()Q the co-operators CO-OPERATORS LIFE INSURANCE COMPANY

© A Better Place For Your 1920 College Avenue, Regina Saskatchewan S4P 1C4
APPLICATION FOR GROUP LONG TERM DISABILITY BENEFITS
Employer’s Statement (iease priny Please answer all questions

Note: Please certify current employment status and Long Term Disability coverage by completing and signing this portion of the application. If the employee appears to be entitled to
Canada/Quebec Pension Plan Disability Benefits, have the employee submit an application.

Policy/ Account No. [J Long Term O Waiver Group

Plan No. Disability Life Insurance Premium
sin] [ [ [] (i applicable)

O Mr. [ Mrs.

O Miss [ Ms.

last name first name

CLAIMANT INFORMATION:

Dfaéeth | | | | | | | | | If age 60 or over, copy of birth certificate must be enclosed %e)lillale Telephone| | | || | | |_| | | | |

of Bir i i ’ Number

Day Month Yoar with claimant’s statement. 0 Female
Address
No. & Street Suite/Apt. No. City/Town Province Postal Code

Occupation: (State occupation held just before stopping work)
1. Is the employee currently absent for medical reasons? [ Yes [ No
2. If the employee is absent for another reason (e.g., maternity leave, leave of absence), please give details.

Is condition due to injury or illness arising out of employment? [J Yes [ No
If “Yes” has the employee applied for Worker's Compensation Benefits? [] Yes [0 No If “No”, please provide details:

NOTE: If illness/injury is claimed to be work related, the employee must make application to the Worker’s Compensation Board for benefits.

COVERAGE INFORMATION:

Date of employment: | | | | | | | | Date employee became insured under: If employment now terminated | | | | | | |
The Co-operators LTD polic please indicate effective date:
Day Month Year P policy 55 v 7 Day Month Year
With a previous carrier's LTD policy
MM YY
Date last worked: Date expected to return to work: Date returned to work:
Day Month Year Day Month Year Day Month Year
Class/Group/Union affiliation to which claimant belongs (if applicable)
[J Salaried [ Hourly [J Full-time [J Part-time [J Contract (please enclose a copy of the contract agreement) Average hours worked per week (excluding overtime)

[J Temporary [J Commissioned Is the employee involved in shift work? [ Yes [J No (If yes, what is the rotation schedule?)

Please enclose copy of enroliment card.

EARNINGS/BENEFIT INFORMATION:

State employee’s pay schedule: [ Hourly [ Weekly [ Bi-weekly O Monthly [ Annually Work Week i.e. Mon. - Fri.
State rate of earned gross income immediately before stopping work, based on above pay schedule $ Date above rate became | | | | | | | | |
(exclude overtime, commissions and bonuses) effective Day Month Year

State payroll deduction immediately before stopping work, based on above pay schedule * Please attach copy of paystub for last full pay period. *

Income Tax $ QPP/CPP $ EIC$ Pension (if applicable) $. RRSP (if applicable) $
Is any portion of the LTD premium paid for by the policyholder/employer? Yes (taxable) No (non taxable)
Current tax exemption per Federal TD1: § (attach TD1).

On what date did (or will) the employee’s salary end? | | | | | | | | |
Day Month Year

Does the employee currently receive remuneration from you? [ Yes [J No (If yes answer a & b below)
a. How much? $ Per hour Does this amount include unused sick leave? [J Yes [0 No

b. Until what date will remuneration continue (including sick leave credits)? | | | | | | | | |
Day Month Year

For commissioned or self employed provideT4, notice of assessment, and statement of expenses for previous two years.

GL 2234 (04/09)



Employee Name:

OTHER INCOME:

Day Month Year

fom | | J[ L[] ] fom | L L L fom L L JL L] fom [ |l [ L] |
Day Month Year Day Month Year Day Month Year Day Month Year
0 Sick  to [] ShortTerm to [ Worker's to O EIC o
pay LLIJL L L | oisaviy LLIL LI L | compensaion [ | J| | || | | LU L]
Day Month Year Day Month Year Day Month Year Day Month Year
Paid by (name source) Status Status
S(C:)IF;IP’ Date applied | | || | || | | Status

PENSION INFORMATION (if applicable)

At the date of disability, was the employee a member of one of the following plans? [ Yes [ No
[ Defined Benefit Pension Plan [ Defined Contribution Pension Plan [J Group RRSP [] Individual RRSP

Administered by (name and address): (i.e. financial institution or organization)

Note: If contributions made to Group or Individual RRSP, please provide copy of Locked-In Agreement.

