty
Address of health care professional (number, street, suite)
City Province Postal code
Phone number { ) Fax number ( )
Consulted: From: (dd/mmmJiyyyy) To: (dd/mmmiyyyy)
Date of next visit (dd/mmm/yyyy) Frequency of visits
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8 _Othﬁf income 5oy have applied for, or are receiving any income from any of the following sources, please complete the following and
information  sybmita copy of vour notice of acceptance, if applicable.

Source ﬁ;:?»::%’ e g:;mr:::!fw " c%‘mt;t::::gt',\ Amount Ploase describe or provide claim number,
Yes No Yes No (dd/mmmiyyyy) %) contact name and telephone number

Canada/Quebec Pension Plan J

(O Disablity O d e

O Retirement

Worker's compensation* O K O M

Employment insurance O @) a/

Auto insurance 'e) O 9/

Other insurance O O

Income from any other source O @]

*Includes any type of benefit for work refated illness or injury including Workers' Compensation Board (WCB), Workplace Safety and Insurance Board (WSIB) and Commission des
normes, de |'dquité, de la santé et de la sécurité du travail (CNESST).

9 ‘:2::::::’ NOTIFY MANULIFE PROMPTLY IN THE FOLLOWING CASES
Manulife Lacknowladge | must notify Manulife immediately if:

a) my medical condition improves, even though | have not yet retumed o work

b) | start work either as an employee or a self-employed person

c) |apply for benefits under any workers' compensation law or plan as defined in section 8
d) 1 apply for benefits under Canada/Quebec Pension Plan

e) lreceive any benefits or income from any other source

f) 1am admitted or discharged from hospital

g) |receive any other benefitsfincome related to my disability

h) | am leaving the or traveling

iy Bzr jil ba retutning ® schoolk /
Plan member signature 4 Date (dd/mmmlyyyy) C%/ O{Zt Cg /

10 Agreement, authorizéy!un and acknowledgement
Please sign this authorization and send to Manulife using one of the following methods.

Via fax: (519) 579-3680 or 1-866-677-4215
Via email: group_disability_claims@manulife.com
Via regular mail to: Manulife Group Benefits

Attention: Disability Claims, PO BOX 800 STN WATERLOOD, Waterloo ON N2J 4C2

« that the information in this form, and any further verbal or written statement provided by me in the future, is true and complete to the best of my knowledge.

« that my claim(s} and my coverage may be denied or terminated as a result of my providing false, incomplete or misleading information.

» | am required to refund any monies that | may owe to Manulife in accordance with the provisions of the group benefits plan with Manulife, and | authorize
Manulife to deduct monies from my group benefits.

« that a photocopy or electronic version of this authorization shall be as valid as the original.

« Manulife and/or its service providers, ils reinsurers and its service providers, and any person or organization who has personal information about me,
including an administrator of govemment benefits or other benefits programs to collect, use, maintain and disclose my personal information for the
purposes of group benefits plan administration and audits as well as the assessment, investigation and management of my claim(s), including independent
medical assessments.

+ Manulife to use my SIN for the purposes of tax reporting and identification and administration, if my SIN is used as my plan member certificate number.

» Manulife to release information to my Employer/Plan Sponsor or a Third Party Administrator of my Plan Sponsor for plan administration purposes.

Lacknowledge:

« that my medical information will not be provided to my Employer/Plan Sponsor or a Third Party Administrator of my Plan Sponsor unless my consent is
explicitly obtained.

« that more specific details regarding how and why Manulife collects, uses, maintains, and discloses my personal information can be found in
Manulife's Privacy Policy, available at https:/fwww.manulife.ca/corporate/privacy-policy.html or from my Plan Sponsor.

« that any personal information provided to or collected by Manulife in accordance with this authorization will be kept in a group life, health, or disability
benefits file. Access to or disclosure of my personal information will be limited to Manulife employees, representalives, reinsurers, and service providers in
the performance of their jobs; persons to whom | have granted access or authorized disclosure; and persons authorized by law.

« | have the right to request access to the personal information in my file, and, where appropriate, to have any inaccurate information corrected.

