
F
54

-7
03

A
(1

1-
01

)

A partner you can trust.

GROUP INSURANCE

Administration

Guide

www.inalco.com

The elephant 
symbol of our 100 years 
of strength and longevity.

54-703A_Couvert_54-703A_Couvert  11-01-19  10:29  Page1



1

› The Administration Guide

Industrial Alliance has developed this guide to facilitate the administration of your group insurance plan. 
It describes the procedures that should be followed in the day-to-day administration of your plan.

If you require more information, please contact one of our Customer Service Representatives:

Customer Service

Phone number
Toll-free: 1 877 422-6487 (1 877 IA-ANGUS)
Montreal region: 514 499-3800
Toronto region: 416 585-8921

Postal Addresses (according to your administrative centre)

Montreal
Montreal
Administration Department
PO Box 790, Station B
Montreal, Quebec  H3B 3K6
Fax: 514 499-6615

Claims Department
(Health/Dental/Disability)
PO Box 800, Station Maison de la Poste
Montreal, Quebec  H3B 3K5

Fax numbers:
Health & Dental: 514 499-3784
Disability: 514 499-6691

Website

www.inalco.com

Group Insurance Website
www.inalco.com/groupinsurance

Email address

groupinsurance@inalco.com

Fax number
Toll-free: 1 877 392-6487 (1 877 FX-ANGUS)
Montreal region: 514 499-3784
Toronto region: 416 204-4779

Toronto
Administration or Disability Department
522 University Avenue, Suite 400
Toronto, Ontario  M5G 1Y7

Fax numbers:
Administration: 416 598-8178
Disability: 416 585-8901

Health & Dental Claims Department
PO Box 4643, Station A
Toronto, Ontario  M5W 5E3

Fax: 416 204-4779
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Thank you for choosing Industrial Alliance
Group Insurance

We offer financial protection to companies of all sizes and in
all types of business. To this end, we focus on the quality of
our service and a solid partnership with our representatives.

With two administrative centres in Montreal and Toronto, 
and regional sales and service offices across Canada,
Industrial Alliance provides clients with personalized service
attuned to the regional characteristics of each market. 
To ensure that we always provide quality service, we regularly
measure our clients’ degree of satisfaction. The last time we
consulted our clientele, this rate exceeded 95%.

At Industrial Alliance Group Insurance, we offer you and
your team products and services adapted to your needs.
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› How to Order or Download forms

We have several ways for you to order forms to properly
administer your group insurance plan.

You can download, print and order all the forms you need
directly from our website.

Process:
› Visit our group insurance website at

www.inalco.com/groupinsurance
› Click on the “Administrator Services” section
› Choose the download or order forms option

If your company does not have access to the Internet, 
you can order all forms by phone or fax.

This guide is also available on our website under the
Administrator Services section.
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› The Premium Statement

IN-FORCE LIST OF PARTICIPANTS
For each employee participating in your plan, the list indicates
the name, insurance benefits for which he/she is covered, type
of protection (individual or family), volumes of insurance, class
of employee and amount of the contractual premium (generally
monthly), as well as the sales tax.

CHANGES AND ADJUSTMENTS
This document contains any changes that result in a debit or
credit. If the change results in a credit, it will appear as a
negative amount on the list of changes and adjustments.
Adjustments are pro-rated according to the number of days of
insurance (1/30 daily).

DESCRIPTION OF THE CODES THAT APPEAR
ON YOUR PREMIUM STATEMENT
Termination of the Benefit or Member

› Deletion of a Class – Code 01
› Cancellation of a member – Code 40
› Cancellation of a benefit – Code 01
› Division transfer – Old division

– Code 45
› Class transfer – Old class  

– Code 46
› Change of coverage – family to individual  

– Code 33

Correction

› Correction of the effective date/cancellation 
of benefits – Code 01

Termination of a Division

› Closing of a division – Code 01

New benefit

› Installation, enrolment or reinstatement of a
member/participant's insurance – Code 31

› Installation, enrolment or reinstatement of a benefit 
– Code 32

› Division transfer – New division – Code 45
› Class transfer – New category – Code 46
› Change of coverage – Individual to family  

– Code 32

Change

› Volume change – Code 05
› Salary change – Code 05

PREMIUM NOTICE
The summary of volume of insurance and the number of
participants in your plan is indicated by benefit on the
premium notice. It also summarizes the amounts received, 
the amounts invoiced and the total premium to be paid. 
You will receive two copies of the premium notice: one to 
be returned with your payment and the other to retain in 
your files.

