
SSQ E!"îi'n
APPLICATION FOR WAGE INDEMNITY PIAN BENEFITS

The information requested in items $ to @ should also be
Statement"entered on the upper section of the

I hereby authorize any physician, any other professional and participating party in the health care and rehabilitation sectors as well as any public or
private health or social services institution, any ;nsurance company, as well as any insure¡ any public or private institution, any information officer,
any market intermedíary any employer or ex-employe¡ the policyholder as welf as any other person who has files or personal information, especially
medical information to prov¡de to SSQ Life lnsurance Company lnc. (hereinafter S5Q) or to its subsidiaries, affiliates, third party administrators and
reinsurers, all information that he, she or it has, for the following purposes: to investigate and confirm the accuracy of my claim, determine my
eligibility for benefits, adminisler my claim, assess and fa(il¡tate my ability to return to work and administer the group benefits plan and coverage.

I also authorize SSQ 1o disclose this informat¡on to the persons indicated above whenever necessary within the framework of their activities
and the processing of my file.

l.alsoauthorizeSSQandmygrouppolicyholder'smedical consultantstocollect,useanddisclosebetweenthem informationaboutmeincluding
details relating to diagnosis, treatment, or medication, that is relevant to my claim, for the purpose of planning and managing my rehabilitation
and return to work.

ln the event of death, I formally authorize the policyholder, employer, beneflciary successors or assigns, to provide to SSQ or to its subsidiarres,
affiliates, third party administrators and reinsurers, when required, all information or authorizations that make possible the processing of my file.

This authorization is valid for the purposes of this contract, its amendment, extension or renewal. A photocopy or electronic copy of this
author¡zation shall be as valid as the original.

@
s¡gnature Dâte

IWANIÛN W\LK|NS & ASSOCIATES LTD . 5A0 - 21 FOUR SEASO/VS PLACE . ETABICAKE ONTAR¡O " MgB 0AS
T E L. : 1 - 800 - 663 -7 849 (Tol l -f ree) . 41 6. 2 34- 3 5 1 3 . Fax: 4 1 6..2 34 -0 1 2 7

accl a im s@ma n i a n wi I k i ¡ts.cotn

29 880
Group No. Employee No.

Other: ( )

Q Last Name:

O Contract No.:

() Complete address:

C) First Name:

O Soc¡al lnsurance No.:

Postal Code:

Extension:@ Home telephone: (

@ Gender: rÜ vlt

)

@oate of birth

@ since you stopped working, have you had any other employment? no fl yes fl -¡ Date of beginning:

lf yes, specify the nature of the employment:

@tsthedisabilitytheresultofanaccident?nofl yesfl ----¡ Describethecircumstances,includingdateandlocation

(D naue you already undergone a medical assessment related to your disability? no fl yes D
@ Have you applied for benefits under any of the follow¡ng programs?

Worker's Compensat¡on

I] n
NOTE: PLEASE INCLUDE COPIES OF ANY DOCUMENTS RECEIVED FROM THESE SOURCE' INCLUDING ANY BENEFIT PAYMENT STATEMENTS.

Do you intend
to appeal this decision?Pending Accepted Declined

ves no
PROGRAM

Employment lnsurance (HRDC)
lf yes, date on which
payment of benefits began: l- - u n I n

T I] u fl TI fl
Any provincial or Federal Agency n L] l T il l
Automob¡le lnsurance Law or any other compensation program n T I ¡ T n
PLAN

Retirement or Pension Plan ü n n n rl fl
Salary Continuance Plan tl I t,l T u il
Health orWelfare Plan n tl ü n rl u
Any other group insurance plan: LI l L]

IF DEN]EDIF YES

tmportant
The following sections
must be completed and signed:

By the insured
. Claimant's Stâtement

(1 to 14)
. Upper section of

Attending Physician's
Statement

By the plan administrator
. Employer's Statement
By the attending physician

' Attending Physician's
Statement

@



ssQ Financial
Group PSYCHOLOGICAL I LLNESSES

NOTE: For physical illnesset complete the form on the reverse.