* | may revoke my authorizations in thfs sg by sending a written instruction to Manulife and | understand that this may impact the

administration of my claim angf%
A { Date (dd/mmmiyyyy) > Q / _

Please note: The information in this statement will be kept in a group life, health, and/or disability case file with Manulife and might be accessible by the employee or third parties to
whom access has been granted or those authorized by law.

Plan member signature

Plan member name (please pr

The Manufacturers Life Insurance Company Page 4 of 12 GL5450E (07/2018)



M Manulife

Attending Physician Statements

¢ Short Term Disability Claim v

* Long Term Disability Claim '

¢ Waiver of Premium Claim for: | &
* Basic & Optional Life Benefit bellalzg
* AD&D Benefit
* Survivor Benefit

Please ensure to have your physician complete the appropriate Attending Physician
Statement for submission of your disability claim.

If applying for a Short Term Disability
{STD) claim: ~

Please have your physician complete the attached Attending Physi:cian

If applying for a Long Term Disability
{LTD) and/or a Waiver of Premium
andfor a Dismemberment claim;

Statement — Short Term Group Disabllity Claim {pages 6 & 7)

Please have your physician complete the aftached Attendi;g
Physician Statement — Long:l'rm Disability Claim {pages 8-12)

If applying for a Critical lllness claim:

Please refer to your Plan Member secure website to print the Attending
Physician's Statement corresponding to the condition.

Please send the completed Attending Physician Statement to the following address:

Manulife Group Benefits
Attention: Disabllity Claims
PO BOX 800 STN WATERLOO
Waterloo ON N2J 4C2

Tel: 1-877-481-9169 or {519} 747-7000
Fax: 1-866-677-4215 or (519) 579-3680

Email: group_disability_claims@manulife.com

Note; You are responsible for payment of any fees assoclated with completion of this form and

accompanylng documentation.

The Manufacturers Life Insurance Company

Page 5of 12 GL5450E (07/2018) — Altending Physiclan Slatement




[ Manulife CILIHII A
Group Benefits AC P
Attending Physician Statement

Short Term Group Disability Claim

The purpose of this Stalement is to assist Manulife in making a decision on your patient's claim for disability benefits, When completing this form, piease
include sufficient details of history, physical and diagnostic findings, clinical course, therapy, and response to enable Manulife to make this decision. YOUR
PATIENT WOULD APPRECIATE THE COMPLETION OF THIS FORM AS SOON AS POSSIBLE, OTHERWISE, THERE MAY BE A DELAY IN THE
PROCESSING OF THIS CLAIM. PLEASE KEEP A COPY FOR YOUR RECORDS.

Manulife Group Benefits Tel: 1-B77-481-9168  (519) 747-7000
Attention: Disabllity Claims Fax: 1866 677-4215 - (519) 579-3680
PO BOX 800 STN WATERLOO Email: group_disability_claims@manullfe.com

Waterioo ON N2J 4C2

1 Plan member/employee information and consent (To be completed by patient.)

&Lmiddle initial) ] l(-lome phor;enumher _ Eggahﬁﬂ:}m: é_l é 5 l
"N ader Pasy Sy_[PICYm)

Plan Sponsor name N Plan cdntract number ]Plan member cerificate number
Nishnawbe-Aski Legal Services Corporation 110020
Height 5 ] 3 N Weight } L’ 6 ’ bs Date’ of D‘E (dw[]mayy)’
[Last date worked (d/mmm/yyyy) Date ret to r expected return to work date (dd/mmmiyyyy)
YSIEY PSTSEr S

Lhereby authorize the release of medical and health information in my file to Manulife and/or its authorized agents for the purpose of
assessing my disability claim and administering the benefits plan. This medical and health information includes, but is not limited to, copies of
all consultatian reports, clinical notes, test results and hospital records. Lunderstand that | can revoke this consent at any time but that without
it my claim rga e assessed. | ynderstand that | am responsible for any fees related to the Epletion of this form. L agree that a copy

iw sSthorization shall be as valid as the original. Medic health In excludes genetic test resuits.