An administrative tool
The monthly invoice is made up of three documents: an in-force list of participants, a list of changes 
and adjustments and the premium notice.
Changes received prior to the 15th of the month will appear on the next premium statement.
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› Claim Forms

1 - HEALTH INSURANCE

1.1. Medical Expenses (F54-326A)
To request a reimbursement for prescription drugs, medical expenses, paramedical care, vision care or ambulance fees, the member must
complete the Medical Expenses form (F54-326A) and attach the original receipts.

Drug payment card

If your plan has an ESI drug card, the receipts for prescription drugs are not required if the member presented the drug card to the
pharmacist. However, in some cases, the original receipts may be requested.

F54-267A

F54-326A

Original receipts
The receipts are not returned.

› To coordinate benefits with another insurer, the member may include a duplicate or photocopy of the receipts, along with a
copy of the benefits statement issued by Industrial Alliance.

› The member may submit a copy of the benefits statement, for income tax declarations.

1.2. Dental Care in Case of Accident (F54-267A)
To request a reimbursement for Dental Care following accidental injury to natural teeth, the member must send the completed Dental
Care in Case of an Accident form (F54-267A) and attach the x-rays taken after the accident but before the treatment.
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2 - DENTAL CARE

2.1. Dental Care (F54-288A)
To request a reimbursement for Dental Care, the member must submit the Dental Care form (F54-288A) or the standard form
available from the dentist, completed and signed in ink. 

2.2. Treatment program
For all requests for treatment in which the total cost exceeds $500, the member should submit a treatment program from the
dentist before starting the treatment. To facilitate the evaluation of the reimbursable amount, also include the x-rays taken
before the treatment. The x-rays will be returned to the dentist. Industrial Alliance will then specify the amount reimbursable
under your contract.

F54-288A
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3 - SHORT-TERM DISABILITY INCOME BENEFIT
For a short-term disability income benefit request, check off the “Short-term Disability” box under “Type of claim.”

3.1. Initial Request
Have the following people complete the Disability Claim Form – Initial Request (F54-381A):

› the policyholder;
› the member;
› the attending physician.

The member must sign in ink part 7, “Member Confirmation/Authorization” of the “Member’s Statement,” as well as the two parts
preceding the “Attending Physician's Statement.”

The attending physician must complete the section corresponding to the patient’s state of health (psychological or physical illness 
or both).

Do not detach the pages.

F54-381A

F54-381A

F54-381A

✓
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3.2. Extension of disability
If the disability continues beyond the date specified in the initial request, have the Disability Claim Form – Extension of Disability
(F54-382A) completed by the member or attending physician or provide the information requested by the insurer.

The member must sign in ink part 4, “Member Confirmation/Authorization” of the “Member’s Statement,” as well as the two
parts preceding the “Attending Physician's Statement.”
The attending physician must complete the section corresponding to the patient’s state of health (psychological or physical illness 
or both).

Do not detach the pages.

F54-268A

3.3. Return to work
The employer must confirm the member’s return to work by using the Notice of Return to Work form (F54-268A) and specify 
if it is a full-time, part-time or a gradual return by checking the appropriate box.

F54-382A

F54-382A

✓
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4 - LONG-TERM DISABILITY INCOME BENEFIT
For a long-term disability income benefit request, check off the “Long-term Disability” box under “Type of claim.”

4.1. Initial Request

Plans WITH the Short-Term Disability Income Benefit

Before the expiry date of the benefits period of the Short-Term Disability Income Benefit, the Claims Department will inform the member which
documents are required to continue studying the file.

Plans WITHOUT the Short-Term Disability Income Benefit

The employer must complete the “Policyholder’s Statement” section of the Disability Claim Form – Initial Request (F54-381A).

Also have the form completed by the following people:
› the member;
› the attending physician.

The member must also: › sign in ink part 7, “Member Confirmation/Authorization” of the “Member’s Statement,” as well as the
two parts preceding the “Attending Physician's Statement;” 

› on the insurer’s request, attach any other document or information relevant to the study of the file (for
example, copy of the medical reports issued since the onset of the disability, copy of the results of all
tests, specialist consultation reports, etc.);

› provide a description of his/her job.

