	
Employee’s Statement – Weekly Indemnity

I authorize my employer to maintain a copy of this form   FORMCHECKBOX 
 yes     FORMCHECKBOX 
 no


Employee’s Signature:



SECTION 1 – General Information

Employer

Name (last, first)

Social Insurance Number

Home Address (Apt/Suite, Number, Street)

Home Address (City, Province)
(Postal Code)
Home Telephone Number

(250) 

Gender  
 FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female

Occupation

Date of Birth  (dd/mm/yyyy)

Name of Attending Physician

Date First Treated  (dd/mm/yyyy)

Date Last Worked  (dd/mm/yyyy)

SECTION 2 – Information About Your Claim

Nature of Illness or Injury

Date you became unable to work due to your disability (dd/mm/yyyy)

Date you returned to work if applicable (dd/mm/yyyy)

During this period of disability, did you work at any occupation or employment?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If Yes 
If yes, please describe:

Is your disability work related?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, has a claim been made for Workers’ Compensation?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Note:  
If you are suffering a disability for which payment is in dispute with the Workers’ Compensation Board, weekly indemnity benefits may be paid retroactively provided you have been off work for two weeks without the Workers’ Compensation Board having accepted the claim.  You must apply for Workers’ Compensation and complete a reimbursement agreement for weekly indemnity benefits to be payable.




	Employee’s Statement – Weekly Indemnity

SECTION 2 – Information About Your Claim (continued)
Is your disability due to an accident?  
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Date and Time of Accident (dd/mm/yyyy – 00:00am/pm)

Briefly describe how and where the accident happened:

Will you be seeking reimbursement from a third party?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Undecided

Is your disability due to a motor vehicle accident?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If Yes 

If yes, have you notified ICBC?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Note:
There is a subrogation provision under the plan and you may be required to complete a reimbursement agreement.  In the event you recover an amount from a liable third party for loss of income resulting from the same accident or illness, you must reimburse the plan to the extent that the net third party recoveries plus Weekly Indemnity benefits exceed 100% of your gross wages lost.

SECTION 3 – Income Tax Withholding

I hereby consent to the withholding of income tax in the amount of (check one):

Nil:
10%:

15%:

20%:
Other:

SECTION 4 – Automatic Deposit of Your Disability Payments

You can have your disability benefit payments automatically deposited to your bank account with Electronic Funds Transfer (EFT) from Manulife Financial.

Effective:  
 (dd/mm/yyyy), please deposit my disability payments to the following account:   FORMCHECKBOX 
 Chequing
 FORMCHECKBOX 
 Savings

If you would like deposits made to your chequing account, please attach a sample cheque marked ‘VOID’.  If you would like deposits made to your savings account, please fill in the information below and have it stamped by your financial institution.
Bank Name

Bank Address

Bank Number

Branch Number

Account Number

Name in which Account is held

Signature:


Date (dd/mm/yyyy): 


SECTION 5– Signature & Authorization

I certify that the information in this form is true and complete, to the best of my knowledge.  I understand that both my claim and my coverage may be denied or terminated as a result of my providing false, incomplete or misleading information.  I authorize Manulife Financial to collect, use and disclose personal information concerning me for the purpose of determining eligibility for Manulife Financial products and services; underwriting and administration of coverage; and the adjudication and payment of claims.  This includes authorizing my physician(s) and hospital to give Manulife Financial any additional information required in connection with this claim.  I acknowledge that information concerning the collection, use and disclosure of personal information by Manulife Financial can be found in Manulife Financial’s Privacy Policy and Privacy Information Package, available at http://groupbenefits.manulife.com/canada/GB_v2.nsf/Public/homepage#  or by request.  I authorize Manulife Financial to provide regular reports (typically quarterly), that identify me and my claim amount to the Employer.  I understand these reports do not contain any identifying sensitive medical or diagnosis information and are necessary for the purpose of managing my benefit plan.  I hereby authorize the use of my Social Insurance Number for the purpose of administering this claim and for tax reporting identification purposes.  I understand and agree that this authorization shall continue so long as the claim for which this authorization has been completed exists, or services for this claim are required for Manulife Financial.  A copy of this authorization shall be as valid as the original.

Signature:


Date (dd/mm/yyyy): 





	Physician’s Statement – Weekly Indemnity

I authorize my employer to maintain a copy of this form   FORMCHECKBOX 
 yes     FORMCHECKBOX 
 no


Signature:



SECTION 1 – General Information & History

Patient’s Name (last, first)
First day patient seen for this condition (dd/mm/yyyy)

Was the employee hospitalized overnight (or was an invasive surgery performed that would customarily be done in a hospital setting) or was surgery performed which necessitated time off work?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If` Yes 

If yes, date of hospitalization (dd/mm/yyyy)

If yes, date of surgery (dd/mm/yyyy)

Was the patient referred to you?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If Yes
If yes, name of referring physician

Have you referred the patient?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If Yes
If yes, name of physician(s) / other practicioner(s)

Did you recommend that the patient stop work?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If Yes
If yes, as of what date (dd/mm/yyyy)?

SECTION 2 – Diagnosis (Please attach additional information if necessary)

Primary Diagnosis:

Secondary Diagnosis:

Subjective Symptoms:

Objective Medical Findings (including results of x-rays, laboratory data etc.):

Date of accident or appearance of symptoms (dd/mm/yyyy)

Is the disability a result of a motor vehicle accident? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Is the patient’s condition due to a work-related injury or illness?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Comments:




	Physician’s Statement – Weekly Indemnity

SECTION 3 – Treatment Plan

Please list medications you have prescribed or recommended, including dosage and frequency and other recommended treatments:

To your knowledge, has the patient complied with this treatment plan?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

SECTION 4 – Prognosis and Return-to-Work Plan

What is the prognosis?

When will the patient be able to return to regular duties?

(dd/mm/yyyy)

Are there any factors (including psychological or other) delaying the patient’s recovery or return-to-work?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Please describe:


If the employee wishes to pursue Modified Duties, you will be contacted for additional information regarding limitations and restrictions.

SECTION 5– Signature

Name of attending physician (please print):

Specialty:

Telephone: (       )
Fax: (       )
Email Address:
Address:
Physician’s Signature:


Date (dd/mm/yyyy): 





Manulife Financial Policy Number:  38308





Please complete this form in full to avoid delays in processing your claim and submit to either your employer or Manulife Financial at:  Group Disability Operations, Manulife Financial Group Benefits, P.O. Box 48198, Vancouver, BC  V7X 1N8  or by fax:  (604) 602-7947.   If this form is faxed, please mail the originals.





Manulife Financial Policy Number:  38308





This form must be completed by the attending physician in full to avoid delays in processing of claim.  Please attach any other reports you feel may be helpful in order to expedite the claim review process. 


This form may be mailed or faxed directly to Manulife Financial or given to the patient at the physician’s discretion.  Manulife Financial’s address is:  Group Disability Operations, Manulife Financial Group Benefits, P.O. Box 48198, Vancouver, BC  V7X 1N8  or by fax:  (604) 602-7947.   If this form is faxed, please mail the originals.








