Plan Member’s Statement &
. oy ey Sun %
Disability Transition Form Life Financial

Claim for Long-Term Disability Benefits

Sun Life Assurance Company of Canada, a member of the Sun Life Financial group of companies
is committed to keeping your information confidential.

n Member information

In order to avoid any de]aYS in Contract Number Member ID Date of Birth (d/m/y)
the assessment of your claim,
we also require the Plan
Sponsor’s Statement to be Name - first and last name (Quebec residents - maiden name)

submitted. Any cost for (O Male [JFemale
information to substantiate
this claim will be the member’s Address (street number and name, apartment or suite)
responsibility.

If the Plan Sponsor pays any
portion of the premium, the City Province Postal Code
plan is taxable. Your Social

Insurance Number is required
for T4As. Home Telephone Number Social Insurance Number

) [ I O T I

n Plan Sponsor information

Company Name Division Number

Street Address

City Province Postal Code

Contact Person Contact’s Telephone Number Ext.

( )

n Automatic deposit of your disability payments

This service is subject to the We offer you, for your convenience, the option of your benefit payments being directly deposited into your

approval of your claim. account at any bank, trust company, caisse populaire or credit union in Canada. If you would like to have
your payments directly deposited into a chequing account we require a void cheque or for a savings
account, please provide the following account details. Please check with your Benefits Adminstrator to
determine if this option is available to you.

Bank Name
Address
Bank Number Branch Number Account Number

n Waiver of Premium

Do you have Life insurance coverage with a Waiver of Premium provision? Yes [] No [ If yes, please ensure
your Plan Sponsor returns copies of all enrolment cards.
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B About your current situation

1. Treatment Update

List any additional health care providers you have seen since your last report. Please include physicians, physiotherapists, chiropractors, psychologists,
counsellors and therapists.

Name Specialty Address Telephone Number
( )

Date(s) and reason for visit(s)

Name Specialty Address Telephone Number
( )

Date(s) and reason for visit(s)

Name Specialty Address Telephone Number
( )

Date(s) and reason for visit(s)

2. Returning to work is an important part of your treatment program.

Since your last update, have you tried to return to your job? If yes, please advise (the dates, type of work, etc.)

If no, please describe how your condition prevents you from working. Include a description of which duties of your job you are unable to perform because
of your illness or injury. As well, list the duties of your job you are able to perform. (Attach extra sheets, if necessary.)

You must notify Sun Life
Assurance Company of Canada
promptly if:

Have you discussed a return to work with your doctor? If yes, please explain.

* your medical condition

improves so that you are able -
to work When do you expect to be able to return to your own occupation?

* you begin working again If modifications were made to your current occupation, would you be able to return? Please explain.
either as an employee or as a
self-employed person, or

« you change your address. If you'don't anticipate returning to your own occupation, are you recePtive to considering alternative work in keeping with your training, education and
experience? When do you expect to be able to do any occupation duties?

n Canada/Quebec Pension Plan Benefits

1. Have you applied for a Disability Pension under the Canada/Quebec Pension Plan for [J yourself or
L] your dependents?

Date (d/m/Yy)

Yes [ When did you apply?
No [ B Give reasons why you have not applied.

2. If you have applied for a Disability Pension, has your application been approved?
Yes [ B> Please include a copy of the Notice of Entitlement with this form.

Date (d/m/Yy)
Benefit effective date: Benefit amount per month?

No [ Please explain and provide a copy of the denial letter. (For example, if you have been denied or
you are appealing a decision, please explain and give dates.)
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n Canada/Quebec Pension Plan Benefits (continued)

3. Provide the following information for any dependent children living with you:

Relationship Date of Birth If child is 18 or over
Full Name to you check whether child is:
Son  Daughter Day : Month : Year Handicapped Full-time Student
O O : O O
O O O O
O O O O
| | | O O

Please list any amounts of money you are currently receiving or expect to receive each week or month from the
following sources. We may take some of these amounts into consideration when we calculate your Long-Term

Disability benefit.

