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

Mailing Address (according to your administrative centre)
Toronto 
Administration or Disability Claims Department
522 University Avenue, Suite 400
Toronto, Ontario  M5G 1Y7

Fax numbers
Administration: 1-888-781-0924
Disability Claims: 1-877-781-1583

Health & Dental Claims Department
PO Box 4643, Station A
Toronto, Ontario  M5W 5E3
Fax: 1-877-780-7247 

Website
ia.ca

Email Address
groupinsurance@ia.ca

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

Montreal 
Administration or Disability Claims Department
PO Box 790, Station B
Montreal, Quebec  H3B 3K6

Fax numbers 
Administration: 1-888-780-2376 
Disability Claims: 1-877-799-6691

Health & Dental Claims Department
PO Box 800, Station Maison de la Poste
Montreal, Quebec  H3B 3K5 
Fax: 1-855-884-9811
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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.

At Industrial Alliance Group Insurance, we offer you and 
your team products and services adapted to your needs.
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› Forms, Communiqués, infobulletins and  
other useful documents

You can easily download and print forms, communiqués, 
infobulletins and other useful documents directly from our 
website!

Our website also allows you to find useful information, including 
the billing calendar, information regarding prescription drug cost 
management and information regarding fraud prevention.

Our website allows you to connect to My Client Space, our 
secure website, for the online administration of your plan and to 
access your personal group insurance plan online.

This guide is available in PDF format on our website.
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› Premium statement

in-ForCe LisT oF PArTiCiPAnTs
For each plan member, the list indicates the member’s name, 
insurance benefits, type of protection (individual or family), 
insurance volumes, class, contractual premium amount 
(generally monthly), and sales tax.

CHAnGes And AdJusTMenTs
This document contains any changes received before the  
15th of the month 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).

PreMiuM noTiCe
The premium notice shows the summary of volume of 
insurance and the number of plan members by benefit in your 
plan. 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 retain in your files 
and the other to be returned with your cheque payment, if 
applicable.

Industrial Alliance offers you three options for paying your 
monthly premium: pre-authorized withdrawals (PAW), Internet 
or cheque. If you opt for the Internet or cheque payment 
methods, premiums are due on the first day of the month after 
your statement is generated. If you opt for the pre-authorized 
withdrawal payment method, premiums will automatically be 
withdrawn from your bank account on the date you selected 
on the Policyholder Pre-Authorized Withdrawals (PAW) form 
(F54-863A).

If the entire premium for your group insurance policy is not 
received by the end of the allocated period, you will receive a 
letter reminding you that your premium payment is overdue. If 
the entire payment has still not been received within 45 days 
of the due date, health and dental claim reimbursements for 
all plan members under the group insurance policy will be 
suspended.

An Administrative Tool
Your monthly premium statement 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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› Premium statement

In-force List of Participants

ABC ENTERPRISES INC.
MS. CONNIE SMITH
299 MY STREET.
KINgSTON, ONTARIO
M2R 2B7

99999 00001

2014-01-01
2014-01-01

2014-01-31

B11111 12

BROwN KIM 123 456 789  100  25 000A

TOSTLER ROBERT 321 789 456  100  20 000A

1

GrouP Insurance

changes and adjustments

ABC ENTERPRISES INC.
MS. CONNIE SMITH
299 MY STREET.
KINgSTON, ONTARIO
M2R 2B7

99999 00001

2014-01-01
2014-01-01

2014-01-31

B11111 12

BROwN KIM 123 456 789  100  01-20030105
TOSTLER ROBERT 321 789 456  100  01-20030105

GrouP Insurance

Premium notice

ABC ENTERPRISES INC.
MS. CONNIE SMITH
299 MY STREET.
KINgSTON, ONTARIO
M2R 2B7

2014-01-01
2014-01-01

2014-01-31

B11111 12

99999 00001 1

GrouP Insurance
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› Administrative Procedures

1 - nEW PLAn MEMBER
All new plan members must join the group insurance plan if they meet the following conditions:

 › They meet the definition of eligible plan member as specified in your group insurance policy; 
 › They have completed the eligibility waiting period described in your group insurance policy; 
 › They are in a class of plan member that is eligible for coverage.