MANION WILKINS & ASSOCIATES LTD . 5OO - 21 FOUR SEASONS PLACE . ETOBICOKE ONTARIO . M9B OA5
TEL.: 1 -800-663-7849 (Toll-free) . 41 6-234-351 3 . Fax: 41 6-234-01 27

accla ims@ ma nìonw ilk ins.co¡n

$ Last Name:

O contract No.:

O First Name:

@ Social lnsurance Number:
Employee No.

29 880
Group No.

Section to be completed by the patient

ATTENDING PHYSICIAN'S STAïEMENT Oo be completed in block letters and returned to pat¡ent)

1.4 Degree of severity: mild Ü moderate Ü seuere f
1.5 lnstigat¡ng or complicating factors:

1.6 Date symptoms f¡rst appeared:

f .7 ls this an initial occurrence? no fl yes I
lf no, specify the date of previous occurrence(s):

with psychotic manifestations Ü

1.'l Primary:

1.2 Secondary:

1.3 Current symptoms:

2.2 ls the patient seeing a psychotherapist or other practitioner? no Ü yes D

lf yes, name of practitioner:

2.3 a) Hospitalization: from to

b) Clinical observation: number of hours:

2.f Medication (name, dosage, date of prescription):

Specialization:

Name of hospital:

Month Year 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31

3.2 Frequency of follow-up for this disability:

3.3 Has the patient been referred for psychiatric examination or treatment? no Ü yes Ü ¡lame of physician:

3.f Please indicate all dates of visits for the current condition

Please attach a test results or consultant reports available.of r clinical notes and

4.1 ln your opinion, is this patient totally incapable of performing his/her normal work duties? no C
yes fl -) frot inclusive.

4.2 Antic¡ date of return to work:

to

4. PROGNOSTS

5.1 Last Name:

5.2 Address:

5.3 Licence No.:

General practitionerfl SpecialistÜ ) Specify:

First Name:

Date:re

Telephone: ( )

5. PHYSICIAN IDENTIFICATION

NOTE: ANY COSTS FOR COMPLETING THIS FORM ARE THE RESPONSABILITY OF THE PATIENT



ssQ Fínancial
Group PHYSICAL ILLNESSES

NOTE: tor psycholoq¡cal illnesset complete lhe form on lhe reverse.

Q Last Name:

O contract No.: 29 880
Group No. Employee No.

2.1 Medication (name, dosage, date of prescription):

2.2 Do you anticipate:

a) examinations? no Q yes Ü --1> Specify:

b) surgery? no fl yes Ü ---+ Specify:

c)othertreatments? no Ü yes D ---+ Specify:

2.3 Type of treatment:

a) day-surgery:

b) hospitalization: from to

c) clinical observation: number of hours:

@ First Name:

@ social lnsurance Number:

other surgery:

Name of hospital:

Date:

Date:

Date:

Section to be completed by the patient

1.1 Primary:

1.2 Secondary:

1.3 Complications:

1.4 ls the illness related to:

a) an accident?

b) a work-related accident?

c) an automobile accident?

d) pregnancy?

noB yesElSpecify: Date:

nofl yestr l relapseD recurrentE Date:

nofJ yesLl -¡ relapseÜ recurrentÜ Date:

no fl yes Ü Anticipated delivery date:

ATTENDING PHYSICIAN'S STATEMENT (ro be completed in block letters and returned to patient)

1. D|AGNOSIS

2. TREATMENT

Month Year 1 2 3 4 5 6 7 I 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31

3.2 Frequency of follow-up:

3.3 Referral to another physician? no fl yes Ü N"r" of physician:

Please attach a copy of your clinical notes and any test results or consultant reports available

3.1 Please indicate all dates of visits for the current condition:

Specialty:

4.1 lnyouropinion,isth¡spatienttotallyincapableof performinghis/hernormal workduties?no Ü
yesü *}from

