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WEEKLY DISABILITY BENEFITS STATEMENT 
 
 
 

Member Information Local Union No 
 

Please Check Here   if this is a 
Change of Address 

Sex 
(circle) 

Date of Birth 
     M               D               Y 

Name (Last) (First) 

M F 
      

Social Insurance Number Address (Street) 
         

Prov Postal Code Telephone Number (City) 
                  

 
Date Employed 

      M                 D                Y 
Last Day Worked 

      M                 D                Y   AM 

            
  PM 

Was more than half day worked?   Yes      No 
 

If no, how many hours? _____________________ 

Date Disability Caused Lost 
Time 

      M                 D                Y 

Date Returned to Work 
      M                 D                 Y 

            

Has claimed been filed with UIC Sickness?    Yes       No 
 

Is illness or injury due to occupational causes?    Yes      No 

 
Has a claim been filed with Worker’s Compensation Board?    No       Yes – If Yes, provide Claim No:  
 
Have you (or will you) applied/apply for any benefits from any other sources (including pension benefits)?    Yes          No 
 
If Yes, what is the amount of the benefit received? ___________________ 
 
A copy of your tax return may be required at the request of the Administrator. 
 
 
IN CASE OF ACCIDENT: 
 

Last Day Worked 
     M               D               Y 
      

  AM 
 

  PM 

Where did accident occur? (i.e. Home, School, Job Site, Other (specify)) 

How did accident occur? 
 
 
 

What was claimant doing at time of accident? 

Nature of injuries -  Specify 
 
 
 
 
I hereby authorize any healthcare provider, my plan administrator, insurance companies, other organizations, or benefit service providers working with Manulife Financial  to exchange information when necessary 
for the purpose of settlement of this claim and to administer the group plan.  I authorize release of the information contained in this claim form to the Insurer/Administrator, its authorized representative or 
consultant for the purpose of settlement of this claim.  I understand the information collected is kept in strict confidence and used solely for the purpose of assessing the claim and to administer the group benefit 
plan.  I certify that the information given is true, correct and complete to the best of my knowledge and that each of the above expenses are for medical treatment that I and/or my dependents received.  I 
understand that the fees listed in this claim may not be covered by or may exceed my plan benefits.  I understand that I am financially responsible to the supplier for the entire amount. 
 
___________________________________________                ________________________________________________ 
Date         Signature of Member 



Attending Physician’s Statement 
 

1. Diagnosis of present condition 
 a)  Primary 
 b)  Additional conditions or complications which affect duration of absence of work 
  
2.  To the best of your knowledge 
 a)  indicate when symptoms first appeared or accident 
 happened: 
  (Month, Day, Year) 
 
 

 
b)   has patient had same or similar condition? 
   No   Yes, please state when and describe 

3.   Is condition due to injury of sickness arising out of patient’s 
 employment? 
   No    Yes   Unknown 

4.  If patient is/was pregnant, indicate date or expected day of 
 confinement (Month, Day, Year) 

5.  Date of hospital in-patient admission (Month, Day, Year) 
 
 

Date of Discharge (Month, Day, Year) 

6. Nature of Treatment (e.g. date and type of surgery, treatment including medication, dosage, and frequency) 
 
 
7.  a) If patient was referred to you, give name of referring  
  physician 
 
 

b) If you have referred patient to a specialist, give name(s) of 
 physicians 

8.  a)  Date of first and all subsequent visits during present period of absence from work (Month, Day, Year) 
 
 
 
 b) Were you actively supervising this patient’s care during the full period? 
    No, comment in remark 
    Yes, state frequency of visits-   Weekly  Monthly  Other (Specify) 
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 

  From (Month, Day, Year) To (Month, Day, Year) inclusive 
 

 b) If still  unable to work, give approximate date patient should 
  be able to return (Month, Day, Year) 
 
 
 

the estimated number of weeks before possible return 

10. a) How does present condition affect patient’s ability to work (for example, restrictions, limitations, proposed surgery, etc.) 
 
 
 
 
 b)  Is patient fit for trial return to work on part-time or modified basis?   No  Yes -  if Yes, indicate date: 
 c)  Is patient a suitable candidate for vocational rehabilitation program?   No   Yes 
11. Do you believe patient is competent to endorse cheques and direct the use of the proceeds thereof?   No     Yes 
12. 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 and postal code) 
 
 
Signature of Physician 
 

Date (Month, Day, Year) 
 
 

or

 