Enrolment Request
You and the eligible plan member must complete and sign in ink the Enrolment Request form (F54-018A). 

If you use Web@dmin to enrol a plan member, please perform the enrolment within 31 days of the eligibility date for the group 
insurance plan and keep the form for your records. 

If you do not use Web@dmin, please submit a copy of the form to one of our offices within 31 days of the plan member’s eligibility date 
and make sure to keep the original form in your files. 

For a waiver of benefits, see section 6 on page 12 of this guide.

F54-018a



8

Evidence of Insurability
If the Enrolment Request form is submitted more than 31 days after the eligibility date, evidence of insurability may be required.  
If so, attach the completed and signed in ink Evidence of Insurability form (F54-002A) to the Enrolment Request form (F54-018A).

F54-002a 

2 - CHAnGE OF COVERAGE

2.1. Individual to Family
A plan member with individual coverage can request family coverage if he/she has eligible dependents. You and the eligible plan member 
must complete and sign in ink the Change Request form (F54-070A) within 31 days after one of the following events:

 › Marriage or civil union 
 ›  Permanent cohabitation with a common-law spouse during the period stipulated in your group insurance policy  

(generally 1 year)
 › Termination of the spouse’s group insurance 
 › Birth or adoption of a first child

Please indicate any change in class on the form, if applicable.

If you use Web@dmin to process a change of coverage and other modifications, please perform them within 31 days of the event and 
keep the form for your records. 

If you do not use Web@dmin, please submit a copy of the form to one of our offices within 31 days of the event and retain the 
original form for your files. 

F54-070a
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F54-002a

evidence of insurability
If a dependent is not added to the plan within 31 days of the effective date of the dependent’s eligibility, evidence  
of insurability may be required. Attach the completed and signed in ink Evidence of Insurability form (F54-002A) to the Change 
Request form (F54-070A).

2.2. Family to Individual
A plan member with family coverage can request individual coverage if the family coverage is no longer required.  The Change Request 
form (F54-070A) must be completed and signed in ink and the reason for the change indicated. The change will be effective from 
the date that the plan member’s status changed if the request is received within 31 days following the change . 

If you use Web@dmin to process the change, please keep the form for your records. If you do not use Web@dmin, submit a copy of the 
form to Industrial Alliance and retain the original.

2.3. new Spouse 
Even if the plan member is insured for family coverage, the plan member must submit the name of the new spouse within 31 days of 
his/her marriage, civil union or the end of the cohabitation period stipulated in your group insurance policy.

The plan member must complete and sign in ink the Change Request form (F54-070A).

If you use Web@dmin to add a spouse and modify the coverage, please keep the form for your records. If you do not use Web@dmin, 
submit a copy of the form to Industrial Alliance and retain the original. 

If a spouse is not added to the plan within 31 days of the marriage, civil union or end of the cohabitation period stipulated in your 
group insurance policy, evidence of insurability may be required. Attach the completed and signed in ink Evidence of Insurability form  
(F54-002A) to the Change Request form (F54-070A).

2.4. new Dependent Child 
To add a dependent child, the plan member must submit the name of the dependent child within 31 days of his/her birth or adoption 
date.

The plan member must complete and sign in ink the Change Request form (F54-070A).

If you use Web@dmin to add a child and modify the coverage, please keep the form for your records. If you do not use Web@dmin, 
submit a copy of the form to Industrial Alliance and retain the original. 

If a dependent child is not added to the plan within 31 days of his/her birth or adoption date, evidence of insurability may be 
required. Attach the completed and signed in ink Evidence of Insurability form (F54-002A) to the Change Request form (F54-070A).
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3 - CHAnGE OF nAME OR ADDRESS

3.1. Change of name 
Complete the Change Request form (F54-070A) specifying the new name and have the plan member sign the form in ink. Please 
attach a copy of an official document (e.g. health card, marriage certificate, etc.) as proof. 

3.2. Change of Address

To make a change of address along with other modifications to a plan member’s file, complete the Change Request form  
(F54-070A), specifying the new address and other modifications, and have the plan member sign the form in ink. 

