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Welcome

It's time to enroll in your benefits!

We are pleased to offer you coverage made available through Sun Life as part of your employee
benefits program. With benefits from Sun Life, you can stay confident knowing that no matter
what unexpected events lie ahead, you have made a plan to help protect your future and your
finances.

This booklet contains information about the following coverages being offered to you:

Voluntary Life and Accidental Death and Dismemberment Insurance

These coverages may be available to your spouse and dependent children as well. Please take
the time to review the benefits, your choices, how much coverage costs, and select the ones that
best fit your needs.

Enrolling is easy! Simply fill out your enrollment form and return it to your benefits
administrator.

If you have questions about the benefits being offered to you, please reach out to your benefits
administrator.

Get to know Sun Life

The coverages offered to you are made available through Sun Life. We are a leading provider of
employee benefits in the U.S., and our mission is to help people protect what they love about
their lives. You can count on our financial strength and strong global presence. Founded in
1865, Sun Life has operations in 26 countries and serves millions of people around the world.
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Life and Accidental Death  
and Dismemberment (AD&D) insurance 

Benefit Highlights 
For all eligible employees of Gallup McKinley County Schools , Policy #231220 

Having adequate life insurance can help your family manage expenses and make a difficult transition less painful. Life 
insurance provides the people you love with financial support when you can’t be there—and when they need it most.  

The following benefits are available to you. Choose the benefit amounts that best meet your needs and 
your budget. Use the worksheet to help you determine the coverage you need. 

The cost for Sun Life’s Life and AD&D insurance depends on the benefit amount you choose and your age. 

Benefit amount 

For you For your spouse For your child(ren) 

You can elect $10,000 to $500,000—in 
$10,000 increments, not to exceed 5 
times your basic annual earnings—with 
no medical questions asked up to the 
Guaranteed Issue amount of $300,000.1 

If you elect coverage for yourself, you can 
elect $10,000 to $250,000—in $10,000 
increments—with no medical questions 
asked up to the Guaranteed Issue 
amount of $50,000.1  
(Not to exceed 100% of your coverage.) 

If you elect coverage for yourself, you can 
elect a $10,000 benefit amount—with no 
medical questions asked.1

(Not to exceed 50% of your coverage.) 

Benefit reduction 

For you For your spouse For your child(ren) 

Benefits are reduced to 65% at age 65, to 
50% at age 70, and to 35% at age 75. 
Coverage ends at termination of 
employment or retirement. 

Coverage ends when your spouse turns 
age 70. 
Benefit may be reduced when the 
employee benefit amount is reduced. 

A full benefit is payable for a dependent 
child who is 6 months to 19 years old 
or to 25 years old if a full-time student. 
A reduced benefit is payable for a child 
from 14 days to 6 months. 
Benefit may be reduced when the 
employee benefit amount is reduced. 

Additional plan features 
• You can elect an equal amount of AD&D insurance that provides a benefit if you or a covered dependent suffers a

covered accidental injury or die from a covered accident.

• This chart shows a partial list of AD&D insurance benefit amounts as a percentage of coverage. You may refer to
the certificate for the full list of covered accidental injuries.

Accidental injury The plan pays 
Accidental death 100% 

Quadriplegia 100% 

Loss of sight of one eye 50% 

Loss of speech only or hearing only 50% 

Loss of limb (arm or leg) 50% 

Loss of thumb and index finger on the same hand 25% 



 

 
 

Life and AD&D Q&A 
Why should I consider life insurance? 
Life insurance provides additional financial support for your beneficiaries. Depending upon your circumstances,  
life insurance proceeds can help them cover household expenses or pay any debt (e.g., mortgage or student loans) 
you might leave behind. It can assist with the cost of your funeral or medical bills or allow you to leave an inheritance 
to your loved ones or to an organization you are passionate about.  

How much coverage do I need? 
This is a decision that only you can make. You can use the worksheet provided on the next page to help you 
determine how much life insurance you may need.  

Do I have to answer health questions to enroll for coverage? 
You will be required to answer health questions if you decline coverage and want to elect or increase coverage at a 
later date, or if you request an amount higher than the Guaranteed Issue limit, noted in the table, if applicable. The 
health questions are included in our "Evidence of Insurability" application, which must be approved by Sun Life before 
the coverage takes effect.  

Can I access my life insurance if I become terminally ill? 
You may apply to receive a portion of your death benefit to help cover medical and living expenses if you become 
terminally ill.2  

What happens if I become Totally Disabled? 
If we determine that you are Totally Disabled, your life insurance coverage may continue at no cost. This benefit is 
called Waiver of Premium and you must meet certain requirements as detailed in the Certificate.  

What happens if I leave my employer? 
If you leave your employer, you may apply to continue group life insurance coverage or convert to an individual 
policy.3  

Can I increase my coverage at a later date? 
There may be opportunities to adjust your coverage as your needs change (e.g., you get married or have a baby).1 

Consult your Benefits Administrator for details. 

How can I get more information about my coverage?  
After the effective date of your coverage, you can contact Sun Life Customer Service representatives at 800-247-
6875, 8:00 a.m. to 8:00 p.m. ET, Monday through Friday. 

How is my benefit claim filed and paid? 
In the event of your death or accidental injury, you or your beneficiary(ies) and your employer will complete the 
appropriate claims forms and submit these to Sun Life. Our claims examiners review the claim and gather additional 
information if necessary. We will notify you or your beneficiaries when the decision is made. If your death claim is 
approved, beneficiaries may elect to receive a lump sum payment or to have the benefit paid into an account where 
the funds accumulate interest and can be withdrawn at any time. (State restrictions apply and options may vary by 
state.) If your AD&D claim for an accidental injury is approved, the benefit amount will be paid directly to you. 

 

 

 

 



 

 
 

How much insurance do I need? 
Use this worksheet to determine the amount of life insurance your beneficiaries may need. 

Identify monthly expenses 

Mortgage/rent  $  Family care (e.g., education 
and childcare costs)  

$  

Car or transit payments  $  Groceries  $  

Health insurance or out-of-pocket 
expenses  

$  Utilities  $  

Loans  $  Other  $  

Credit card debt  $  Total monthly expenses $ 

    

Identify your total assets 

401(k) $   

Retirement funds $   

Other life insurance $   

Other assets $   

Total assets $   

    

Calculate the future funds you need to cover your expenses 

$ x 12 x  $ 

Total monthly expenses  Number of years Total future funds 
needed 

    

Estimate your life insurance needs 

$ ‒ $ $ 

Total future funds needed  Total assets Amount of additional 
coverage you may need 

    

This worksheet is provided for informational purposes only. It should not be relied on as financial advice or solicitation of insurance. You may wish 
to consult an independent financial professional for advice. 
  



 

 
 

Important Plan 
Information 

Limitations and exclusions* 
If cause of death is suicide: 
• No amount of contributory Life insurance is payable if 

suicide occurs within 24 months after the insurance is 
effective. 

• No increased or additional amount of Life insurance is 
payable if the suicide occurs within 24 months after an 
increased or additional amount of Life insurance is 
effective.  