2 "._Adendlng physician’s statement

NOTE TO PHYSICIAN:

« |f your patient has returned to work or will return to work within 4 weeks of the /ast date worked,
complete section 2 only and sign at the end of the form.

« For absences expected to be greater than 4 weeks, please complete all sections in full.

Diagnosis Q/\’Ql)‘o ( Rocochi ve &SM

Primary:

Secondary: \] )rt &cf" | If childbirth provide expected or actual delivery date (dd/mmm/yyyy)

| Vaginat 1  C-Section O

Occupational iliness/injury

Is condition arising from employment? Yes DO No d‘

Date of first visit pertaining to this iliness (ddlmmeyyyy) First date of work absence due to condition (dd/mmm/yyyy)
Lo~ s~ ER— 2, Wz~ 22

Hospitalization NG -

Is/was patient hospitalized O or had day surgery O Date admitted (dd/mmm/yyyy):

Name of institution: _ . - Date discharged (dd/mmm/yyyy):
If surgery was performed provide date and description of surgery. &\ \>r -
Date (dd/mmm/yyyy): Description:

Treatment (drug, dosage, physiotherapy, other) —— ‘
<endeaNc—2 -:,om..l gy c—CNoanyed N 15’,\,..: o oD

Prognosis Please provide the progh;sis for recovery
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: @ O

3 Continuation of attending physiclan’s statement for absences that may be greaTe? than 4 weeaks

Has the patient baen treated for this condition in the past? Yes K No O3 | I yes, date (dd/mmm/lyyyy) \\Cpﬂ..& oo -

Describe current symptoms, severily and frequency i g Ly it
'Poc\t < a.}u\re—l- M\SA—‘ J %
£¢"\Sc IN

e et .
I

Frequency of Visits O Weekly [KMonthly D Other

Attach'coples of all rélevant: ™ & sed oo o as e et 8 3y o
f[‘% & test rasultalinvestlgatlons (lf test results are not attachad we will Interpret thls as tests were not. performed) dg_ngt
=, .

" o - ‘:" -I"l" J

- =
J \.'t - e

K wt = % ?'. o "o 'f . ¥ ogf ;'

i consultatlon faports ', b o SR R
I consu!l:aﬂon report is not attached. please Indicate If your patient has or will be seen by a speclalist for this conditlon. \
Name of Specialist Specialty Date of visit

Based on your findings and clinical observations, please describe your patient’'s current cognitive andfor physical restrictions and limitations

Please list any complications and additional conditions impacting your patient's fevel of function or the expected recovery period

To your knowledgs, is the patient following the recornmended treatment program?  Yes O No 3

In your opinion, is your patient competent to manage his/her own affalrs? Yes O No O

Prognosis Please provide the prognosis for recovery (if not previously completed in section 2)

4 Physician’s acknowledgement and authorization

I acknowledge that the information in this statement will be kept in a disability benefits file with Manulife and might be accessible by the patient
or third parties to whom access has been granted or those authorized by law. By praviding the information | consent to such unredited release
of any information contained herein.

NOTE: THE PATIENT IS RESPONSIBELE FOR ANY CHARGE MADE FOR THE COMPI.ET!OEB,F THIS FORM.

Aftending physician (please print) Cerlified specialist Physician's stamp
WWELS@N
City e Iiam FHO Province Postal code DR D NELSON
Thunder Bay, ON P78 QA1 ; 'ggﬂe‘g’;ﬁgg’l‘ Fgo
Telephone number Fax number Thunder B S Road
(@) (ale R4 (go7) GEZ-TDZ % ON P7BDAf
Signature R —— Dats signed {ddimmmiyyyy)
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I Manulife

The LTD eligibility
process

Patient
authorization

What do we need
from you?

Payment
responsibility

Submitting
forms

The Manufacturers Life Insurance Company

O O

Group Benefits
Attending Physician Statement

+ Long Term Disability Claim

» Waiver of Premium Claim for:
« Basic & Optional Life Benefit
* AD&D Benefit
» Survivor Benefit

An incomplete form may result in delays in the adjudication of your patient's disability claim.

In assessing eligibility for LTD benefits, we gather information from you, your patient and
your patient’s plan sponsor to compare restrictions and limitations with job demands.