Date employee became or will becomeeligibletocontribute:| | || | || | |
Day Month Year

Plan Name Registration/Account Number
Contribution levels at date of disability Employee % Employer %
Total contributions made to the Plan thisyear Employee _ § Employer_  §

INFORMATION ABOUT THE DISABILITY AND REHABILITATION(attach extra sheets if necessary)

When did the employee’s iliness or injury first appear to affect his or her work? | | | | | | | | |
Day Month Year

From your observations did the employee’s ability to perform their job change?

Were any changes made to the employee’s job as a result of the iliness or injury? [ Yes [ No (If yes give details)

What were the changes and when were they made?

If the employee could return to work part-time or with a change in duties, would a position be available? [J Yes [ No (If yes, give details)

Have you discussed a return to work with your employee? [J Yes If “Yes”, have you discussed a return to work at:

Own Occupation [J Full-time Date O Part-time Date OR
Day Month Year Day Month Year

New Job/Duties [ Full-time Date | | | | | | | | | O Part-time Date | | | | | | | | |
Day Month Year Day Month Year

[J No If“No”, please explain:

RECENT JOB HISTORY

GROUP POLICYHOLDER/EMPLOYER
Please complete this form based on the claimant’s job duties immediately before he/she stopped working

Position held:

Total number of hours worked per week (include regular overtime)

How long has the employee worked in this position? Years Months

Please describe the duties of this job and what percentage of each work week is normally taken with each duty.

Duties Percentage of work week

for the change and the effective date of the change.

If the employee changed occupations or assignments during the 12 months immediately before the last day worked, describe the previous occupation or assignment, give the reason

Has this job been eliminated? [0 Yes [0 No Comments or additional information:




Employee Name:

WORK ENVIRONMENT AND JOB ACTIVITIES (please provide a copy of the formal job description)

Does the employee’s job require work in any of the following conditions:

outside 0 Yes O No If yes, what percentage of time?
in extremes of cold or heat O Yes OJ No If yes, what percentage of time?
in a damp or humid environment [ Yes [ No If yes, what percentage of time?

in a noisy environment
in a dusty or unventilated environment
around toxic fumes

[0 Yes [0 No If yes, what percentage of time?
[J Yes [0 No If yes, what percentage of time?
[J Yes [ No If yes, what percentage of time?

Does the employee’s job involve handling chemicals? [] Yes [] No If yes, please list the chemicals below.

During the employee’s normal routine, what percentage of time does the job require the employee to lift or carry the following weights?

Never 11t025%

more than 50 Ibs/22.7kg d O ] ] ]
more than 20 Ibs/9.1kg | O O O O
more than 10 Ibs/4.5kg O O ] ] O

25t050% 5010 75% 75 to 100%

During the employee’s normal routine, what percentage of time does the job involve the following activities?

Never 110 25%

walking O O O O O
stairs (How Many) O O O O O
ladder ] O O O O
climbing O O O O O
driving:

daytime ] O O O ]
night-time O O O O O

How much time is the employee required to maintain the following activities
before changing position?

25t050% 5010 75% 75 to 100%

Never 11025% 25t050% 50t075% 7510 100%
reaching:

above shoulder height
at shoulder height
below shoulder height
bending or crunching
kneeling or crawling

oogod
oogod
ooogod
Ooooog
Ooooog

During the average day, which is the number of hours the employee spends
in the following positions or activities?

0to 30 30to 60 60t0 90 more than 90 Oto2 2to4 4t06 6t08
minutes minutes minutes minutes hours hours hours hours
sitting at one time O O O O sitting O O O O
standing at one time O O ] ] standing | | ] ]
driving at one time d O ] O driving d g ] ]
What percentage of the employee’s time is spent in the following activities?
Talking Writing Supervising Other People

Please list any machines, tools, or other equipment that the employee uses in the job. You can either list the number of times per day the equipment is used or the percentage of time

spent using the equipment, whichever is more applicable.

Type of Equipment

No. of Times Per Day OR Percentage of time

Please provide any additional information that may be relevant to this claim which has not been previously provided.

Name of Group Policyholder/Employer:

Address

Form Completed by: Name & Title (Please Print)

"I\'ﬁjlempﬁ;ne | | | | | | | |_| | | | | Authorized Signature | | | | | | | |
Area Code Day Month Year

Supervisor's Name

Address

i I N O Y ) O ropwwR IR I N R T . I A
Area Code Area Code

Union Representative’s Name

Address

i I O I O e O ropwwR IR I N N T I A
Area Code Area Code