• No amount of Life insurance in excess of the 
Guaranteed Issue amount is payable if the suicide 
occurs within 24 months after the amount in excess of 
the Guaranteed Issue amount is effective.  

No AD&D benefit will be paid for a loss which is due to 
or results from: 
• suicide while sane or insane 

• intentionally self-inflicted injuries 
• bodily or mental infirmity or disease of any kind, or 

infection unless due to an accidental cut or wound  
• committing or attempting to commit an assault, felony, 

or other criminal act  
• active participation in a war (declared or undeclared) 

or active duty in any armed service during a time of 
war  

• active participation in a riot, rebellion, or insurrection  
• injury sustained from any aviation activities, other than 

riding as a fare-paying passenger  
• the employee’s voluntary use of any controlled 

substance as defined in Title II of the Comprehensive 
Drug Abuse Prevention and Control Act of 1970, as 
now or hereafter amended, unless administered on 
the advice of a Physician  

• the employee’s operation of any motorized vehicle 
while intoxicated. 

*Subject to state law variations. 

 

Protect the life you love by securing it for the people most important to you. 

 
 
 
 
 
 
1. If the amount you apply for exceeds the Guaranteed Issue amount or if you decline coverage during your initial eligibility period and want to elect 
coverage or increase coverage at a later date, you are required to complete and submit an Evidence of Insurability application, which must be 
approved by Sun Life prior to coverage taking effect. 
2. The Accelerated Benefit is not long term care insurance. It will reduce the total amount of your life insurance benefit payable under the Policy by 
the amount of the accelerated payment. Receipt of an Accelerated Benefit may be taxable; you should consult your tax advisor for specific advice. 
Receipt of an Accelerated Benefit may affect your eligibility for public assistance programs.  
3. Subject to policy terms and state variations, conversion for life insurance is available when coverage terminates or reduces, and portability is 
available when employment terminates. Coverage is subject to state variations. If portability is not available in your state, continuation may be 
available. Refer to your Certificate for specific conditions. 
This coverage does not constitute comprehensive health insurance (often referred to as “major medical coverage”) and does not satisfy the 
requirement for Minimum Essential Coverage under the Affordable Care Act. 
This Overview is preliminary to the issuance of the Policy. Refer to your Certificate for details. Receipt of this Overview does not constitute approval 
of coverage under the Policy. In the event of a discrepancy between this Overview, the Certificate and the Policy, the terms of the Policy will govern. 
Group life insurance policies are underwritten by Sun Life Assurance Company of Canada (Wellesley Hills, MA) in all states, except New York, under 
Policy Form Series 93P-LH, 98P-ADD, 12-GP-01, 15-GP-01, 15-LF-C-01, 12-GPPort-P-01, 15-LFPort-C-01, 15-ADD-C-01, 13-ADD-C-01 and 13-
ADDPort-C-01. In New York, group life insurance policies are underwritten by Sun Life and Health Insurance Company (U.S.) (Lansing, MI) under 
Policy Form Series 15-GP-01, 13-GP-LF-01, 13-LF-C-01, 12-GPPort-P-01, 13-LFPort-C-01, 15-LF-GP-01, 15-LF-C-01, 12-GPPort-P-01, 15-LFPort-
C-01, 13-GP-LH-01 and 13-ADD-C-01. Product offerings may not be available in all states and may vary depending on state laws and regulations.  
© 2017 Sun Life Assurance Company of Canada, Wellesley Hills, MA 02481. All rights reserved. Sun Life Financial and the globe symbol are 
registered trademarks of Sun Life Assurance Company of Canada. Visit us at www.sunlife.com/us. 
GVLBH-EE-6607 SLPC 28425 05/17 (exp. 05/19) 



Evidence of Insurability

Frequently asked questions

What is Evidence of Insurability?
Your group insurance policy may require Evidence of Insurability (EOI) for you and your dependents. Evidence of Insurability is
a statement, or proof, of an employee's or dependent's medical history. We use it to determine whether or not we will provide
the benefit you are requesting.

What is the EOI application?
The EOI application is an application on which you and/or your dependent(s) answer "yes" or "no" to questions concerning
certain medical conditions. If you answer "yes" to any question(s), you are required to provide specific details of the condition,
such as pertinent dates, treatments, and names of physicians. In some cases, a paramedical examination may also be required.

When do I need to submit an EOI application?
You may need to submit an EOI application, if you:

● apply for a coverage amount above the Guaranteed Issue amount,

● declined coverage for yourself or your dependent(s) within the initial eligibility period and are now applying for
coverage, or

● enroll yourself or your dependent(s) and then subsequently elect to increase coverage.

Please refer to your benefit highlights page for complete information specific to your plan.

What is the process for submitting an EOI application?
To be considered for coverage, you must complete an EOI application, either online or on paper.

Submit your medical information online
It's the quick, easy, and smart way to submit EOI. And it's completely secure and confidential.

1. Have the following information ready:

● Your group policy number, location, and the amount of coverage for yourself and any dependents who
require EOI, and

● Height, weight, and recent medical history for you and any dependents.

2. Go to www.mysunlifebenefits.com

● Click on Apply for Evidence of Insurability Online, follow the instructions, review your answers, and sign your
application electronically before you submit. You will receive an official acknowledgment that Sun Life
Financial has received your EOI application. If you are approved, you may receive an approval e-mail that
same day.

Submit your medical information on paper
If you need a paper application, you can access a printable version at www.mysunlifebenefits.com.

● Click Download Paper Forms

● Click Employee Benefits

● Select Evidence of Insurability

● Select the EOI application for the state in which your company is headquartered

After Sun Life receives and processes your EOI application, you will receive either a final decision or pending
notification. If your application is pending, you may be contacted to schedule a medical exam (at Sun Life's expense).
Coverage subject to EOI will not go into effect until Sun Life approves your application in writing.
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Evidence of Insurability

How long does the approval process take?
As soon as we have received a completed online EOI application and as soon as the coverage amount is certified by your
employer, often we can issue an approval within minutes and notify you or your employer via our online system or e-mail. For
paper applications and applications that require review by a member of our medical underwriting team, the process usually
takes five to seven business days. This time range is contingent on you returning a complete EOI application and our ability to
obtain the necessary health information.

How will I be notified if I am approved?
If you submit your EOI application online and are approved right away, you will receive an e-mail. If you submit your EOI
application via fax or mail, a letter will be sent to your home notifying you of the approval.

How will I be notified if I am denied?
If you are denied the requested coverage, a letter is sent to your home. This letter outlines why you were denied and gives you
instructions on how you can appeal the decision.

When does my coverage take effect?
Coverage is effective on the later of the date Sun Life approves your application in writing or the date your coverage is
effective under your employer's group insurance policy, provided that you or your dependent(s) are eligible under the group
policy.

About privacy and security
In accordance with Sun Life Financial's strict privacy practices, your answers to the Health History portion of the EOI
application are completely confidential. Sun Life never shows them to your employer. Also, we do not share your e-mail
address or other personal information with any third parties except as permitted or required by law. The website includes
state-of-the-art security; any information entered is encrypted and transmitted using Secure Sockets Layer (SSL) technology.