Regretiably, incomplate forms will compromise our ability to reach a decision about this
claim.

Your patient is required to complete, sign and date the "Patient authorizalion” section at the
top of page 9 hefore it can be submitted to Manulife.

« We need you to print clearly and answer all applicable questions,

» We need you to provide copies of consultation, progress and diagnostic investigation
reporls.

Your patient is responsible for payment of any fees associated with completion of this form
and accompanying documentation.

You may give the completed form to your patient or send it directly to Manulife, Group
Disability Benefits, at the address indicated below.

Manulife Group Benefits

Attention: Disability Claims

PO BOX 800 STN WATERLOO

Waterloo ON N2J 4C2

Tel: 1-877-481-8169 or {519) 747-7000

Fax: 1-866.677-4215 or{519) 579-3680
Emall: group_disability_claims@manulife.com
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I Manutife
Group Benefits

Attending Physician’s Statement .
Group Disability Claim

———

1 Patient authorization CiName Qast Bt inkiah !n"ﬁam:;u?r;b;” T an mamoer cetihcale g 3
_ : , 110020 &
Tobe campleted by patient. £z pereby authorize the release to Manulife of any medical information in my file including, but not A
ﬂg limited to, copies of all consultation reports, clinical notes, test results and hospital records, for the T
E 4purpose of administering the group plan and assessing my claim. | understand that | am responsible ;.
’%fﬂl’ any fees related fo the completion of this form.”
I patient's signature T Date (ddimmumiyyyy) %
ﬁ G n o et = Rl e et T~ o g e ) S EL Sl e i Pt (i iy v EitinfieC Yoot iy L e r+‘-:’g
2 Attending physician’s X e
statement i ]
5 %
Diagnosis ) f 3
figd i
a) Primary diagnosis: ;ﬁ ‘:32
i
- 1-,:‘_-{ e

b) Additional diagnoses ar BRI LTRSS BT e Tl SRR L TIREEE Yo s MR JERT TR I T TR T

complications:
b
i
s oy el e W e Sl AL S GO L S 457
¢) Ifpsychiatric disorder, 1T GAr score e B “ -
provide current GAF score, f
ol e Tar T WRT e v PR lee R L e R7 el )
- A ‘d : _g '
d) mﬁ’;ﬁ ﬁi:ﬁi;ﬁé&guﬁn 3 Clags|  (No Imitation) () Class)l  (slight imitation)
functional classification. O Class It (Marked limitation) 0 Class [V  (Complete limiintion)
# Mt IR TR S ST ot 0 AT STV S ST T A B e _ar "7
3 Clinical information Please note mat we jz_gged yom' help to fdemlfy your gggent's functio.-_!a! capabmties. gleasa,\,n o
L provide coples of & f any ¢ chart notes and test results (excl I Ing:_ge net/c tests] In'stupport of";*f‘”’*

T "{#ﬁr(’

a8) What date did symptoms ;:'zx

first appear/accident

happen? T3,
b) When did your patient's !

condition begin? g

c} Is this condition due to: g—ﬂ O ln’m-y O Wark-retaled O Mm vemde maﬂt
%’;JO Iiness

4. R P

PN

Tyt nf
ik ued

R -5
i

A e

R,

S0
At Y

d) What is the date of the first ;}iﬁ" :eofﬁrsmsiuddrmmml;m ’ sDalBoﬂaleslvlsi:(ddln:r;nifyyyy&) i : g
visit, the latest visit and the ~ o]
frequency of visits? T e e v e vy &

% | Fraquency of visits b
1O weekly O piweskly O Monthly O other (specity}
oo, 2242080 ALEEI G0 neddn scead D WIS T s Ll OTRETRES T N B

8} What are the patient's
subjectiva symptoms?

f) How have symptoms al . T T —
evolved to date? (Please 5.
indicate frequency and

severity)

7

i

S e s gy
LR o
e BT

NIRRT SN TR -4 R NP TN = AP AT Wy i e EARE
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g) What were your initial T
clinicat findings? }

h) What are your most recent
clinical findings?

