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A Guide to Claiming Disability Benefits
(Please keep this section for your reference.)

Applying for disability benefits can be confusing. This brochure is designed to assist you in this process and to provide
answers to the most commonly asked questions.

How do I qualify for disability benefits?

Disability benefits are intended to replace a portion of your salary during the period of time that you are unable to work due to an illness
or injury.

To qualify for benefits you must be an eligible covered employee, meet the definition of total disability in your group insurance policy,
complete an elimination period, and otherwise satisfy the group insurance policy terms.

Your application for disability benefits does not automatically entitle you to be paid benefits, for reasons that will be stated later in this
booklet.

What happens after I submit my claim for disability benefits?

Your claim will be reviewed as quickly as possible.

We confirm that you are an eligible covered employee by confirming that:
- you are enrolled in the group insurance plan;
- premiums have been paid; and
- you were actively at work before you became disabled.

Once coverage is confirmed we review information submitted to determine whether you are totally disabled as defined in your group
policy of insurance. The information that we review includes medical documentation and a description of your job duties.

Your claim will be delayed if insufficient information is provided. In this case we will write to inform you of the delay and we
may also ask you to help us obtain more information.

Once your claim is approved, a cheque and letter will be mailed to you. If your claim is denied, we will write to you and explain the
reason(s) for the denial.

Will my personal information have privacy protection?

Co-operators Life Insurance Company is committed to protecting the privacy, confidentiality, accuracy and security of the personal
information that it collects, uses, retains and discloses in the course of conducting business. The Co-operators will abide by all federal
and provincial privacy legislation which governs the protection of all personal information in its custody. For further information
regarding. The Co-operators privacy policies, please refer to your Employee Booklet or our website,
Wwww.cooperators.ca/en/privacy/privacy.html.

What information does Co-operators Life Insurance Company require to make the claims adjudication decision and what
can I do to avoid delays?

1. Make sure all forms are fully completed.

2. Provide additional details of all factors, both at work and at home, which affect your ability to be at work.

3. Ask your employer to provide your physician and us with your most recent job description and task analysis on each job function.

4. Ask your doctor to include reports from all specialists, results of all testing, and any other medical information. If we do not receive
sufficient, clear information, we may be required to write to your physician to obtain the information, resulting in a delay of your
claim.

5. Provide copies of CPP/QPP, WCB/WSIB and auto insurance claim records if you have applied for or are receiving any of these
benefits.

Why would my claim be denied?
Your claim will be denied if you are not eligible for the coverage, where we determine that the medical evidence does not support that you
are totally disabled, or you do not otherwise qualify for benefits under the group insurance policy.

Research has shown that it is possible and advantageous for people to remain at work while in active treatment for certain medical
conditions and that such an approach can actually shorten the recovery period.

Why would I be requested to submit additional medical information once my claim has been approved?

We require periodic updates on your condition and evidence of continuing total disability. In order to obtain this evidence we may send
forms for you and your doctor to complete. In some cases, we may write directly to your physician.

The frequency of these requests will depend upon the nature of your condition and the definition of total disability in your group policy.
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APPLICATION FOR GROUP LONG TERM DISABILITY BENEFITS
Employee Statement piease riny Please answer all questions

PLEASE COMPLETE AND SIGNTHIS PORTION OF YOUR APPLICATION FOR LONGTERM DISABILITY BENEFITS AND RETURNTHIS FORM PROMPTLY.
NOTE: YOUR SIGNATURE IS ALSO REQUIRED ONTHE ATTENDING PHYSICIAN’S STATEMENT.

IMPORTANT: Failure to fully answer all questions will delay the processing of your claim.

Policy/Plan No. Account No.
S.I.N.| | | |_| | | |_| | | | DL(_)ngT_erm DWaiverGroup ) ] )
Disability Life Insurance Premium (if applicable)
0 Mr. J Mrs.
O Miss O Ms.
last name first name
Date If age 60 or over, Height Weight ] Male
oo o L) e | 5 romu [ UL LLLIEL L 1L
Address
No. & Street Suite/Apt. No. City/Town Province Postal Code
Your Plan Sponsor/ Occupation )
romone | | | | L[ [ =[] ]]
Number
Address
No. & Street Suite/Apt. No. City/Town Province Postal Code

Describe your present medical condition, its cause and history. If you were injured, also describe accident, including date, time and where it took place

Date symptoms began Date of first treatment for this illness/injury Medical condition has prevented me from working since

Day Month Year Day Month Year Day Month Year

Have you ever had a similar injury or illness in the past? [J Yes (] No If “Yes”, describe your condition, the original date of illness or injury, and any time lost from work.