These instructions on how to submit an Evidence of Insurability form only apply to life and disability policies.

Group insurance policies are underwritten by Sun Life Assurance Company of Canada (Wellesley Hills, MA) in all states, except New York, under Policy Form
Series 93P-LH, 98P-ADD, 07-SL, 01C-LH-PT, GP-A, GC-A, 12-GP-01, 12-DI-C-01, 13-SD-C-01, 12-SD-C-01, 12-SD-R-01, 13-SD-R-01, 12-AC-C-01, 12-AC-R-01, and
12-AC-R-02. Product offerings may not be available in all states and may vary depending on state laws and regulations.

© 2015 Sun Life Assurance Company of Canada, Wellesley Hills, MA 02481. All rights reserved. Sun Life Financial and the globe symbol are registered trademarks
of Sun Life Assurance Company of Canada. Visit us at www.sunlife.com/us.

GMPEM-EE-2454h SLPC 24308 12/17  (exp. 12/19)
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Sun Life Financial
Group Enrollment form

o Sun Life Assurance Company of Canada
One Sun Life Executive Park
Wellesley Hills, MA 02481

o Sun Life and Health Insurance Company (U.S.)
One Sun Life Executive Park
Wellesley Hills, MA 02481

1. General Information

Employer Name
Gallup McKinley County Schools

Account / Policy Number
231220

Location Date Effective

Street Address City State
NM

Zip Code

Type of activity: o New Enrollment o Change
Reason:

Occupation

2. Employee Information

Employee's Full Legal Name (First, M.I., Last) o Male
o Female

Date of Birth

Street Address City State Zip Code

Marital Status Social Security Number Phone Number

Date employed: o Full-Time o Part-Time o Rehire o Return from layoff
Date: Date: Date: Date:

Current Active Employment Type
_____ # of hours o Full-Time o Part-Time

Employee Status: o Management o Salary
o Hourly o Union o Non-Union o Retired

Salary

You need to complete all sections of the enrollment form including electing or refusing insurance coverage below from
one of the insurance companies above, outside of New York, and sign it. This must be done either during the enrollment
period or within 31 days of your eligibility date. Benefits completely paid by your employer ("non-contributory benefits")
cannot be refused. Not all of the benefit options listed below will be necessarily available to you. Your employer will tell
you which benefits are available and what your Maximum Guaranteed Issue amount is. See the Evidence of Insurability
section for details.

3. Benefit Elections
Voluntary Life and AD&D Coverage; underwritten by Sun Life Assurance Company of Canada (Wellesley, MA)

Elect Refuse

Life AD&D Life AD&D Coverage amount elected Non-Smoker Smoker

Employee Coverage: o o $ o o

Spouse Coverage: ** o o $ o o

Child(ren) Coverage: ** o o $

** Spouse and children may only be covered if you are. You cannot elect more than 100% of the amount of Voluntary Insurance you
have elected for yourself for your spouse and child(ren).

GMPFM-1868



4. Dependent Information
Please complete this entire section if you are selecting dependent coverage. No employee can be insured as a dependent
when he/she is also insured as an employee for any benefit under the same policy.

If more space is needed, please add additional pages.
Check if elected

Relationship
Full Legal Name
(First, Middle Initial, Last) Gender

Social
Security No. Date of Birth Dep Life

Spouse or Partner o

Children o

o

o

5. Beneficiary Designation Information

Primary Beneficiary Designation
Employee Voluntary Life and AD&D Insurance - On the lines below, list the individual(s) who should receive proceeds in
the event of your death. You may specify as many individuals as you like, but the total proceeds must equal 100%. This is
your primary beneficiary. Attach additional pages if necessary. If you do not name a beneficiary or if no beneficiary is alive
at the time of your death, proceeds will be payable in accordance with your Group insurance policy.
Primary Beneficiary(ies)
1. Name (First, M.I., Last) Relationship to employee Social Security Number Percent share of proceeds*

%

Address Phone number Date of birth

2. Name (First, M.I., Last) Relationship to employee Social Security Number Percent share of proceeds*
%

Address Phone number Date of birth

*Must equal 100%

Secondary Beneficiary Designation
Employee Voluntary Life and AD&D Insurance - On the lines below, list the individual(s) who should receive proceeds
ONLY IF ALL of the individuals listed above are not living at the time of your death. This is your secondary (or contingent)
beneficiary. The Secondary beneficiary is not paid if your primary beneficiary is alive at the time of your death. Attach
additional pages if necessary.
Secondary Beneficiary(ies)
1. Name (First, M.I., Last) Relationship to employee Social Security Number Percent share of proceeds*

%

Address Phone number Date of birth

2. Name (First, M.I., Last) Relationship to employee Social Security Number Percent share of proceeds*
%

Address Phone number Date of birth

*Must equal 100%

GMPFM-1868



6. Evidence of Insurability and authorization information

A medical Evidence of Insurability ("EOI") application will be required for any employee who applies for coverage more
than 31 days past his/her eligibility date. An EOI application is also needed if you:
� apply for higher coverage than the maximum Guaranteed Issue amount.
� want to increase your existing coverage now or at a later date, whether your existing coverage is with Sun Life

Assurance Company of Canada and/or Sun Life and Health Insurance Company (U.S.) or a prior insurance carrier.
� decline coverage and then want it at a later date.

Coverage subject to evidence of insurability will not go into effect until Sun Life Assurance Company of Canada and/or
Sun Life and Health Insurance Company (U.S.) approves it.

I understand that:
� I am requesting coverage under a Group Insurance policy offered by my employer. This coverage will end when my

employment terminates.

� My employer will deduct all or part of the premium for contributory coverage from my pay.

� If I decline coverage for myself or, if applicable, for my family now and want it at a later date, I/we will have to
submit an Evidence of Insurability application which is acceptable to Sun Life Assurance Company of Canada and/or
Sun Life and Health Insurance Company (U.S.). I have read the Evidence of Insurability notice.

� If I am not actively at work due to injury, illness, layoff or leave of absence on the date that any initial or increased
coverage is scheduled to start under the plan, such coverage will not start until the date I return to work.

� When required by the coverage, if my spouse or any of my dependent children are confined due to an injury or
illness, as required by the coverage, on the date that any initial or increased coverage is scheduled to start under the
plan, such coverage will not start until the date they are no longer confined and are able to perform their normal
activities.

By signing below, I am representing that the information I have provided is true and correct to the best of my knowledge
and belief.

Signature of employee Date signed
X

To the Employee: Make a copy of this form for your records before submitting it to your employer.
To the Employer: This original enrollment form should remain at the employer's site. Family status, coverage, or
beneficiary changes should be recorded on another copy of the Enrollment Form.

7. Employer Information

For Employer Use Only.
Provide the employee's earnings amount below.

