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CLAIM FORM
Depending on your region, please submit completed form to: Life Insurance
Quebec Ontario, Atlantic and Western Provinces
PO Box 800, Station Maison de la Poste 522 University Avenue, Suite 400
Montreal, Quebec H3B 3K5 Toronto, Ontario M5G 1Y7

Policy no.‘ I ‘ Division no. ‘_A_A_‘ Class no. Certificate no.‘ [ ‘ [ ‘ L | ‘

Employer’s name

Member’'s name
Member’s status: [ Active [ Retired [ Disabled

1. The deceased is: (1 the member [ the spouse (attach marriage certificate, if applicable)
(1 a dependent child (attach birth certificate)

If the deceased is the spouse or a dependent child, continue from question number 5.
Y M D Y M D
2. Date employed ‘ L ‘ \ ‘ \ ‘ Last day worked ‘ L ‘ \ ‘ \ ‘
Y M D
Remained on your payroll to \ L \ \ \ \ \

3. At the time of death, was the member part of your personnel?
1 YES Did he/she work until his/her death?
(d Yes Annual salary at the time of death $
(1 No Reason: [ Disability leave, annual salary when disability began $

(1 Other, specify

d NO Reason for termination of employment: [ Retirement, annual salary upon retirement $
(1 Other, specify

4. Occupation at the time of death
5. Amount of life insurance at time of death $

6. Employer’s signature Date ‘ [ N ‘ \ ‘ \ ‘
Address Tel |0 Lo L]
Note: If the member’s enrolment forms are in your files, please attach the member’s enrolment form if the member is the deceased.

BENEFICIARY’S (CLAIMANT) STATEMENT

1. Beneficiary’s name

Address Postal code‘ [ ‘ [ ‘
Tel. ‘ [ ‘ [ ‘ L1 ‘ Relationship to insured

Y M D
Date of birth ‘ L] ‘ \ ‘ \ ‘ Social Insurance Number ‘ [ \ L \ L \

* The member is the beneficiary of the life insurance on his/her dependents (spouse and children).
* |f the beneficiary designation is legal heirs, administrators, assignees or estate, please attach a copy of the marriage contract and will, if
applicable.

2. Name of deceased

Y M D Y M D
Dateofbith |1 | | | | | | | pateofdeath | 1 1 1 | | | | |

3. Cause of death (accidental death: attach the coroner’s report. Do not wait for the coroner’s report before sending the other documents).

4. Claimant’s name (if different from the beneficiary) Tel.‘ [ ‘ [ ‘ L1 ‘
Address Postal code‘ L | ‘ L ‘

5. Did the deceased have a retirement plan or individual contract with Industrial Alliance?

If yes, specify the policy number‘ N S S Y A

Note: Please attach the official death certificate or have the physician complete and sign the section on the reverse side.

If the face amount is more than $100,000, both documents (the death certificate and the physician’s statement) are required.
F54-361A (09-01)

BENEFICIARY (CLAIMANT) CONFIRMATION/AUTHORIZATION

| HEREBY CONFIRM that the information contained in this Claim Form is true and complete to the best of my knowledge.

| HEREBY AUTHORIZE Industrial Alliance to access, copy and review any files in its possession relating to the deceased for the purpose
of investigating and processing the deceased’s death claim. | also authorize the use of my Social Insurance Number with respect to this claim.
| HEREBY AUTHORIZE any healthcare provider or professional, medical organization, insurance or reinsurance company, investigation and credit
reporting agencies, workers’ compensation board, the policyholder, an employer as well as any other person, private or public organization or institu-
tion to disclose any personal or health information, records or knowledge about the deceased to Industrial Alliance, its employees, its reinsurers or to
any agency acting on behalf of Industrial Alliance for the purpose of investigating and processing the insurance claim related to the deceased.

I AGREE that a photocopy of this Confirmation/Authorization is as valid as the original.
Signed at this day of 20

Beneficiary’s (claimant) signature

Reference: (z )

Deceased’s name: Date of birth: L1 ‘ | ‘ | ‘




PHYSICIAN’S STATEMENT (If a physician was not called to the deceased person’s side, attach the official death certificate.)

Full name of deceased
Y M D Y M D

Date of death [ ‘ \ ‘ \ ‘ Place of death Dateofbirth‘ [ ‘ \ ‘ \ ‘

Principal cause of death Date of onset Y M D
(iIInessorevent)‘ L1 ‘ \ ‘ \ ‘

Causes that contributed to death (if applicable)
Y M D Y M D

Iattendedthedeceasedfrom‘ [ ‘ \ ‘ \ ‘to‘ L] ‘ \ ‘ \ ‘

Signed at this day of 20

Physician’s name (Print in ink)

Physician’s signature

Address

DISCLOSURE

At Industrial Alliance, the personal information we collect concerning a member and his/her insured dependents is kept in strict confidence and
is only used for the purpose that has been authorized. A member’s personal file is kept at Industrial Alliance’s offices.

A member has the right to request access to his/her personal information and, if necessary, correct any inaccurate information. To do so, a
written request should be sent to the following address: Industrial Alliance Insurance and Financial Services Inc., Information Access Officer,
1080 Grande Allée West, Quebec City, QC, G1K 7M3.

Access to a member’s personal information will be limited to Industrial Alliance’s employees, agents, reinsurance and service providers in the
performance of their jobs, individuals to whom you have granted access, and persons authorized by law.

For the purpose of audits and administrative reporting, Industrial Alliance may release to the member's employer/policyholder statistical
financial information without personal identifiers.