If you use Web@dmin to process the changes, please keep the form for your records. If you do not use Web@dmin, submit a copy 
of the form to Industrial Alliance and retain the original.

For a simple change of address, you can process it in one of the two following ways:

 › Via Web@dmin, if you have transactional access to Web@dmin; or

 › By completing the Notice of Change form (F54-020A), indicating code 24 and the new address(es), including postal code.

F54-070a

F54-020a

ABC ENTERPRISES INC.

ROBERT TOSTLER 24 5555, OxfORd ROAd, TORONTO 

KIM BROwN 24 123, 30TH AvE, KINgSTON 

KELLY SMITH 24 456, vICTORIA BLvd, ST. JOHN 

JudE SMITH  24 789, wESTMOuNd, ST. JOHN 

321 789 456

123 456 789

123 789 456

789 123 456
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4 - APPOInTMEnT OR CHAnGE OF BEnEFICIARY
To appoint, change or revoke a plan member’s beneficiary or change a beneficiary’s status (revocable/irrevocable), have the plan 
member complete and sign in ink: 

 › The Appointment or Change of Beneficiary form (F54-887A); or
 › The “Appointment or Change of Beneficiary” section of the Change Request form (F54-070A).

According to the law, the beneficiary designation is only valid if no prior irrevocable beneficiary designation exists. If the status of the 
beneficiary previously designated is irrevocable, refer to the “Revoking a Beneficiary” section below to learn about the legal provisions 
that apply.

revoking a Beneficiary 
 › Minors designated as irrevocable beneficiaries cannot renounce their beneficiary rights.
 › If the designation replaces a deceased irrevocable beneficiary, provide proof of death.
 › If the designation replaces an irrevocable beneficiary following a divorce, provide proof of divorce.
 › In all other cases, the irrevocable beneficiary’s signature must be obtained.

reminder regarding Beneficiary Appointments
 › Sections for the beneficiary appointment, the signature and the date must be completed in ink. 
 › The plan member cannot appoint himself/herself as a beneficiary. 
 ›  If the beneficiary appointment has been crossed out or altered with correction fluid or tape, the plan member must initial 

the change. 
 › The total allocation must be equal to or less than 100% (if less than 100%, the balance will be payable to the estate). 
 ›  In Quebec, if the plan member does not indicate that the designation of his/her spouse is revocable, the designation is 

considered irrevocable.

It is important for you to retain the originals of the appointment or change of beneficiary forms as you may have to provide them to 
Industrial Alliance upon request.

F54-070a

F54-887a
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6 -  WAIVER (CAnCELLATIOn) OF BEnEFITS
A plan member insured as a dependent on his/her spouse’s group insurance plan can waive the Health Insurance and/or Dental Care 
benefits under your group insurance policy. The plan member must complete and check the appropriate boxes in: 

 › The Enrolment Request form (F54-018A), under the “Spouse Information” section and the “Waiver of Benefits” section; or

 ›  The Change Request form (F54-070A), under the “Change of Coverage” section and under the “Waiver of Benefits” section.

If you use Web@dmin to waive the plan member’s health and dental benefits, please keep the form for your records. If you do not use 
Web@dmin, submit a copy of the form to Industrial Alliance and retain the original.

5 - COORDInATIOn OF BEnEFITS
If a plan member or dependent is covered by another group insurance plan, they can also be covered by your group insurance policy to 
maximize reimbursement (see the Canadian Life and Health Insurance Association Inc. (CLHIA) guide). When coordination of benefits applies, 
the plan member must complete and check the appropriate boxes in: 

 ›  The Enrolment Request form (F54-018A), under the “Spouse Information” section and the “Dependent Children Information” section; 
or

 ›  The Change Request form (F54-070A), under the “Change of Coverage” section.

Please submit a copy of the form to Industrial Alliance and retain the original.

F54-070a

F54-018a
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8.3. Conversion of Group Medical and Dental Insurance to an Individual Policy
A plan member’s Group Medical and Dental coverage may be converted to an Individual Policy at termination of employment, subject 
to the conversion privilege. 

The medical and dental coverage can be converted only if applied for within 60 days of the date the coverage is terminated. 
Make sure the plan member is aware of this time limit.

How does it work?