Indicate pay frequency. If hourly, please indicate the number of hours worked per week. Although most plans define
earnings as salary-only (not including bonuses, commissions, etc.), you should check your group policy for the proper
earnings definition to use.
Life Earnings o Annual o Semi-Monthly o Weekly o Hourly
$ o Monthly o Bi-Weekly Number of hours worked per week: _______

GMPFM-1868



Contact us

By mail
Sun Life Assurance Company of Canada and/or Sun Life and Health Insurance Company (U.S.)
One Sun Life Executive Park
Wellesley Hills, MA 02481

www.sunlife.com/us Customer Service 800-247-6875 M-F 8:00 a.m.-8:00 p.m., ET

Sun Life Assurance Company of Canada and Sun Life and Health Insurance Company (U.S.) are members of the Sun Life Financial group of companies.
© 2013 Sun Life Assurance Company of Canada, Wellesley Hills, MA 02481. All rights reserved.
Sun Life Financial and the globe symbol are registered trademarks of Sun Life Assurance Company of Canada.
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Rate Sheet
Employee - Coverage and monthly cost for Employee Voluntary Life and AD&D.

Rates are effective as of January 01, 2019.

The chart below shows possible coverage amounts and corresponding costs per month.

Cost
Coverage per
Amounts Month

$10,000 3.42
$20,000 6.84
$30,000 10.26
$40,000 13.68
$50,000 17.10
$60,000 20.52
$70,000 23.94
$80,000 27.36
$90,000 30.78

$100,000 34.20
$110,000 37.62
$120,000 41.04
$130,000 44.46
$140,000 47.88
$150,000 51.30
$160,000 54.72
$170,000 58.14
$180,000 61.56
$190,000 64.98
$200,000 68.40
$210,000 71.82
$220,000 75.24
$230,000 78.66
$240,000 82.08
$250,000 85.50
$260,000 88.92
$270,000 92.34
$280,000 95.76
$290,000 99.18
$300,000 102.60
$310,000 106.02
$320,000 109.44
$330,000 112.86
$340,000 116.28
$350,000 119.70
$360,000 123.12
$370,000 126.54
$380,000 129.96
$390,000 133.38
$400,000 136.80
$410,000 140.22
$420,000 143.64
$430,000 147.06
$440,000 150.48
$450,000 153.90
$460,000 157.32
$470,000 160.74
$480,000 164.16
$490,000 167.58
$500,000 171.00



Rate Sheet
Spouse - Coverage and monthly cost for Spouse Voluntary Life.

Rates are effective as of January 01, 2019.

The chart below shows possible coverage amounts and corresponding costs per month.

Cost
Coverage per
Amounts Month

$10,000 2.80
$20,000 5.60
$30,000 8.40
$40,000 11.20
$50,000 14.00
$60,000 16.80
$70,000 19.60
$80,000 22.40
$90,000 25.20

$100,000 28.00
$110,000 30.80
$120,000 33.60
$130,000 36.40
$140,000 39.20
$150,000 42.00
$160,000 44.80
$170,000 47.60
$180,000 50.40
$190,000 53.20
$200,000 56.00
$210,000 58.80
$220,000 61.60
$230,000 64.40
$240,000 67.20
$250,000 70.00



Rate Sheet
Child - Coverage and monthly cost for Child Voluntary Life.

Rates are effective as of January 01, 2019.

The chart below shows possible coverage amounts and corresponding costs per month.

Cost
Coverage per
Amounts Month

$10,000 2.00



Notes
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Sun Life Assurance Company of Canada 
Life benefits claims packet 

 

 
Use this claims packet for the following:  

 

 • waiver of premium benefits—totally disabled without further premium payments 
• accelerated benefits—terminal illnesses 
• accidental dismemberment benefits—accidental bodily injury or loss 
• permanent total disability benefits—permanently and totally disabled 

 
Do not use this claims packet for death claims. Instead, use the Sun Life Assurance Company of Canada 
death claims packet (XGR/2361). 

 
Instructions for the plan administrator  

 

 In the event of illness, dismemberment, or disability of an insured, please follow these steps as soon as 
you determine whether the insured is eligible for accelerated benefits, waiver of premium benefits, 
permanent total disability benefits, and/or accidental dismemberment benefits. 
 
1. Complete the employer’s section of this claims packet and collect the following: 

 a copy of any and all enrollment forms 
 a copy of the most recent beneficiary designation on file 
 a copy of payroll records for at least the last 6 months prior to the date of disability 

 
2. The claimant completes the claimant’s statement and authorizations and collects the following: 

 a copy of all medical records from date of disability/loss to present 
 

3. The physician completes the attending physician statement section 
 

4. The employee collects all completed sections and additional required information and  
submits the entire packet to: 

 Sun Life Assurance Company of Canada 
 Group Life Claims 
 P.O. Box 81365 
 Wellesley Hills, MA 02481 
 Tel: 800-247-6875 
 Fax: 888-551-2084 
 
Failure to provide complete and accurate information could result in the need for an additional 
claims investigation, which could delay the initial benefit payment or the approval of the waiver  
of premium. 
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Fraud warnings  
 

 State law requires that we notify you of the following: 
 
Fraud warning: Any person who knowingly and with intent to defraud any insurance company or 
other person files an application for insurance or statement of claim containing any materially false 
information or conceals for the purpose of misleading, information concerning any fact material  
thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal  
and civil penalties. 
Fraud warning—AK: A person who knowingly and with intent to injure, defraud, or deceive an 
insurance company files a claim containing false, incomplete, or misleading information may be 
prosecuted under state law. 
Fraud warning—AL: Any person who knowingly presents a false or fraudulent claim for payment 
of a loss or benefit or who knowingly presents false information in an application for insurance is 
guilty of a crime and may be subject to restitution fines or confinement in prison, or any combination 
thereof. 
Fraud warning—AR, LA, MA, MN, NM, RI, TX, and WV: Any person who knowingly presents  
a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information  
in an application for insurance is guilty of a crime and may be subject to fines and confinement  
in prison. 
Fraud warning—AZ: For your protection Arizona law requires the following 
statement to appear on this form.  Any person who knowingly presents a false or 
fraudulent claim for payment of a loss is subject to criminal and civil penalties. 
Fraud warning—CA: For your protection California law requires the following to appear on this 
form:  Any person who knowingly presents a false or fraudulent claim for the payment of a loss is 
guilty of a crime and may be subject to fines and confinement in state prison. 
Fraud warning—CO: It is unlawful to knowingly provide false, incomplete, or misleading facts or 
information to an insurance company for the purpose of defrauding or attempting to defraud the 
company.  Penalties may include imprisonment, fines, denial of insurance and civil damages.  Any 
insurance company or agent of an insurance company who knowingly provides false, incomplete, or 
misleading facts or information to a policyholder or claimant for the purpose of defrauding or 
attempting to defraud the policyholder or claimant with regard to a settlement or award payable from 
insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of 
Regulatory Agencies. 
Fraud warning—District of Columbia: Any person who knowingly and willfully presents a false 
or fraudulent claim for payment of a loss or benefit or who knowingly and willfully presents false 
information in an application for insurance is guilty of a crime and may be subject to fines and 
confinement in prison. 
Fraud warning—FL: Any person who knowingly and with intent to injure, defraud, or deceive any 
insurer files a statement of claim or an application containing any false, incomplete, or misleading 
information is guilty of a felony of the third degree. 
Fraud warning—IN, ID, and DE: Any person who knowingly, and with intent to injure, defraud or 
deceive any insurer, files a statement of claim containing any false, incomplete or misleading 
information is guilty of a felony. 
Fraud warning—KS: Any person who knowingly and with intent to defraud any insurance 
company or other person files an Application for insurance or statement of claim containing any 
materially false information or conceals, for the purpose of misleading, information concerning any 
fact material thereto may be guilty of insurance fraud as determined by a court of law. 
Fraud warning—KY: Any person who knowingly and with intent to defraud any insurance 
company or other person files a statement of claim, containing any materially false information,  
or conceals, for the purpose of misleading, information concerning any fact material thereto  
commits a fraudulent insurance act, which may be a crime and subjects such person to criminal and 
civil penalties. 
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Fraud Warnings continued 
    