i} Restrictions and
limitations

(i) Please commenton
any physical limitations
arising from this
condition, lhcluding
such activities as lifting,
walking, standing,
kneeling, sitting,
repetilive movements,
camying, and so foth. |

(ii) Please outline any
cognitive or psychiatric .
Iimitatlons arising from
this condition, as they
relats to activities
such as the following: ]
understanding and
memery, sustained
concentration, social
intecaction, ability fo
work to deadlines,
ability to accommodate
change, and so forth, 3

T

parS : e d PR, e 3

1) !syour patient: (O Ambulatory () Bedconfined (O Hospltat confined

O Ambulstory with assistive devices (O Heme confined

k) Whatis the paﬁegt's . " {Camant height — Comantvigt : T Dorinant hand
current height and weig Lett Right
and dominant hand? i o — O f

) Ifpatientis hypertensive, I 3Readiog
provide the last 3 blood
prassure readings.

[y

i

Date read (dd!mmiyyyy) -

Reading Date read (Sdimmamyyyy)

Reading Data read (dd/mmmiyyyy)

v

m} If patient Is visually | [With comactivtenses _§ Wilhout comective fenses Data of l2si exam (ddinmmiyyyy)
impaired, provide vision and |. oD 0s 0D os
date of last examination.

n) Ifpatientis pregnant, give | [Dals of EDC {edimmmiyyyy} R
date of EDC. ‘ P SR
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Il Ceat ok s T o e e R e e g R i LY TS C -
4 Treatment 2 NAME OF PRACTITIONER TYPEOF PRACTITIONER | DATLTeenor TOBE |
a) Names of other 3 - T ?“
treating/consulting By o
physicians or health care {7 ) T .
practitionars: . j

4ol 2 N e .

i gﬁ:
i3 i1
;:_..4:*- L . s . ki 3

'”ﬁ S ittt paerert s i
b) Current medicali T I TR U T R S i, AR Ty T L T T T R
) Cusrent madications ‘;] NAME DOSAGE | DURATION dJ}ART DATE RESPONSE b
't e S o *,
= 4 bt
g i
4 o
1 &
a: e S A e wm H €

a - e fo o wman cdeease o e e ee—
A 1

b 3
I;* P st et o mn st s e a———— - S

¢) Other forms of treatment
or therapies

d)} Hospitalizations:

e) Treatment response:

) Is your patient following
the recommended
treatment program?

‘The Mamfacrurers Life Insurance Company
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g) Details of any proposed
changes to the treatment
plan, including date of
surgery (if known},
investigations,
medications, therapy:

e e e - e T ittt

5 Competency i =)

Do you belisve that your e
patient is competent to 1O ves O N {iifno;dron ;wl_:ﬂa_tfofa?gﬁ
endorse cheques and Date {ddfmmmlyyyy

direct the use of the ¢ ) k .
proceeds theraof?

o,

L L e e i L L .- - __ P o - — . o

6 Licence restriction 1O Yes O o |

Has your patient's driver's Dot @i ;
licance or any cther . mmiyyyy
professlanal ficence or O Resticted O Suspended (O Revaked

certification been restricted
or revoked as a result of the
current condition?

‘.wf‘aﬁ',{
.

Type of licence Class of kcence (if applicable)

Fiyas; when willyoar patient be,aligiblo (3 applyfor relnstatement of ti llsiice or certiication?
{Date (dammmtyyyy) ’ o S

7 Remarks

Please Include any
additional comments/
information that you belleve
may help us understand
your patlent’s restrictions :

and limitations; functional ; a
capabilities; expected 3
duration of impairment, etc.

" i Nams f atianding physician (please prn) - " e T
Specialty » Telephone (include area code) Fax (include area cods)
( ) { )
Address (numbey, streat and apariment)
“Icly Provinee Pasial cods
Signature - | Date signed (ddmmmlyyyy)

The information in this statement will be kapt in & group life, health, or disabliity benefits file with
Manulife and might be accessible by the patient or third parties to whom access has been granted or
those authorized by law, By providing the Information you consent to such unedited relsase of any
information contained herein.
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