 1 .  Determine whether the conversion privilege is applicable under the terms of the Medical and Dental Insurance Benefit provision.

 2 .  Have the plan member complete and sign in ink an Individual Health Insurance Application – TRANSIT form (F54-776A-2) if the 
conversion privilege is applicable.

 3 . Have the plan member mail the completed form to the specified address on the form.

8.2. Conversion of Group Life Insurance to an Individual Policy
Basic and/or Optional Life coverage of a plan member or of his/her dependents may be converted to an Individual Policy at termination 
of employment, subject to the conversion privilege.

The Life coverage can be converted only if applied for within 31 days of the date the coverage is terminated. 
Make sure the plan member or spouse is aware of this time limit.

How does it work?

 1 .  Determine whether the conversion privilege is applicable under the terms of the Plan Member’s Life Insurance Benefit and the 
Dependents’ Life Insurance Benefit provisions in your group insurance policy.

 2 .  Have the plan member or spouse complete and sign in ink a Request for Conversion – Group Life Insurance to Individual Life 
Insurance form (F54-030A) if the conversion privilege is applicable.

 3 . Have the plan member mail the completed form to the specified address on the form.

7 -  REInSTATEMEnT OF BEnEFITS
If the spouse’s group coverage has been terminated (job loss or group insurance termination), the plan member may request the 
reinstatement of Health Insurance and/or Dental Care benefits. 

You and the eligible plan member must complete and sign in ink the Change Request form (F54-070A).

If you use Web@dmin, please perform the reinstatement within 31 days of the date of the spouse’s group coverage termination and 
keep the form for your records.

If you do not use Web@dmin, please submit a copy of the form to one of our offices within 31 days of the date of the spouse’s group 
coverage termination and make sure to keep the original form in your files.

If the reinstatement is requested more than 31 days after the date of the spouse’s group coverage termination, evidence of insurability 
may be required. If so, attach the completed and signed in ink Evidence of Insurability form (F54-002A) to the Change Request form 
(F54-070A).

8 - TERMInATIOn OF EMPLOYMEnT

8.1. Employment Terminated (cancellation of insurance)
Following a termination of employment, you can terminate the plan member’s and his/her dependents’ coverage in one of two ways:

 › Via Web@dmin, if you have transactional access to Web@dmin; or

 › By completing the Notice of Change form (F54-020A), indicating code 40 and the last day of work.

ABC ENTERPRISES INC

ROBERT TOSTLER                             40321 789 456 TERMINATION Of EMPLOYMENT

F54-020a
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9.2. Return from an Absence Caused by Disability
Complete the Notice of Return to Work form (F54-268A), specifying the type of return (gradual, part-time or full-time) and the 
number of hours worked per week.

F54-268a

8.4. Temporary Layoff
Indicate code 43 on the Notice of Change form (F54-020A).

Note:  Refer to the Termination of Insurance section in your group insurance policy to learn more about the specific stipulations regarding 
this clause.

F54-020a

ABC ENTERPRISES INC.

ROBERT TOSTLER                             31321 789 456

F54-020a

ABC ENTERPRISES INC.

ROBERT TOSTLER                             31321 789 456

9 - RETuRn TO WORk

Refer to the Reinstatement of Insurance section of your group insurance policy to establish if the duration of the absence allows a reinstatement of 
coverage or if you need to enrol the plan member as a new one. 

9.1. Return to Work Following Termination or Temporary Layoff
 ›  If the duration of the absence was shorter than the period in your group insurance policy for which coverage can be reinstated without an eligibility 

period, you can process it in one of two ways:

  › Via Web@dmin, if you have transactional access to Web@dmin; or

  › By completing the Notice of Change form (F54-020A), indicating code 31.

 ›  If the duration of the absence was longer than the period stipulated in your group insurance policy, follow the same procedure specified in section 1 
of this guide, “New Plan Member”.
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11 - CHAnGE In CLASS
The plan member’s coverage depends on the class to which he/she belongs. If your group insurance policy allows for several 
classes, please advise us of any change in class.

You can process a class change in one of two ways:

 › Via Web@dmin, if you have transactional access to Web@dmin; or

 › By completing the Notice of Change form (F54-020A), indicating code 46 and the new class.