 Fraud warning—MD: Any person who knowingly OR willfully presents a false or fraudulent claim 

for payment of a loss or benefit or who knowingly OR willfully presents false information in an 
application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 
Fraud warning—ME, TN, VA, and WA: It is a crime to knowingly provide false, incomplete or 
misleading information to an insurance company.  Penalties include imprisonment, fines and denial 
of insurance benefits 
Fraud warning—NH: Any person who, with a purpose to injure, defraud or deceive any insurance 
company, files a statement of claim containing any false, incomplete or misleading information is 
subject to prosecution and punishment for insurance fraud, as provided in RSA 638:20. 
Fraud warning—NJ: Any person who knowingly files a statement of claim containing any false or 
misleading information is subject to criminal and civil penalties. 
Fraud warning—OH: Any person who, with intent to defraud or knowing that he is facilitating a 
fraud against an insurer, submits an application or files a claim containing a false or deceptive 
statement is guilty of insurance fraud. 
Fraud warning—OK: Any person who knowingly, and with intent to injure, defraud or deceive any 
insurer, makes any claim for the proceeds of an insurance policy containing any false, incomplete or 
misleading information is guilty of a felony. 
Fraud warning—OR: Any person who, with intent to defraud or knowing that he is facilitating a 
fraud against an insurer, submits an application or files a claim containing a false or deceptive 
statement may have violated state law. 
Fraud warning—PR: Any person who knowingly and with the intention of defrauding presents 
false information in an insurance application, or presents, helps, or causes the presentation of a 
fraudulent claim for the payment of a loss or any other benefit, or presents more than one claim for 
the same damage or loss, shall incur a felony and, upon conviction, shall be sanctioned for each 
violation with the penalty of a fine of not less than five thousand dollars ($5,000) and not more than 
ten thousand dollars ($10,000), or a fixed term of imprisonment for three (3) years, or both penalties. 
Should aggravating circumstances are present, the penalty thus established may be increased to a 
maximum of five (5) years, if extenuating circumstances are present, it may be reduced to a 
minimum of two (2) years. 
Fraud warning—VT: Any person who knowingly presents a false statement in an application for 
insurance may be guilty of a criminal offense and subject to penalties under state law. 
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Sun Life Assurance Company of Canada 
Life benefits claims packet 

 

Section A: Employer’s statement 

1  General information  
 

  Type of claim:  Waiver of premium benefits  Accidental dismemberment benefits 
   Accelerated benefits  Permanent total disability benefits 
 

Please print clearly. 
 
 

Employer’s name 
      

Group policy number 
      

Class 
      

Employer contact (name of person completing this form) 
      

Title 
      

Employer’s street address   
      

City 
      

State 
      

Zip code 
      

Employer’s email address  
       

Telephone number 
      

Fax number 
      

Name and address of division where employee works 
      

 
2  Employee information  

 

 Employee’s name (first, middle initial, last)   M 
       F 

Social Security number 
      

Date of birth (m/d/y) 
      

Employee’s home address   
      

City 
      

State 
      

Zip code 
      

 
3  Dependent information  

 

Complete only if 
submitting a  
dependent claim. 

Dependent’s name (first, middle initial, last)   M 
       F 

Date of birth (m/d/y) 
      

Relationship to employee  
      

 
 

4  Employment and claims information  
 

 Basic insurance amount 
$       

Optional insurance amount  
$       

 Number of regular hours worked 
      

Date of disability or loss (m/d/y) 
      

Date hired (m/d/y) 
      

Effective date of insurance 
      

Why did employee cease working? 
 Illness   Leave of absence 
 Layoff  Retired 

 Still working 
 Date last worked: ___________   

Occupation 
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5  Salary and benefits information  
 

 How was the employee paid? (check one)  Provide information about other income: 
 Hourly 

$ per hour:       
 Salaried 

$ per year:       
 Commissions  

$       
Bonuses  
$       

Overtime 
$       

 

 What was the date of the last pay increase? 
      

 Please attach the following and submit with the completed employer’s statement: 
• all enrollment and beneficiary forms 
• documentation of the employee’s current class and benefit 
• payroll records for at least the last 6 months prior to the date of disability 

 
6  Certification and signature  

 

 I certify that the above statements are true and complete. I have read and understand the Fraud 
Warnings in this packet. 
 

Signature of plan administrator 
X  

Date signed 
      

 
 
 



 

XGR/1548 •  Life Benefits Claims Packet Page 7 of 18  

Sun Life Assurance Company of Canada 
Life benefits claims packet 

 

Section B: Claimant’s statement 
It is the responsibility of the claimant to ensure that the employer’s statement and the attending physician’s statement are 
submitted directly to Sun Life Financial. 
 

1  General information  
 

Please print clearly. 
 

Employee’s name (first, middle initial, last)  M 
       F 

Social Security number 
      

Date of birth (m/d/y) 
      

Employee’s home address 
      

City 
      

State 
      

Zip code 
      

 Single  Widowed 
 Married  Divorced 

Occupation Telephone number 
      

Employer’s name  
      

Group policy number  
      

 

2  Information about the disability/loss  
 

 
 
 
 
 
 
 
*You may elect to 
receive up to 75% of 
your group life 
insurance benefit 
once during your 
lifetime, subject to 
your plan maximum. 
Benefits may vary by 
state and by contract. 

What was the date of your accident or when did you first notice symptoms of your illness (m/d/y)? 
      
Describe how, when, and where the accident occurred or the nature of your illness and its first 
symptoms.  
      

For accidental dismemberment only—please state the date and nature of your loss. 
      

For accelerated benefits only—write in the amount you are requesting.* 
      
Date you were first treated by a physician 
      

Date last worked prior to disability 
      

Have you returned to work? 
 Yes  No  If yes, give date       

Did you work a full day? 
 Yes  No 

 

3  Information about physicians and hospitals  
 

Please provide the 
names and addresses 
of all physicians you 
have seen for this 
condition. 
 
