
Claim for reimbursement of 
overhead expenses in the case of 

total disability

IDENTIFICATION of insured
Insured’s last name and first name		D  ivision No.

Certificate No.	I dentification No.

07215E (08-02)

I declare that all the above information is complete and true.

First and last names of the person
completing the form (in capital letters) 

Signature of the person completing the form   Date  

Signature of the insured   Date  

information on overhead expenses

• Please enter the month of disability covered by this claim and the reasonable, everyday monthly expenses actually incurred for each of the 
items listed below.

Month of disability

• Please attach supporting documents for each of the overhead expenses listed below.

• All expenses incurred for a period longer than one month will be calculated on a pro-rated basis.

	 Overhead expenses	A mount

Salary of your employees  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                  	 $ 

Public services (telephone, water, electricity) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                   	 $ 

Rent, property taxes or monthly mortgage payment
on the part of the building where your firm is located . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                             	 $ 

Laundry, concierge service and housekeeping . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                  	 $ 

Fees for professional services . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                               	 $ 

Lease contract payments (if this contract is not insured) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                           	 $ 

Amortization  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                            	 $ 

Equipment leasing . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                        	 $ 

Interest charges and periodic capital payments (other than mortgage)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                               	 $ 

Professional association fees and liability insurance . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                              	 $ 

Other usual fixed expenses (specify):  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                         	 $ 	

 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .	 $ 

 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .	 $ 

	 total 	 $ 

An insurance plan underwritten by 
Desjardins Financial Security and offered by: 

Financial services firm
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