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To avoid any delays in the assessment of this claim, the Claimant’s statement and the Employer’s statement must be submitted.Any cost for information to support your claim will be the policy owner’s responsibility.
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Fix
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Fix
Fix
1 
Personal information – This section only is to be completed by the patient
You are responsible for obtaining this form and any charges for its completion, unless prohibited by law.
First name of patient
Gender
Respecting your privacy
Our Purpose is to help our Clients achieve lifetime financial security and live healthier lives. We collect, use and disclose your personal information to: develop and deliver the right products and services; enhance your experience and manage our business operations; perform underwriting, administration and claims adjudication; protect against fraud, errors or misrepresentations; tell you about other products and services; and meet legal and security obligations. We collect it directly from you, when you use our products and services, and from other sources. We keep your information confidential and only as long as needed. People who may access it include our employees, distribution partners such as advisors, service providers, reinsurers, or anyone else you authorize. At times, unless we’re prohibited, they may be outside your jurisdiction and your information may be subject to local laws. You can always ask for your information and to correct it if needed. In most cases, you have a right to withdraw your consent, but we may not be able to provide the requested product or service. Read our Global Privacy Statement and local policy at www.sunlife.ca/privacy or call us for a copy.
I authorize any licensed physician, medical practitioner or health care professional who has observed me for diagnosis or treatment, any hospital, clinic or other medically related facility where I have been a patient, any public body, or any private health or social services establishment to release to Sun Life Assurance Company of Canada (Sun Life) information needed to adjudicate and administer this claim. I authorize Sun Life, its advisors and service providers to collect, use and exchange information needed for adjudicating and administering this claim with any person or organization who has relevant information pertaining to this claim including health professionals, government agencies, provincial health care plans, institutions, investigative agencies, insurers and reinsurers when Sun Life deems it necessary for the purpose of adjudicating and administering this claim. I understand this authorization is valid for the duration of this claim.
Signature of patient
X
Upon printing, a signature of patient is required.
Date (dd-mm-yyyy)
Date (dd-mm-yyyy)
A copy of this authorization is as valid as the original.
2
Physician information – Sections 2 - 3 are to be completed by attending physician.
3
Medical information
The Individual Claims department will use the information to assess your patient’s eligibility for disability benefits. Eligibility assessed according to the contract definition of “disability”, which may change at a specified date. According to the contract, disability has two definitions:
Own occupation:
Unable to perform the essential duties of the occupation in which the patient participated just before the disability started.
Any occupation:
Unable to perform the essential duties of any occupation based on the patient’s education, training and work experience.
We may disclose any information provided by you to Sun Life Assurance Company of Canada about this claim to the patient and/or those authorized by them to receive such disclosure unless you notify us in writing that there is a significant likelihood that such disclosure would result in a substantial adverse effect on the health of the patient or in harm to a third party.
To ensure the prompt adjudication of your patient’s claim, the following information may assist you as you complete this form: 
•  To qualify for benefits, there must be clinical findings supporting disability – identify specific signs and symptoms.
•  Provide specific details of any functional limitations which prevent your patient from performing the essential duties of her/his own occupation or any other occupation including the severity of the functional limitation.
•  Include any additional information supporting disability that will facilitate the assessment of the claim including:
•  A summary of specialists’ findings.
•  Investigative test results.
•  Consultation reports.
•  Do not tell us about genetic testing or genetic test results. 
•  Complete form promptly.
Sun Life Assurance Company of Canada thanks you for your assistance. If you have additional questions, please contact our office at1-877-786-5433.
The policy owner is responsible for the costs of obtaining medical evidence and the completion of this form, unless prohibitedby law.
The following information will be used to assess your patient’s eligibility for disability benefits. Full and accurate answers expedite adjudication.
Diagnosis
Is condition considered chronic?
History
Is this a work-related illness/injury?
Has the patient ever had the same or a similar condition?
Has the patient, to your knowledge, used any form of tobacco or nicotine products?
If 'yes', please provide details.
Clinical findings/investigations
The patient is
Investigations (e.g., EKGs, x-rays, lab tests, etc.)
Date performed (dd-mm-yyyy)
Summary of results
Copies attached
Copies attached
Copies attached
Are any further investigations planned?
If 'yes', indicate when and type of investigation.
Has the patient been referred to any other physician(s)/specialist(s)?
If 'yes', complete the following chart.
Physician’s name and specialty
Date of examination (dd-mm-yyyy)
Findings
Was the patient hospitalized?
If 'yes', provide the institution’s name.
Treatment
I see this patient:
Therapy?
If 'yes', indicate type (e.g. physiotherapy, psychotherapy, etc.).
Therapy frequency
x per week
Therapy at:
Surgery?
If 'yes', type of surgery.
Date (dd-mm-yyyy)
Any other treatment or future plans for treatment?
If 'yes', specify with dates.
Functional limitations during the disability period
Function
Degree of limitation/severity
None
Slight
Moderate
Severe
Don’t know
Required information
Psychological
Current GAF score
Sensory and
neurological
Cognition
Speaking
Hearing
Vision
Corrected visual acuity
Sensation
Dexterity
Physical
Driving
Walking
Standing
Climbing
Sitting
Bending
Lifting
Cardiac
Condition
None
Mild
Moderate
Severe
Don't know
Treatment
Response
Cardiomegaly
Congestive heart failure
Hypertension
Angina
Shortness of breath
Palpitations
Edema
Cardiac class:
Were any functional evaluations performed?
If 'yes', attach copy or provide details.
Has or will the patient be referred to a medical rehabilitation program?
If 'yes', give details.
Prognosis
Is patient
currently
working?
Since what date (dd-mm-yyyy)?
In your opinion, the patient is/will be capable of returning to work on what date (dd-mm-yyyy)?
The alternate occupation is:
Physician's signature
X
Upon printing, a physician's signature is required.
Date (dd-mm-yyyy)
Date (dd-mm-yyyy)
Please return this form to the patient or to:
Sun Life Assurance Company of Canada
PO Box 1601 Stn Waterloo
Waterloo, ON  N2J 4C5
If you prefer, you can fax this form to the number below. If you do, please keep a copy for your future reference.
Fax number: 1-866-487-4745
10.0.2.20120224.1.869952.867557
Sun Life
Disability Claim - Attending Physician’s Statement of Disability
Nicola Horsman
3
Medical information (continued)
Prints a blank form with all sections open.
Prints only what is completed as shows on the screen.
Removes all the information you've added.
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