If you need more 
space, attach 
additional pages. 
 
 

Physician’s name 
      

Physician’s phone number  
      

Address 
      
Specialty 
      

Date of  treatment 
      

 

Physician’s name 
      

Physician’s phone number  
      

Address 
      
Specialty 
      

Date of  treatment 
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3  Information about physicians and hospitals, continued 
 

Please provide this 
information if you 
have been hospital-
confined for this 
condition. 
 
If you need more 
space, attach 
additional pages. 

Name of hospital 
      

Date of confinement  
      

Address 
      
 

Name of hospital 
      

Date of confinement 
      

Address 
      

 
4  Information about your training, education, and experience 
 

Complete this 
section if this is  
a waiver of premium 
claim. 
 
Please attach a copy 
of your resume,  
if applicable. 

What is your level of education? 
   Grade school  High school  Trade school  College 
  Other course (please specify)       

List all previous occupations and the dates worked for each employer. 
 Employer’s name Dates of employment Occupation/type of work 
                  

                  

                  

  
5 Information about Social Security disability benefits  
 

 Have you applied for Social Security? ..........................................................................  Yes  No 

If “yes,” what is the status of your application? 

 Pending  Approved  Denied  Other: _____________________________________ 
 
6 Signature  
 

Reminder: Please be 
sure to sign and 
return any 
authorization 
statements included 
in this packet. 

I certify that the above statements are true and complete. I have read and understand the Fraud Warning 
in this claims packet. 

 
Employee’s signature 
X 

Date signed 
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Sun Life Assurance Company of Canada 
Life benefits claims packet  

Section C: Authorization 
Authorization for release and disclosure of health-related information 
    

This authorization 
complies with the  
HIPAA Privacy Rule. 
It is important for you  
to read, sign, and 
submit all 
authorizations in  
this packet. Failure  
to submit all 
authorizations  
could result in a  
delay during the 
claims process. 
 
 
Return to: 
Sun Life Financial 
Group Life Claims 
P.O. Box 81365 
Wellesley Hills, MA 02481 
Fax: 888-551-2084 
 

I HEREBY AUTHORIZE any physician, health care provider, health plan, medical professional, 
hospital, clinic, laboratory, pharmacy benefit manager, or other medical or health care facility that 
has provided payment, treatment, or services to me or on my behalf to disclose my entire medical 
record and any other protected health information concerning me to the Claims Department of Sun 
Life Assurance Company of Canada (“the Company”), its subsidiaries, affiliates, third party 
administrators, and reinsurers.  
I understand that such information may include records relating to my physical or mental 
condition, such as diagnostic tests, physical examination notes, and treatment histories, which 
may include information regarding the diagnosis and treatment of human immunodeficiency virus 
(HIV) infection, sexually transmitted diseases, mental illness, and the use of alcohol, drugs, and 
tobacco, but shall not include psychotherapy notes. 
By my signature below, I acknowledge that any agreements I have made to restrict my protected 
health information do not apply to this authorization, and I instruct any physician, health care 
professional, hospital, clinic, medical facility, or other health care provider to release and disclose 
my entire medical record without restriction. 
I understand that the Company  will use the information it obtains to: (a) underwrite my 
application for coverage; (b) make eligibility, risk rating, policy issuance and enrollment 
determinations; (c) obtain reinsurance; (d) administer claims and determine or fulfill responsibility 
for coverage and provision of benefits; (e) administer coverage; and/or (f) conduct other legally 
permissible activities that relate to any coverage I have or have applied for with the Company. 
I understand that the Company will not disclose information it obtains about me except as 
authorized by this authorization; as may be required or permitted by law; or as I may further 
authorize. I understand that if information is re-disclosed as permitted by this authorization, it may 
no longer be protected by applicable federal privacy law. 
I understand that: (a) this authorization shall be valid no longer than the duration of the claim in 
the case of a claim for life benefits, or the term of coverage in the case of a claim for disability 
benefits; (b) I may revoke it at any time by providing written notice to Group Life Claims, Sun 
Life Financial, P.O. Box 81365, Wellesley Hills, Massachusetts, 02481, subject to the rights of 
any person who acted in reliance on it prior to receiving notice of its revocation; and (c) my 
authorized representative and I are entitled to receive a copy of the authorization upon request.  
A copy of this authorization shall be as valid as the original. 

 
 Print name of employee or personal representative of employee 

      
Group policy number 
      

If representative, description of your authority or relationship to employee 
      
Signature of employee or personal representative 
X  

Date  
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Authorization for release and disclosure of psychotherapy notes 
    
This authorization 
complies with the  
HIPAA Privacy Rule. 
It is important for you  
to read, sign, and submit 
all authorizations in this 
packet. Failure to submit 
all authorizations could 
result in a delay during 
the claims process. 
 
 
Return to: 
Sun Life Financial 
Group Life Claims 
P.O. Box 81365 
Wellesley Hills, MA 02481 
Fax: 888-551-2084 
 
 

I HEREBY AUTHORIZE any physician, health care provider, health plan, medical professional, 
hospital, clinic, or other medical or health care facility that has provided payment, treatment, or 
services to me or on my behalf to disclose any psychotherapy notes relating to me to the Claims 
Department of Sun Life Assurance Company of Canada (“the Company”), its subsidiaries, 
affiliates, third party administrators, and re-insurers.  
By my signature below, I acknowledge that any agreements I have made to restrict my protected 
health information do not apply to this authorization, and I instruct any physician, health care 
professional, hospital, clinic, medical facility, or other health care provider to release and disclose 
all psychotherapy notes relating to me without restriction. 

I understand that the Company will use the information it obtains to (a) administer claims; (b) 
determine or fulfill responsibility for coverage and provision of benefits; (c) administer coverage; 
and/or (d) conduct other legally permissible activities that relate to any coverage I have or have 
applied for with the Company. 
I understand that the Company will not disclose information it obtains about me except as 
authorized by this authorization; as may be required or permitted by law; or as I may further 
authorize. I understand that if information is re-disclosed as permitted by this authorization, it may 
no longer be protected by applicable federal privacy law. 

I understand that (a) this authorization shall be valid no longer than the duration of the claim in the 
case of a claim for life benefits, or the term of coverage in the case of a claim for disability 
benefits; (b) I may revoke it at any time by providing written notice to Group Life Claims, Sun 
Life Financial, P.O. Box 81365, Wellesley Hills, Massachusetts, 02481, subject to the rights of 
any person who acted in reliance on it prior to receiving notice of its revocation; and (c) my 
authorized representative and I are entitled to receive a copy of the authorization upon request.  

A copy of this authorization shall be as valid as the original. 
 

 Print name of employee or personal representative of employee 
      

Group policy number 
      

If representative, description of your authority or relationship to employee 
      
Signature of employee or personal representative 
X  

Date  
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Authorization for release and disclosure of non-health-related information 
    
This authorization 
complies with the  
HIPAA Privacy Rule. 
It is important for you  
to read, sign, and submit 
all authorizations in this 
packet. Failure to submit 
all authorizations could 
result in a delay during  
the claims process. 
 
