THE EMPIRE LIFE INSURANCE COMPANY

DISABLED EMPLOYEE’S STATEMENT

NamMe Of EMPIOYEE: ...c.viiiiiieieee ettt nee e Social INS. NO. .o
AAIESS ..ttt ettt at e b et et b e E e e a b e b e e et e R b e e b e e e e eab e e b e e et e R b e e b e e Ee oAb e e b e e et e b e e e e e R e e b e e bt e Ee e b e e b e e et e b e e b e et e e b e e bt e ae e re e reens
No. Street City Postal Code
Date you were last at WOrk .........cccooviieiieiiiie e Date you first became totally disabled .............cccoooiiriiiiiiie
Date you have returned, or @XPECt 10 FEIUM, 10 WOTK ... ..ottt et e bt e e bt e e e s b e e e ae e e e be e e abe e eabe e e aabe e e neeeeaseeaeaneeeaneeesaneeenneeesnneas

a) Did claim result from an accident? [ No [ ] Yes If yes, was accident [ ] Auto [ ] Work [ ] Other

If “Yes” please give: Date of accident ...........ccociiiiiiiiiiiiiici e, Time of aCCIdENt ......ccoiiiiiec
Where did accident occur and give details?

b)  Name of Auto Insurance Carrier if an auto aCCIAENT ........cceiiiiiiiiiiiie s Policy NO. ...oocviiiiiieiieececeee
0 1= PPN

No. Street City Postal Code Telephone
Name and address of Doctor/ facility firSt CONSUREA ...........couiiiiiiii ettt b bbb et e btk eeae e s et e e e nre st e naeeaeennen
Date first CONSUIEA fOr thiS ISADIITY ........eiteiiiiee ettt a e b bt h e bt et e e o h e e eb e et e e sheeeh e e eh e e eheeeb e e ebe e naeenbeenbeenaeesbeensnenanenanenns
Date ..o SigNAtUre Of EMPIOYEE .....coviiiiiitiiiiiee ettt ettt ettt r e et ees

Day, Month, Year

EMPLOYER’S STATEMENT

Bl

© ® N o

10.

11.

Group Policy NO. .....cccevvivvnenenen. Div No............. NaME Of EMPIOYET ... s s ne e
Certificate NO. .....ccooveieririrereeee e NamMe Of EMPIOYEE ..ot s sae e anesan e
Date employee DECAME INSUEA ..ottt ettt e e b e et e b e e b e et e e as e e as e e b e e as e e as e e b e eab e e b e e e e e ab e e b e et e eabe e bt et e e sbe e b e eneebeebeeneeane
Amount of benefit employee was insured for at time of disability $ ........ccccooeiiiiiieiee e 01 SRR
Has coverage for employee been terminated? [ INo [ IYes

If “YES” Ple@Se GIVE AALE @NT FTEASONS ......c.eiiuiiiiiiiiie ittt ettt ettt e e bt e bt e st e bt et e e bt eas e e e et ea bt ea st et e ea bt e ab e e e e ea st ea bt eab e eabe e bt et e enne e st eteeneeneeneenne
Date employee last WOrked............coccoeviiiiiiieiiiiiiccee s time...ocooiciiis am/p.m.  Full Shift? [ ] Yes [ ] No Specify below

Date employee returned t0 WOrK ..........cccceiiiiriiiiiiiiiccceeeee, time...ocooiciiis am./p.m.  Full Shift? [ ] Yes [ ] No Specify below

Number of work days miSSed (10 NEATESE NAIF GAY) .......eiueiiriiiei ettt h e ea et a e ea et ea et e h e e ea e e eae e ea e e ea e e ea b e eaneeaeeeaeeenneeateeanenn
a)  State exXact AUHIES OF BIMPIOYEE ......ciiiiiiiiiiii ettt ettt h e bt et e bt et e e et e bt e e e e et e b e e et et e e bt et e e st e st et e et e e nbe e bt eneenneebeennes
b) Was employee working full time D or, part time D or on workshare [ ] at time of disability .......ccoerireennnen. No. of hours worked

Is claim being made for Worker's Compensation Benefits? [ |No [ | Yes
Please give any other information you think might help us in the consideration of this claim.




Attending Physician’s Statement - SD5

Instructions 1. Please print.
2. Part 1 to be completed by patient.

3. Part 2 to be completed by physician.

4. Any charge for completing this form is the patient’s responsibility.

Part1: Patient Authorization

Name

Policy no.

I, the undersigned, authorize

(i) any health care professional or practitioner as well as any public or private health or social services institution, any insurance company, the Medical
Information bureau, financial institutions, personal information agents, agencies which collect data on risk and losses, bodies having as there object
the prevention, detection or repression of crime or statutory offences, market intermediaries, my current employer or my former employers, or any
other person whom | have indicated as reference, including amongst others any medical information, to provide and exchange this information with
THE EMPIRE LIFE INSURANCE COMPANY, its reinsurers and their respective agents, for the purpose of conducting any investigation relating to

the study of any claim on a continuing basis, including providing rehabilitation assistance.

(i) THE EMPIRE LIFE INSURANCE COMPANY to release any statistical information regarding claims paid on behalf of me, other than specific details relating

to my medical condition. A photocopy of this Authorization will be as valid as the original.

( ) -

Date of Birth (day, month, year)

Date:
Day, Month, Year Employee’s Signature Telephone
Part2: Attending Physician’s Statement
1. Diagnosis of present condition
a) Primary
b) Additional conditions or complications which might Height Weight

affect duration of absence from work

2. To the best of your knowledge

a) indicate when symptoms first appeared b) has patient had same or similar condition
or accident happened (day, month, year) [ ] No [ ] Yes, please state when and describe
3. Is condition due to injury or sickness arising out 4. If patient is/was pregnant indicate date or
of patient’s employment? expected day of confinement (day, month, year)
[ J]Yes [ ]No Comments
5. a) If patient was referred to you, give name of b) If you have referred patient to a specialist,

referring physician

give name(s) of physicians

6. a) Date of first visit for treatment during present period of absence b)

from work (day, month, year)

Date of latest attendance for treatment
(day, month, year)

c) Were you actively supervising this patient’s care during the full period?

D No, comment in remarks

[ ] Yes, state frequency of visits

[] Weekly [] Monthly [ ] other (specify)

7. a) Date of hospital in-patient admission (day, month, year)

b)

Date of discharge (day, month, year)

c) Name and Address of Hospital

8. Nature of treatment (e.g. medications; physio; date and type of surgery, etc.)

9. a) To the best of your knowledge, indicate period patient has been unable to work at own occupation as a result of present condition
To (day, month, year) inclusive

From (day, month, year)

b) If still unable to work, give approximate date
patient should be able to return (day, month, year)

‘ the estimated number of weeks before possible return

or

c¢) If unable to return to work fulltime, could patient return to work on a part-time basis? | |

or to modified duties? [ |
From (day, month, year)

To (day, month, year)

d) Is patient a suitable candidate for
rehabilitation program?
[ ]Yes [ INo

10. Please advise how present condition affects patient’s ability to work (for example restrictions, limitations, proposed surgery, etc.)

11. Remarks - Please provide comments and further details which you feel would be helpful

Name of attending physician (please print)

Specialty

Telephone No.
( ) -

Address (number, street, city, province, postal code

Fax No.

( ) -

Signature

Date (day, month, year)

GH-0055-ENG-03/02




