
APPLICATION FOR BENEFITS
EMPLOYER'S STATEMENT

(           )(           )Title: Telephone: Fax:

Signature: Date:
YYYY MM DD

Name:
Last First Initial

This section must be completed by all groups (Please Print)

Group Name: �  Short Term Disability (Weekly Indemnity)
�  Long Term Disability
�  Waiver of PremiumPolicy Number:

Employee Name:
Last First Initial

Date of Birth: �  Male        �  Female

Job Title: Telephone: (           )

Date Last Worked: Anticipated Return
to Work Date:

YYYY MM DD

YYYY MM DD

Is condition due, or related, to occupational illness or accident (past or present)?      �  Yes      �  No

Please explain:

(If yes, attach copy of workers' compensation correspondence)

Has employee ever submitted an application for similar cause(s)?      �  Yes      �  No
If yes, include dates paid and insurance carrier:

YYYY MM DDYYYY MM DD
From: To: Carrier:

Employee's Occupation on Date Last Worked:
(Please complete and attach Job Description Form)

Date Returned to Work:       �  Part Time          �  Full Time
YYYY MM DD

Please indicate dates covered by:

�  Salary Continuation
YYYY MM DDYYYY MM DD

From: To:

�  Paid Sick Leave
YYYY MM DDYYYY MM DD

From: To:

�  Paid Vacation
YYYY MM DDYYYY MM DD

From: To:

�  Other
YYYY MM DDYYYY MM DD

From: To:

Please include employee's claim code from the TD1(E) form:

If SELF-BILLED GROUP, please complete:    Employee Classification:

Date Employed: Employee's Effective Date of Coverage:
YYYY MM DDYYYY MM DD

$

Earnings as of Date Last Worked:
�   hourly                     hrs/wk ���Commission Basis
�  weekly
�  monthly
�  yearly

If Commission Basis, please attach
previous year's T4.

YYYY MM DD

Comments:

Nature of Medical Condition:

ONT-006(E) 04/02

TM The Ontario Blue Cross Symbol and name are trade-marks of the Canadian Association of Blue Cross Plans, an association of independent Blue Cross plans.
 Used under license  by Blue Cross Life Insurance Company of Canada.
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APPLICATION FOR BENEFITS
EMPLOYEE'S STATEMENT

I authorize that my Social Insurance Number may be used by any provider or administrator of my group benefits plan as my personal identification number
(Cert. No./ID No.) for claims information, billing records, and plan contributions for me and my dependents.

Social Insurance Number:

Signature: Date:

I hereby authorize Blue Cross, to obtain from, or release to, any licensed physician, medical practitioner, hospital, clinic or other medical or medically-related
facility, insurance company or other organization, institution or person, any medical information which relates to claims submitted by me or on my behalf.

Signature: Date:

Name: �  Mr      �   Mrs      �  Miss      �  Ms Date of Birth

Last First Initial

Address: Postal Code:

YYYY MM DD

(           )

If condition due to accident, provide date of accident:
YYYY MM DD

Where and how did accident occur?

Have you ever had similar condition?    �  Yes      �   No      If yes, state when and describe:

Are you able to work?    �  Yes      �   No      Please explain what is preventing you from working:

Provide names of all medical practitioners who have treated you in the last 3 years:

Physician or Hospital Reason Date of First Visit Date of Last Visit
(Name and Location) YYYY/MM/DD YYYY/MM/DD

Have you received any employment earnings since the onset of the present condition?    �  Yes      �   No

If yes, please explain:

Telephone:

Have you
applied for or are

you receiving

Name of Source Date of
Application

YYYY/MM/DD

Benefit
End Date

YYYY/MM/DD

Benefit
Start Date

YYYY/MM/DD

Benefit
Amount

Frequency of
Payment

Workers' Compensation

CPP or QPP

Retirement or
Pension Plan

Federal or Provincial
Agency

Health or Welfare Plan

Automobile Insurance

Other