If your condition is the result of an injury or motor vehicle accident, please describe the events surrounding the accident:

a) Was another party at fault? [J Yes [1 No

b) Was alcohol involved in the events surrounding the accident? [J Yes [J No

c) Was it reported to the police? [J Yes [ No (If yes, attach a copy of police report.)

d) Were any charges laid? [J Yes [J No (If yes, against whom?)

e) Are you pursuing a claim for wage loss against a third party? [1 Yes [J No (If no, please give reasons)

List all physicians you have seen for your present medical condition (Attach copies of all available specialists’ reports.)

Dates of Any Next Appointment
Physician’s Name Address Dates Seen Hospitalization Date
From To From To

Has your doctor told you to restrict your activities in any way? [J Yes [J No If “Yes”, state what he/she told you about restricting your activities.
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Employee Name:

Have you discussed a return to work with your employer? [ Yes

Own Occupation [J Full-time Date

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

Day Month Year

Have you discussed a return to work with your physician? [ Yes

If “Yes”, have you discussed a return to work at:

[J Part-time Date | | | | | | | | OR
Day Month Year

[ Part-time Date | | | | | | | | |
Day Month Year

If “Yes”, have you discussed a return to work at:

Own Occupation [J Full-time Date

O Part-time Date OR
ontl ear

ay ontl ‘ear ay
New Job/Duties [ Full-time Date O Part-time Date | | | | | | |
Day Month Year Day Month Year

0 No If “No”, please explain:

OTHER INCOME

Have you applied for or are you receiving any other disability, wage loss, and/or retirement benefits? [J Yes [J No If “Yes”, complete this section.

0 WCB Amount Frequency Effective Claim No.
J CPP/QPP Amount Frequency Effective Claim No.
J Car Insurance Amount Frequency Effective Claim No.
O EIC Amount Frequency Effective Claim No.

Other (e.g. legal action, retirement pension, creditor insurance, mortgage insurance, etc.)

NOTE: ATTACH COPIES OF ALL CORRESPONDENCE YOU HAVE RECEIVED, RELATEDTOTHE ABOVE MATTER.

PLEASE USE A SEPARATE SHEET FOR ADDITIONAL COMMENTS

Summary of Claimant’s Education, Training and Experience
(PLEASE PRINT)

Note: This information is important to the assessment and administration of your claim. Please complete in full. (Attach a separate sheet if necessary.)

EDUCATION/TRAINING

Indicate the highest grade level of
education completed:

[1 Grade 6 or under o7 8 09 110 011 112 113

Name of technical
or trade school
attended:

Type of

diploma

obtained:

Name of college
or university:

Number of
years
completed:
Type of
degree
obtained:

Other training, special or vocational courses:




Employee Name:

WORK EXPERIENCE
Present Employment: Briefly describe your duties and when you started in this job:

Previous Employment: Please complete the following, providing details of your previous positions.

Duration of Employment
Employer JobTitle and Duties

From To

Job Skills: What skills have you acquired in your current and previous jobs? (e.g. typing, operation of equipment, supervisory skills, etc.) Where appropriate, give level of proficiency.

Community Interests: Outline your past or present involvement with any community/church/volunteer organizations

Hobbies:

Co-operators Life Insurance Company Privacy Statement

Co-operators Life Insurance Company (“Co-operators”) is committed to protecting the privacy, confidentiality, accuracy and security of the personal information that it collects, uses,
retains and discloses in the course of conducting business.

AUTHORIZATION AND ASSIGNMENT

In consideration for any payment of disability benefits made to me by Co-operators, the policyholder or plan administrator (the“payor”), | hereby agree to refund,
in accordance with the provisions of the policy/plan document, from any source as defined under All Source Benefit and/or Other Income, any monies that

may be due to the payor, and further irrevocably assign all right, title and interest of such monies and any group life insurance proceeds to the payor for such
purpose. | hereby authorize any physician, hospital, clinic, pharmacy or any other medical or health care provider or facility, the group plan administrator or their
agents, any insurance company, reinsurer, provincial health insurance plan, government department or agency, my employer or former employers, and any other
person or organization having any medical, employment, vocational, financial or other relevant personal information or records regarding me to release to and
exchange with Co-operators, the group plan administrator or their representatives and/or agents, any and all such information necessary for any or all of the
following purposes: to investigate and confirm the accuracy and validity of my claim, determine my eligibility for benefits, administer my claim, assess and facilitate
my ability to return to work and administer the group benefits plan and coverage.

| understand that my refusal or withdrawal of consent may delay claims adjudication or result in denial of my claim. | declare that the information provided in this
Employee Statement and any statements provided in any personal or telephone interview relating to this claim are/will be true, complete and accurate.

This authorization shall remain valid for the duration of the claim unless revoked in writing by me. Any copy of this authorization shall be as valid as the original.

For Quebec residents - Under this assignment, the definition of All Source Benefits and/or Other Income does not include the benefits paid by the Commission
de la santé et sécurité du travail or by the Commission des Iésions professionnelles.

Employee Signature Date