Please perform the transaction in Web@dmin or submit the form to one of our offices within 31 days of the date of the change. 
Past the 31-day period, the change in class will be effective on the date the request is received.

evidence of insurability
If the salary increase exceeds the maximum available without evidence of insurability stipulated in your group insurance policy, 
attach the completed and signed in ink Evidence of Insurability form (F54-002A) to the Notice of Change form (F54-020A).

F54-002a

F54-020a

ABC ENTERPRISES INC.

ROBERT TOSTLER                              46 fROM CLASS 100 TO CLASS 110321 789 456

10 - SALARY CHAnGE
You can process a salary change or a mass salary change in one of two ways:

 › Via Web@dmin, if you have transactional access to Web@dmin; or

 › By completing the Notice of Change form (F54-020A), indicating code 5.

Please perform the transaction in Web@dmin or submit the form to one of our offices within 31 days of the date of the salary 
change. Past the 31-day period, the salary change will be effective on the date the request is received.

As plan administrator, you must inform us of any salary changes as soon as possible. Failure to properly report salary increases 
will result in benefit payments to your plan members being lower than they should be.

F54-020a

ABC ENTERPRISES INC.

ROBERT TOSTLER                              5321 789 456



16

13 - LEAVE OF ABSEnCE
Please note that only the benefits specified in your group insurance policy for each leave of absence will remain effective.

13.1.  Maternity Leave, Parental Leave

Before the departure date, complete the Notice of Change form (F54-020A), specifying:

 › Code 75 
 › The date of departure on leave 
 › The expected delivery date, if applicable 
 › The expected date of return

13.2.  Other Leave of Absence (Except Temporary Layoff – see section 8.4. on page 14  
of this guide)

Before the departure date, complete the Notice of Change form (F54-020A), specifying:

 › The code according to the nature of the absence 
 › The date of departure on leave 
 › The expected date of return

123 456 789

123 456 789

KIM BROwN  75   MATERNITY LEAvE dEPARuRE dATE123 456 789

KIM BROwN 75   ExPECTEd dELIvERY dATE

KIM BROwN  75   ExPECTEd RETuRN dATE

LES ENTREPRISES ABC INC.

F54-020a

F54-020a

KELLY SMITH x uNPAId LEAvE dEPARTuRE dATE123 789 456

KELLY SMITH x uNPAId LEAvE RETuRN dATE123 789 456

12 - TRAnSFER OF DIVISIOn
You can process a division change in one of two ways:

 › Via Web@dmin, if you have transactional access to Web@dmin; or

 ›  By completing the Notice of Change form (F54-020A), indicating code 45, the names of the plan members who have  
transferred from one division to another and any change in class, if applicable.

F54-020a

ABC ENTERPRISES INC.

ROBERT TOSTLER      45 fROM CLASS 100 TO CLASS 110321 789 456
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› Claims

1 - SuPPLEMEnTAL HEALTH InSuRAnCE

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

Group Benefit Card
If your plan includes a group benefit card, claims will be electronically transmitted under the condition that the plan member presents 
his/her group benefit card to the pharmacist. 

original receipts
in some cases, original receipts may be requested . receipts are not returned to the insured .

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

 ›  The plan member may use the benefits statements or the benefit history report available on CyberClient for income tax 
purposes.

1.2. Dental Care in Case of Accident
Expenses incurred for dental care related to an accidental injury will be covered if they meet the requirements under your 
supplemental health insurance benefit.

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

F54-267a

F54-326a
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2 - DEnTAL CARE

2.1. Dental Care
If the dentist does not use electronic submission, the plan member must submit the Dental Care form (F54-288A) or the standard 
form available from the dentist, completed and signed in ink by the dentist and himself/herself. 

2.2. Treatment Program
For all requests regarding treatment for which the total cost exceeds $500, the plan 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 group insurance policy.

F54-288a
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3 - SHORT-TERM DISABILITY InCOME BEnEFIT

3.1. Initial Request

As plan administrator, you can initiate a new disability claim with Industrial Alliance in one of two ways:

 › Simply call 1-877-422-6487; or

 › Complete and submit the Disability Claim Form – Policyholder’s Statement (F54-907A). 