Are you Have you Are you receiving or Amount
eligible for Insurance Co. & applied for do you expect to per

Source this benefit? | Policy Number this income? receive this income? [] Week

Yes No Yes No Current Expected [] Month

Any other disability insurance (ie.

WCB/WSIB/CSST, Union Disability O d O d O O

Benefit, Creditor, Credit Cards, etc.)

Auto insurance O O O O O [

Other Group/Association/ O O 0O O 0 0

Individual Plans

Employment Insurance O O O O O O

Employer Disability or Retirement O O O 0O O O

Criminal Victims Benefit O O O O O O

Severance or Retirement Package O O 0o O O O

Other (specify) O O 0o O O O

n Your education and acquired skills

1. What was the highest grade level you completed or the highest degree you obtained? Attach a resumé, if available.

2. Please describe other educational training or skills upgrading (include on-the-job training, special interest
courses, etc.) In addition, list any other skills you have acquired. These skills may include typing, computer
skills, operation of equipment, supervisory skills, special licenses, etc. They may also include skills
acquired through volunteer work, hobbies and interests.

045-1905 (02-09-2005) Page 3 of 4



n Your declaration and authorization

Fraudulent claims are costly for
all participants in a benefits
plan. As Administrator of this
plan, we may check the accuracy
of the information given in
support of your claim.

If you are age 60 or over, please
attach a copy of your birth
certificate, baptismal record,
passport or drivers license as
proof of age.

Visit our Web site:

www.sunlife.ca/
health and work

045-1905 (02-09-2005)

I certify that the statements in this form are true and complete.

I understand that Sun Life Assurance Company of Canada may investigate this claim. I authorize Sun Life
Assurance Company of Canada, its agents and service providers to use and exchange information needed for
underwriting, administration and adjudicating claims under this Plan with any person or organization who has
relevant information pertaining to this claim including health professionals, institutions, investigative agencies,
insurers and reinsurers. I agree that Sun Life Assurance Company of Canada and my Plan Sponsor may share
financial information related to my claim for purposes relevant to the management of the plan. I understand that
information about me pertaining to this claim may be reviewed in the event that this Plan is audited.

I agree that a photocopy of this authorization or electronic version is as valid as the original and shall continue to
have effect throughout the duration of my claim.

I authorize Sun Life Assurance Company of Canada and my Plan Sponsor and their medical consultants to
exchange information about me, except for details relating to diagnosis, treatment or medication, that is relevant
to this claim for the purpose of planning and managing my rehabilitation and return to work.

Name (please print)

Member’s signature Date (d/m/Yy)

X

After you have completed this form, insert in the “Private and Confidential” envelope provided, seal
and send directly to the Sun Life Assurance Company of Canada Group Disability Management office
that is managing your claim. If you are not sure which office to send your information to, please
contact your Benefits Administrator. If you prefer you may fax the form directly to the appropriate
office or give the sealed envelope to your employer to send to us.

Halifax: Montreal: Toronto:

Fax: 1 866 639-7850 Fax: 1 866 639-7846 Fax: 1 866 639-7851
1100 - 1809 Barrington Street PO Box 11037 Stn CV PO Box 950 Stn A
Halifax NS B3J 3K8 Montreal QC H3C 4W8 Toronto ON M5W 1G5
Kitchener/Waterloo: Edmonton: Vancouver:

Fax: 1 866 209-7215 Fax: 1 866 639-7820 Fax: 1 866 639-7829

PO Box 100 Stn C PO Box 2733 Stn Main PO Box 48810 Stn Bentall
Kitchener ON N2G 3W9 Edmonton AB T5J 5C9 Vancouver BC V7X 1A6

Page 4 of 4




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /FRA <>
    /ENU (Use these settings to create PDF documents with higher image resolution for improved printing quality. The PDF documents can be opened with Acrobat and Reader 5.0 and later.)
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308000200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e30593002537052376642306e753b8cea3092670059279650306b4fdd306430533068304c3067304d307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e30593002>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


