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GROUP LIFE INSURANCE WAIVER OF PREMIUM PLAN SPONSOR CLAIM FORM

This form is to be comp|etec| b)’ the employer. (Please complete in full and provide date and your signature. Incomplete responses or missing
information will cause delays in the assessment and handling of this file.)

1. Employer Information

Name:
Employee's last name: Employee's first name
Group Policy No.: Certificate No.:

Name of employer:

Employee's job fitle: length of time in this job:

Date of hire:

Other Job Positions Held at the Employer:

Date last worked: Date paid fo: Number of hours:

Date expected fo return: Date returned:

Employee's basic salary and payment frequency on date of disability:

Ohourly Oweekly O monthly O annual

If the employee’s salary varies or is based on commissions, please include the previous year's T4 slip for Revenue Canada. If this employee receives commissions and/
or bonuses, please provide defails (i.e. amounts, frequency, etc.)

Are you able to accomodate this employee with modified duties/hours: O Yes I No I "Yes| please explain:

Do you have other positions this employee could be suited fore Please describe or attach job descriptions.

Indicate why employee stopped working: O lllness O Injury
O Llayoff — Dates: From fo

O leave of Absense — Dates: From fo

O Other [explain):

Present Status of employee: I On disability leave [ Terminated O On Pension/retired [0 Other (explain):

Please attach one of the following: O Job description including physical demands analysis O Employer Job Description (form 197)
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https://cdn.equitable.ca/forms/general/197.pdf

EEH:

GROUP LIFE INSURANCE WAIVER OF PREMIUM PLAN SPONSOR CLAIM FORM

Please indicate the time period (in months and years) necessary to master activities involved in this job and the general training usually

required before such employment can be obtained.

Please outline any courses and/or onthe-job training completed by the employee:

Are you aware of the employee being involved in any other type of occupation prior to disability or during leave?

i.e. part fime employment elsewhere, home based business or volunteer work.

Date: Employer Name:

Authorized Name of Employer/Plan Administrator (please print):

Authorized Signature of Employer/Plan administrator:

Title:

Telephone no: Fax no:

Email:

Upload the signed and completed form via www.equitablehealth.ca using our secure Document Submission Tool located under the
Quick Links sectfion. You can also fax them to 1 888 505 4373 or mail them to:

Equitable

Group Disability Claims Department

One Westmount Road North

P.O. Box 1603 Stn. Waterloo, Waterloo Ontario N2J 4C7

Please note: Equitable® cannot ensure the privacy and confidentiality of any information sent through the internet because e-mail may be
vulnerable to inferception. As a result, Equitable is not responsible for any loss or damages you may incur if your information is intercepted and
misused. If you would prefer to submit your information by another means, please contact us at 1 800 265 4556.
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