4.2 Ant¡c¡pated date of return to work:

inclusiveto

5.1 Last Name:

5.2 Address:

5.3 Licence No.:

General practitioner fl Specialist Ü *) Specify:

First Name:

Date:

Telephone: ( )

4. PROGNOS|S

5. PHYSICIAN IDENTIFICATION

NOTE: ANY COSTS FOR COMPLETING THIS FORM ARE THE RESPONSABILITY OF THE PATIENT
MANION WILKINS & ASS3CIATES LTD . 500 - 21 FOUR SEASONS PLACE . EToBtCoKE ONTARIO . M9B 0l.5

TEL.: 1-800-663-7849 (Toll-free) " 416-234-.1513 . Fax: 416-234-0127
acc Ia ims@ma n io nw ilkins. co¡n



HOW TO FIIE A WAGE INÐEMNITY CLAIM

The Application for Wage lndemnity Plan Benefits, including the Claimant's Statement, and Physician's
Statement, should be completed as soon as you know you will be off work for more than 1-4 days. Your
74-day qualifying period commences from the date of your first flight missed or reserve day, if on
reserve.

YOUR COMPTETED APPTICATION MUST BE RECEIVED WITHIN 30 DAYS OF THE END OF YOUR

QUATIFYING PERIOD.

CLA¡MANT STATEMENT

Mail, fax or email (acclaims@manionwilkins.com) the completed claimant's statement directly to
MANION. Do not use crew boxes or leave at the Airport Offíce.

ln case of an accident be sure to explain the circumstances on a separate sheet. (WCB, Motor vehicle,
Home)

Ensure you sign and date the Authorization at the bottom of the page

PHYSICIAN'S STATEMENT

You must see a Physician (M.D.) within the 14-day qualifliing period in order to qualify for benefits
commencing on the 15th day of your disability.

Have your treating Physician FULLY complete the Physician's Statement. Most claim delays are due to
incomplete medical evidence. Please make sure that his/her name is legible and that the address and
telephone number is complete.

Have your Physician clearly indicate the diagnosis, complications (if any), treatment, medication and all
dates of visits.

lf your Physician does not know when you can return to work, an approximate date should be given. To
indicate "indefinite", will delav your claim.

lf you are receiving treatment from any other medical practitioner who is not a licensed Physician
(M.D.), you must ALSO be under the regular and ongoíng care of a licensed Physician (M.D.).

Please sign the Authorization Request. lf you do not to sign this authorization statement your claim will
be returned to you, resulting in a delay.

DO NOT ALTER OR ADD ANY INFORMATION TO THE PHYSICIAN'S STATEMENT!
lf you need additional information, please contact the HR Connex Centre toll-free at L-855-855-0785,
Monday to Friday, from 8 a.m. to 6 p.m. (ET).

Pour des renseignements supplémentaires, veuillez communiquer avec le Centre Connex RH au numéro
sans frais 1 855 855-0785, du lundi au vendredi, entre 8 h et 1-8h (HE).



TO ENSURE CONFIDENTIATITY SEND THE PHYSICIAN'S STATEMENT DIRECTLY TO MANION.

THE EMPLOYER DOES NOT REQUIRE THE PHYSICIAN'S STATEMENT.

lf your disability arose out ol or in the course of your employment, you MUST apply for Workers'
Compensation (C.S.S.T. in Quebec). However, you must also apply for Weekly lndemnity benefits in the
interim. AllWlclaims must be submitted within 30 days of the end of your qualifying period, regardless
of whether you have also filed a Workers' Compensation claim. Failure to file a Wl claim will jeopardize
your entitlement to these benefits in the event that your Workers' Compensation claim is refused or
terminated. Weekly lndemnity benefits will only be payable for a maximum of 120 days from the date of
disability while a decision is pending from Workers' Compensation. Please contact your Regional Office
for more information if you are applying for Workers' Compensation benefits.

When you have returned to work, notify MANION immediately, so that your WIP claim can be finalized

Your benefits will be deposited to your bank account, therefore please complete the Direct Deposit
Application or submit a void cheque with your application.