Industrial Alliance then conducts a detailed phone interview with the plan member to obtain the required personal and medical 
information.

The plan member will also be asked to complete and sign in ink the Authorization for the Collection of Personal Information – Disability 
form (F54-900A). Industrial Alliance will communicate directly with the attending physician(s).

In all cases, the decision is communicated to you and the plan member by phone and by letter.

F54-900a

F54-907a
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3.2. Extension of Disability
If the disability continues beyond the date specified in the initial request, you must: 

 ›  Have the plan member and the attending physician complete the Disability Claim Form – Extension of Disability (F54-382A); or 

 ›  Provide the information requested by Industrial Alliance.

If you submit the Disability Claim Form – Extension of Disability, the plan 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
Complete the Notice of Return to Work form (F54-268A), specifying the type of return (gradual, part-time or full-time) and the 
number of hours worked per week.

F54-382a

3
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4 - LOnG-TERM DISABILITY InCOME BEnEFIT

4.1. Initial Request

Plans WiTH the short-Term disability income Benefit

Before the end of the Short-Term Disability benefit period, the plan member will be informed of the status of his/her Long-Term Disability claim 
and what further information, if any, is required.

Plans WiTHouT the short-Term disability income Benefit

As plan administrator, you can initiate a new disability claim with Industrial Alliance in one of two ways:

 › Simply call 1-877-422-6487; or

 › Complete and submit the Disability Claim Form – Policyholder’s Statement (F54-907A).

Industrial Alliance then conducts a detailed phone interview with the plan member to obtain the required personal and medical information.

The plan member will also be asked to complete and sign in ink the Authorization for the Collection of Personal Information – Disability form 
(F54-900A). Industrial Alliance will communicate directly with the attending physician(s).

In all cases, the decision is communicated to you and the plan member by phone and by letter.

F54-907a

F54-900a



22

4.2. Extension of Disability

If the disability continues beyond the date specified in the initial request, you must:

 ›  Have the plan member and the attending physician complete the Disability Claim Form – Extension of Disability (F54-382A); or 

 › Provide the information requested by Industrial Alliance.

If you submit the Disability Claim Form – Extension of Disability, the plan 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
Complete the Notice of Return to Work form (F54-268A), specifying the type of return (gradual, part-time or full-time) and the 
number of hours worked per week.

F54-268a

F54-382a

3
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5 - WAIVER OF PREMIuMS
Please contact Customer Service at 1-877-422-6487 to learn about the procedure to follow and the documents to submit, if any.

6 - LIFE InSuRAnCE
Upon the death of the plan member or one of his/her dependents, the life claim procedure depends on the insurance amount:

 1 .  If the total amount of Basic and Optional Life and Accidental Death Insurance is less than or equal to $75,000,  
call 1-877-422-6487.

 2 .  If the total amount of Basic and Optional Life and Accidental Death Insurance is greater than $75,000 and less than $250,000, 
submit the Claim Form – Life Insurance (F54-361A), duly completed and signed in ink, and one of the following: 

 › The “Physician’s Statement” section on the reverse side of the form, fully completed and signed by the physician; or 
 › The official death certificate.
 3 .  If the total amount of Basic and Optional Life and Accidental Death Insurance is equal to or greater than $250,000, submit the 

Claim Form – Life Insurance (F54-361A), duly completed, including the “Physician’s Statement” section on the reverse side of the 
form, fully completed and signed by the physician, and the official death certificate. 

When the Claim Form – Life Insurance (F54-361A) is required, it must be completed by each of the following:
 › You, the plan administrator
 › The plan member, if a dependent is deceased
 › The beneficiary, if the plan member is deceased
 › The physician, if applicable

Please note that dependents’ coverage for some benefits may be temporarily extended after the death of the plan member without 
payment of premiums. Please refer to your group insurance policy for more details.

 

7 - ACCIDEnTAL DEATH AnD DISMEMBERMEnT InSuRAnCE
Please contact Customer Service at 1-877-422-6487 to learn about the procedure to follow and the documents to submit, if any.

F54-361a
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The elephant, 
a symbol of our 120 years 
of strength and solidity.