The attending physician must complete the section corresponding to the patient’s state of health (psychological or physical illness 
or both).

Do not detach the pages.

F54-381A

✓
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F54-381A

F54-381A
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4.2. Extension of Disability
If the disability continues beyond the date specified in the initial request, have the Disability Claim Form – Extension of Disability
(F54-382A) completed by the member or attending physician or provide the information requested by the insurer.

The member must sign in ink part 4, “Member Confirmation/Authorization” of the “Member’s Statement,” as well as the two parts
preceding the “Attending Physician's Statement.” 

The attending physician must complete the section corresponding to the patient’s state of health (psychological or physical illness 
or both).

Do not detach the pages.

4.3. Return to work
The employer must confirm the member’s return to work by using the Notice of Return to Work form (F54-268A) and specify if it 
is a full-time, part-time or a gradual return by checking the appropriate box.

F54-268A

F54-382A

F54-382A

✓
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5 - WAIVER OF PREMIUMS
For a waiver of premiums request, check off the “Waiver of Premiums” box under “Type of claim.”

Premium payments for certain benefits for the disabled employee and his/her dependents could be waived if included in your contract.

5.1. Initial request
Plans WITHOUT the Long-Term Disability Income Benefit

After a continuous period of disability defined in the contract (generally 6 months), the employer must complete the Disability Claim Form –
Initial Request (F54-381A).

The following people must also complete the form:

› the member;
› the attending physician.

The member must sign in ink part 7, “Member Confirmation/Authorization” of the “Member’s Statement,” as well as the two parts
preceding the “Attending Physician's Statement.”

The attending physician must complete the section corresponding to the patient’s state of health (psychological or physical illness or both).

The request must be submitted 3 months after the onset of disability at the earliest, and 6 months after the onset of disability
at the latest.  

Plans WITH the Long-Term Disability Income Benefit

The waiver of premiums takes effect as soon as the long-term disability income insurance benefits are paid, unless your contract provides
for a different period.

Employee Eligible for Disability Benefits from a Government Plan other than the QPP/CPP 
(Eg.: WSIB, WCB, CSST, SAAQ, IVAQ)

Even if the member is eligible for benefits from a government plan that covers disabilities following an accident at work, an automobile
accident or a criminal act, a Waiver of Premium request must be submitted to Industrial Alliance.

The employer must complete the “Policyholder’s statement” section of the Disability Claim Form – Initial Request (F54-381A).

The following people must also complete the form:

› the member;
› the attending physician.

In addition, the member must:

› sign in ink part 7, “Member Confirmation/Authorization” of the “Member’s Statement,” as well as the two parts preceding the
“Attending Physician's Statement;”

› attach a photocopy of the benefits statement from a government plan other than QPP/CPP (Eg.: WSIB, WCB, CSST, SAAQ, IVAQ);
› attach a copy of all communications received from the government plan mentioned previously (for example, a letter of approval 

and proof of payment) and if possible, a copy of the file.

The attending physician must complete the section corresponding to the patient’s state of health (psychological or physical illness or both).

The request must be submitted 3 months after the onset of the disability at the earliest, and 6 months after the onset of the
disability at the latest. 

Do not detach the pages.

5.2. Extension of disability
If the disability continues beyond the date specified in the initial request, have the Disability Claim Form – Extension of Disability
(F54-382A) completed by the member or attending physician or provide the information requested by the insurer.

The member must sign in ink part 4, “Member Confirmation/Authorization” of the “Member’s Statement,” as well as the two parts preceding
the “Attending Physician's Statement.”

The attending physician must complete the section corresponding to the patient’s state of health (psychological or physical illness or both).

Do not detach the pages.
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6 - LIFE INSURANCE
Upon the death of the member or one of his/her dependents, have the Claim Form - Life Insurance form (F54-361A) completed by the
following:

› the employer;
› the member or the beneficiary, if the member is deceased;
› the physician who confirmed the death, if applicable.

Attach the official death certificate.

If the amount insured is $100,000 and more, a second proof of death is required (funeral director's certificate or any other document
that proves the death).

Note: When a dependent dies, the member is the beneficiary.

7 - ACCIDENTAL DEATH AND DISMEMBERMENT
Please contact one of our Customer Service Representatives to request the required documents.

F54-361A
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