
total disability benefits claim
insured person’s statement

200, rue des Commandeurs
Lévis (Québec)  G6V 6R2

complete back of form03011A (07-03)

contract Number: 

FINANCIAL SERVICES INCLUDING INSURANCE, 
ANNUITIES, CREDIT AND RELATED SERVICES

GROUP INSURANCE - DISABILITY CLAIMS

name and
address of

insured
person

name and
address

of
employer

maiden name

Date of birth

Certificate or identification number

Telephone numbers

  Home:  (	   )

  Office:  (	   )

Profession

Postal code

Postal code

	 YY	 MM	 DD

  9-	D escribe briefly your present daily activities

  6-	 Was this accident:   work related?         Yes        No       an automobile accident?        Yes        No      –  Please attach the police report

  5-	 Have you been treated for this illness or accident before?        Yes        No
	I f so, indicate dates, type of treatments, and names and addresses of physicians

  4-	N ature of disability

  1-	D ate on which you stopped working as a result of this illness or accident

  2-	I f you have returned to work, indicate the date of the return to work

  3-	I f you have not returned to work, indicate the approximate or scheduled date of return to work

10-

	 YY	 MM	 DD

	 YY	 MM	 DD

	 YY	 MM	 DD

	 YY	 MM	 DD

  7-	D escription of the accident

  8-	 Please explain how your disability prevents you from working

15-	 type of surgery

12-	 Have you been hospitalized?        Yes        No      If so, specify dates:

14-	 Have you undergone surgery?        Yes        No      If so, indicate date of surgery:

13-	N ame of hospital

11-	N ames and addresses of the physicians who are treating or have treated you during your disability

	 YY	 MM	 DD

	A )	I f you are presently unemployed, at which date do you expect to resume your usual 
	 occupations?

	B )	I s your job being held for you?        yes        No      If not, why?



19-	D o you have a mortgage loan with

	D esjardins financial security?        Yes        No   -   Contract no.: 

18-	D o you have any other insurance coverage with Desjardins financial security?

	Ch eck appropriate box:	 Policy or contract no. - identification no.

	 	 Personal (individual) insurance	

	 	 Group insurance coverage through your employer	

	 	 Loan insurance at your caisse or credit union	

	 	 Accirance - accident insurance	

	 	 Desjardins Popular Insurance	

	 	 other	

17-	D o you have other sources of income?	   Yes	   No	I f so, SPECIFY:   

	   salary	   paid vacation	   sick leave	   unemployment insurance	   Other: 

	 Weekly amount:	 $             

Régie des rentes du Québec

Canada Pension Plan

SOCIÉTÉ de l’assurance automobile
DU QUÉBEC

Workers' compensation Board 
(CSST, WCB, WSIB, WHSCC)

Retirement plan (pension fund)

  Yes          No

  Under review

  Yes          No

  Under review

  Yes          No

  Under review

  Yes          No

  Under review

  Yes          No

  Under review

  Yes          No

  Under review

  Waiver of premiums

16-	 Have you applied for any other benefits?      Please complete this section

Was your claim 
accepted?Date of your claim Monthly amount

$

$

$

$

$

$

You must provide us with the notice of acceptance or refusal for the claim you filed if such notices have not been forwarded to us yet.

total disability benefits claim (cont’d)

PERSONAL INFORMATION MANAGEMENT
Desjardins Financial  Secur i ty (DFS) handles the personal information i t  has on you in a conf ident ial  manner. DFS keeps this  
information on file so that you may benefit from group insurance services offered by the Company. This information is consulted solely by DFS employees who 
need to do so in the course of their work. You have the right to consult your file. You may also have information corrected if you demonstrate that it is inaccurate, 
incomplete, ambiguous or not useful. To do so, you must send a written request to the following address: Privacy Officer, Desjardins Financial Security, 200, 
rue des Commandeurs, Lévis, Québec, G6V 6R2. DFS may use the client list to offer its clients an insurance product following the termination of their group 
insurance. If you do not wish to receive these offers, you may have your name removed from the list. To do so, you must send a written request to the Privacy 
Officer at DFS.

DECLARATION AND AUTHORIZATION for THE COLLECTION AND COMMUNICATION OF PERSONAL INFORMATION
To be completed for each claim

I certify that the above answers are complete and true. I authorize Desjardins Financial Security, strictly for the purposes of determining my insurability, ma-
naging my file and settling my claims to: a) collect from any person or legal entity, or from any public or parapublic organization, only the information deemed 
necessary to manage my file. The non-exhaustive list of sources from which information may be collected includes health care professionals or facilities, the 
Medical Information Bureau, insurance companies, personal information officers or investigation agencies, the policyholder, my employer or former employers; 
b) communicate to the said persons or organizations only the personal information about me that is deemed necessary for the purposes of my file; c) when 
necessary, request an inquiry report about me, and also use the personal information it may have about me in existing files that are now closed. A photocopy of 
this authorization is as valid as the original.

Signature of
the insured person	D ate

Have you filed a claim with the following organizations?

	 YY	 MM	 DD

	 YY	 MM	 DD

	 YY	 MM	 DD

	 YY	 MM	 DD

	 YY	 MM	 DD
Other: 	   Yes              No

	   compaNY: 	   ASSOCIATION: 

	FILE  OR POLICY NO.: 

	IS  THIS:	   INDIVIDUAL INSURANCE?	   GROUP INSURANCE?

  YES:	  DISABILITY	  RETIREMENT

  no

  YES:	  DISABILITY	  RETIREMENT	
  no

	   YES	   no

	   YES	   no

	   YES	   no