While you are receiving WIP benefits, supplementary reports will be forwarded to you periodically.
Upon receipt, have this report completed and returned to the Administrator, as soon as possible so
payments will not be delayed. lt is your responsibility to provide proof of disability. You must submit
proof of disability WITHIN 45 DAYS of the commencement of disability. lf you submit after 45 days, it will
not be processed unless you can show sufficient reasons in writing for not applying earlier.

The claimant ¡s responsible for havíng all forms completed and any charges incurred for completion of
same. Please fax, mail or email (acclaims@manionwilkins.com) your claim forms directly to Manion.

Please note. You must advise Manion before you travel at any time during your WIP claim. Out of
country travel requires written medical clearance from your physician.

IF YOU HAVE ANY QUESTIONS OR PROBLEMS REGARDING YOUR CLAIM, OR CLAIM SUBMISSION, PLEASE

DO NOT HESITATE TO CONTACT MANION.

ADMINISTRATOR:
MANION

626-2T FOUR SEASONS PLACE

ETOBICOKE, ON

MgB 0A6
Local:416- 234-3513
Toll Free: L-800-663-7849
Fax: 41,6-234-4127



iIA¡L COI¡|PLETED FORM TO:
Manion Wilkins & As6ociates Ltd
500-21 FourSeasons Place
Toronto, ON MgB 045
c/o Administralion

DIRECT DEPOS¡T APPLICATION FORM

Plan Member ldentification

Sumemo

Tclcphonc llumbcr

Ad.lflr¡

Email

First lJame AC EIP'

Air Canada ofCUPE Plan 29880
Plrn f{rrn or Group ll¡umbar

Clty, Town, or Vllhgc PtoYlnce Pootal Code

TÏ-vo.r¿r./'

Em¡il Addrcr¡

Bank Account lnformation

For CHEQUIIIG ACCOUiITS, please securely altach a voided dregue to bm,

í!liï"ï,""*o Ctñili¡rf
Any ClV. Arry Provlncr
7SZ1Z1

20_

For SAVINGS ACGOUNTS, please haæ your bmfting
instilulion attach a staternent of banking information.

Oato

Do¡lârsl¡

tt 12121 -,Am r (þ12346ôt89O..

Acknowledgement

Gonñdentialíty of plan member hformallon is of utmost imporlance to Manion Wilkins and we are committed to he hþhest standard of infurmation privacy.
Visit our Privacy Policy at hllo.twww.manronw¡lkins.com for more information.

Manion Wilkíns & Associales Ltd. is not liable for misdirected, intercepted or altered e-mail cornmunications arisíng lrom no fault of Manion Wilkins staff, but
from the inherent risks associaled wÍth e.meil.

I ¡uthorize Manion Wilkins & Associates Ltd. to øedit the bank account noted above. I understand that Ìt is my responsibility to keep my bank account and
contact informatíon up{o-dale. I will advise Manion Wilkins of any change to this info¡malion to avoid pre-authôrized paynreát and notifiáation errors.

Signaturu ol Plan Pañicipant

Questions? Ca{:416-23Ç3511or I 866-532-8999; Emait info@manionwilkins.com

Administration Department Use Only



INITIAL CALCULATION OF BENEFIT RATE

Benefits are calculatc{at a weekly rate of 60% of the last three months camingc
available at the tíme of book off as provided by the employer.

Example:

Three rnonths earnings added together:

January2001 - $2500.00

February2001- $2750.00

March2001 - $22õ0.00

Total A: $ 7SOO.O0

Total A is then dlvidsd by 13 woeks (average number of weeks in three month
períod)

To-tal B

$ 7500
+f3
57ô.92

Total B is then multipíed by 6oo/o in order to arrive at a weekly benefit rate.

$576.92
x 0.60

Total G: $346.15

Total C is then rounded up to the nearest dollar.

.'.the weekly benefit rate for this claim is $ 347.00.