 
Return to: 
Sun Life Financial 
Group Life Claims 
P.O. Box 81365 
Wellesley Hills, MA 02481 
Fax: 888-551-2084 
 
 

I HEREBY AUTHORIZE any (a) physician, health care provider, health plan, medical professional, 
hospital, clinic, laboratory, therapist, pharmacy benefit manager, or other medical or health care 
facility that has provided payment, treatment, or services to me or on my behalf; (b) benefits plan 
administrator; (c) employer; (d) insurance company; (e) insurance support organization; (f) state 
department of motor vehicles; (g) consumer reporting agency; (h) financial institution; or (i) 
government agency, or (j) the Medical Information Bureau, Inc. or Pharmacy Information Bureau, 
Social Security Administration, Internal Revenue Service, or the Veteran’s Administration to 
disclose to Sun Life Assurance Company of Canada (“the Company”), its subsidiaries, affiliates, 
third party administrators, and reinsurers, any and all non-health information relating to me, 
including but not limited to (a) my employment earnings; (b) my occupational duties; (c) my credit 
history; (d) insurance benefits I may be receiving or have received; (e) Social Security benefits I or 
my dependents may be receiving or have received; (f) insurance claims I may have filed or 
insurance coverage I may have; (g) traffic accident reports relating to me; and (h) any other 
financial information relating to me. 

I understand that the Company will use the information it obtains to (a) underwrite my application 
for coverage; (b) make eligibility, risk rating, policy issuance, and enrollment determinations; (c) 
obtain reinsurance; (d) administer claims and determine or fulfill responsibility for coverage and 
provision of benefits; (e) administer coverage; and/or (f) conduct other legally permissible activities 
that relate to any coverage I have or have applied for with the Company. 

If this authorization is signed in connection with a claim for insurance benefits, I hereby authorize 
the Company to disclose any information it obtains about me to any (a) insurance company; (b) 
third party administrator; (c) rehabilitation or vocational professional; and (d) treating physician, 
psychologist, or therapist/counselor of mine for the purpose of verifying, evaluating, negotiating, 
determining, and/or adjudicating my claim. I further authorize the Company to disclose any 
information it obtains about me to the Medical Information Bureau, Inc. 

I understand that the Company will not disclose information it obtains about me except as 
authorized by this authorization; as may be required or permitted by law; or as I may further 
authorize. I understand that if information is re-disclosed as permitted by this authorization, it may 
no longer be protected by applicable federal privacy law. This authorization shall apply to 
information relating to my dependents where applicable. 

I understand that: (a) this authorization shall be valid no longer than the duration of the claim in the 
case of a claim for life benefits, or the term of coverage in the case of a claim for disability benefits; 
(b) I may revoke it at any time by providing written notice to Group Life Claims, Sun Life 
Financial, P.O. Box 81365, Wellesley Hills, Massachusetts, 02481, subject to the rights of any 
person who acted in reliance on it prior to receiving notice of its revocation; and (c) my authorized 
representative and I are entitled to receive a copy of the authorization upon request.  

A copy of this authorization shall be as valid as the original. 
 

 Print name of employee or personal representative of employee 
      

Group policy number 
      

If representative, description of your authority or relationship to employee 
      
Signature of employee or personal representative 
X  

Date  
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Sun Life Assurance Company of Canada 
Life benefits claims packet 

 

Section D: Attending physician’s statement—physical conditions only 
It is the responsibility of the claimant to ensure that the employer’s statement and the attending physician’s statement are 
submitted directly to Sun Life Financial. 
 
1  Information about the patient 

        

 The patient is responsible for any costs associated with the completion of this form. 

Please print clearly. 
 
 

Name of patient (first, middle initial, last)   M 
       F 

Social Security number 
      

Date of birth (m/d/y) 
      

Patient’s home address  
      

City  
      

State 
      

Zip code 
      

Name of employer 
      

Group policy number 
      

Employee phone no. 
      

Do you believe this patient is competent to endorse checks? ..............................  Yes ...  No 
 

2  Diagnosis and history  
 

Provide general 
information about 
diagnosis, treatment, 
doctor’s notes,  
and history in  
this section.  

Diagnosis, including any complications and ICD-9 codes(s) 
      
For accelerated benefits only—if the patient has a terminal illness, please indicate the life 
expectancy: 
                            Months   N/A 
Include objective findings (i.e., X-rays, EKGs, MRIs, laboratory data, and any other clinical findings) 
        N/A 

Subjective findings 
        N/A 

Date symptoms first appeared or accident occurred (m/d/y)    
        N/A 

Date disability commenced (m/d/y) 
        N/A 

If injury due to a motor vehicle accident, indicate the state in which the accident occurred  
      

Patient’s height:       Patient’s weight:       Blood pressure:       

Is condition due to injury/sickness arising out of patient’s employment?  Yes  No 

Names and addresses of other treating physicians (if applicable) 
      
If pregnancy, please provide the following information: 
Expected delivery date:       Actual delivery date:       C-section?:   Yes  No 
Describe any complications that would extend this disability longer than a normal pregnancy. 
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3  Treatment  
 

Include in description 
any surgery, thera-
peutic modalities, 
psychological inter-
vention, and medic-
ations prescribed. 

Date of first visit 
        N/A 

Date of last visit 
        N/A 

Date of last examination 
        N/A 

Frequency of treatment ............  Weekly  Monthly  Other (please specify:                               ) 
Description of treatment  
      

 

4  Progress  
 

 Patient’s progress: ..............  Unchanged  Retrogressed  Improved  Recovered 
Is patient: ............................  Ambulatory  Bed confined  House confined  Hospital confined 
If unchanged or retrogressed, please explain 
 
If patient has been hospital confined, give dates  From:       To:       
Provide name and address of hospital (if applicable) 
      
 

 

5  Limitations  
 

Please note that  
additional 
occupational 
information may  
be required. 

Patient may use hands for repetitive actions such as: 
          Simple grasping  Firm grasping                 Fine manipulating 
Right   Yes  No   Yes  No   Yes  No 
Left   Yes  No   Yes  No   Yes  No 
    

 

 Patient may use feet for repetitive movement, as in operating foot controls ...............  Yes  No 

During the day, is the patient able to: 
  67%–100% 34%–66% 1%–33% 0% 

Drive     
Walk     
Sit      
Stand     
Bend     
Squat     
Climb     
Twist body      
Push      
Pull     
Balance     
Kneel     
Crawl     
Grasp     
Reach     
Lift         lbs.     
Carry        lbs.     

 

 Is the patient capable of working within these restrictions/limitations? ............................  Yes  No 
 

  Can the employee work an 8-hour day with the above restrictions?  ................................  Yes  No 
If not, how many hours could he or she work with the above restrictions? ____________ 
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6  Physical impairment  
 

 

  No limitation of functional capacity; capable of  
 heavy work* .................................................................................... No restrictions (0%–10%) 
  Medium manual activity* ........................................................................................... (15%–30%) 
  Slight limitation of functional capacity; capable of light work* ................................. (35%–55%) 
  Moderate limitation of functional capacity; capable of clerical/ 
  administrative (sedentary*) activity ............................................................................ (60%–70%) 
  Severe limitation of functional capacity; incapable of minimum 
  (sedentary*) activity.................................................................................................. (75%–100%) 
* As defined in the Federal Dictionary of Occupational Titles. 

 
7  Cardiac (if applicable)  

 

 Functional capacity (American Heart Association) 
  No limitation  Slight limitation  Marked limitation  Complete limitation 
 

Therapeutic class (activity) 
  No restriction  Slight restriction  Marked restriction  Complete restriction 
 

Blood pressure—last visit __________________ 
 

8  Work capabilities  
 

 Is patient capable of working within these limitations? ..................................  Full time    Part time 
Is patient capable of another occupation on a full-time basis?  ........................................  Yes    No 
Is patient capable of another occupation on a part-time basis? ....................................  Yes  No 

 

9  Prognosis 
 

 How long will those limitations apply? (estimate) 
 6 weeks   8 weeks  12 weeks  Longer 

 

10  Certification and signature  
 

Please provide your 
full address and Tax 
ID number. 
 
A stamp or signature 
of a person other 
than the examining 
physician is  
not acceptable. 

I certify that the above statements are true and complete. I have read and understand the Fraud Warning 
in this packet. 
 
Name of attending physician 
      

Degree/specialty 
      

Street address 
      

City 
      

State 
     

Zip code 
      

Tax ID number 
      

Telephone number 
      

Fax number 
      

Signature of attending physician 
X  

Date 
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Sun Life Assurance Company of Canada 
Life benefits claims packet  

Section E: Attending physician’s statement—behavioral health conditions only 
It is the responsibility of the claimant to ensure that the employer’s statement and the attending physician’s statement are 
submitted directly to Sun Life Financial. 
 
1  Patient information 
       The patient is responsible for any costs associated with the completion of this form. 
Please print clearly. Name of patient (first, middle initial, last)   M 

       F 
Social Security number 
      

Date of birth (m/d/y) 
      

 Do you believe this patient is competent to endorse checks?  ......................................  Yes  No 
 

   Patient is able to function under stress and engage in interpersonal relations  
 (no limitation) 

  Patient is able to function in most stress situations and engage in most interpersonal  
 relations (slight limitation) 

  Patient is able to engage in only limited stress situations and engage in only limited  
 interpersonal relations (moderate limitation) 

  Patient is unable to engage in stress situations or engage in interpersonal relations  
 (marked limitation) 

  Patient has significant loss of psychological, physiological, personal, and social adjustments 
 (severe limitation) 

 

 In order to evaluate a claim for disability benefits submitted by your patient, we need more detailed 
 information about his or her medical condition. Please respond to the following questions.  
 Axis I        DSM IV TR code       

Axis II        DSM IV TR code       
Axis III        No code       
Axis IV        No code       
Axis V          

 

GAF: Current: Baseline: Highest in past year: 
 
2  Treatment information 
  
 When did the patient first experience psychiatric symptoms? 

       
What was the first date you treated the patient for symptoms?  
      
Name of first treating physician for symptoms (first, middle initial, last) 
       
Please list facilities and dates of any hospitalization, intensive outpatient program, or partial 
hospitalization program. 
      
 
What was the diagnosis at that time? 
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2  Treatment information, continued 
  
 Current diagnosis 

      
 

 Describe the patient’s current psychiatric symptoms and mental status evaluation. 
      
 
Is the patient’s current condition related to chemical dependency? .................................  Yes  No 
If yes, please describe       
 

 
 Has there been any psychological testing? If available, provide results. 

      
If not, why?       
 
Are there any plans in the future to perform testing?       

Describe the current treatment methods/treatment plan. 
      
List medications with dosages. Please note any recent changes. 
      
Please describe patient’s response to treatment to date. (Include any past treatments and additional 
methods of treatment being considered.) 
      
Please describe if the patient’s psychiatric condition is limiting the patient’s functional capacity. 
      

 
3  Prognosis 
 

 How long will those limitations apply? (estimated) 
  6 weeks     8 weeks     12 weeks      Longer 

 
4  Certification and signature  
 

Please provide your 
full address and Tax 
ID number. 
 
A stamp or signature 
of a person other 
than the examining 
physician is  
not acceptable. 

I certify that the above statements are true and complete. I have read and understand the Fraud Warning 
in this packet. 
 
Name of attending physician 
      

Degree/specialty 
      

Street address 
      

City 
      

State 
     

Zip code 
      

Tax ID number 
      

Telephone number 
      

Fax number 
      

Signature of attending physician 
X  

Date 
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Sun Life Assurance Company of Canada 
Wellesley Hills, MA 02481 
800-247-6875  

PRIVACY INFORMATION NOTICE 

This notice explains why Sun Life Assurance Company of Canada (“the Company”) collects personal information about you, 
how we use that information, and under what circumstances we disclose it to others. 
 
COLLECTION OF INFORMATION 
We need to obtain information about you to determine whether we can provide the insurance benefits you have requested. As part 
of the claims process, we may ask you to undergo a physical examination, submit a statement from your physician, or provide 
copies of medical tests or other information relating to your health, finances, and activities. 
 
We also may collect information about you from other sources. By signing the authorization for release and disclosure of health-
related information and/or the authorization for release and disclosure of psychotherapy notes, you authorize us to obtain medical 
information about you that we need to underwrite your application. Depending on your particular circumstances, we may collect 
additional information about you from the following sources: 
• physicians, health care providers, medical professionals, hospitals, clinics, or other medical or health-care-related facilities 
• other insurance companies you have applied to for insurance 
• public records, such as Social Security and tax records 
 
DISCLOSURE OF PERSONAL INFORMATION 
When you sign the authorization for release and disclosure of health-related information and/or the authorization for release and 
disclosure of psychotherapy notes, you authorize us to disclose information we have about you: 
• to our reinsurers and 
• as required or permitted by law. 
 
In the course of the claims process, we may need to disclose information about you to others. The law permits us to disclose such 
information, without obtaining authorization from you, to: 
• companies that help us conduct our business or perform services on our behalf, 
• your physician or treating medical professional, and 
• comply with federal, state or local laws, respond to a subpoena or comply with an injury by a government agency or 

regulator. 
 
ACCESS, CORRECTION, AND AMENDMENT OF PERSONAL INFORMATION 
Upon written request to the Company, you can: 
• obtain a copy of the personal recorded information we have about you in our files (a fee may be charged to cover the cost of 

providing a copy of such information), 
• request that we correct, amend, or delete any recorded personal information about you in our possession, and 
• file your own statement of facts if you believe that the recorded personal information we have about you is incorrect. 
 
To take any of these actions, please contact us at the following address for further instructions: 
 Sun Life Assurance Company of Canada 
 Group Life Claims, 
 P.O. Box 81365 
 Wellesley Hills, MA 02481 
 
 


