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Information about the deceased
Is the deceased the:
2
Member information
If death occurred within two years of the date of coverage becoming effective or increased, please complete the following:
Name and address of all Physicians who attended the deceased in the past five years.
Name and addresses
Date (dd-mm-yyyy)
Reason
Name and addresses of all hospitals or institutions where the deceased was treated in the past five years.
Hospital/Institution
City/town
City/Town
Date (dd-mm-yyyy)
2
Information about the member (continued)
Please attach newspaper clippings; Coroner’s report and/or Police report, if available.
Are you claiming an accidental death benefit?
3
Information about the claimant
Please PRINT name. Please attach an original death certificate or a certified copy. A Physician Statement is required, if death occurred within two years of the date of coverage becoming effective or increased; and/or for any optional benefit exceeding $250,000 where the benefit has been in effect less than five years.
Claimant’s basis of claim
4
Authorization and signature
I authorize Sun Life Assurance Company of Canada, the plan administrator(s), and their advisors and service providers to collect, use and disclose information needed for underwriting, administration and adjudicating claims under this insurance coverage relating to                                                              (the life insured) with any person or organization who has relevant information pertaining to this claim including health professionals, government agencies, provincial health-care plans, institutions, investigative agencies, insurers and reinsurers.
I understand that information pertaining to this claim may be reviewed in the event that this plan is audited.
A photocopy or electronic version of this authorization shall be as valid as the original.
I consent to the use of my Social Insurance Number for tax-reporting purposes in connection with this claim.
Claimant’s signature
X
Upon printing, a Claimant's signature is required.
Please return the fully completed form and supporting documents to:
Sun Life Assurance Company of Canada
Attn: Group Life Claims
1155 Metcalfe
Montreal QC  H3B 2V9
5
Respecting your privacy
Our Purpose is to help our Clients achieve lifetime financial security and live healthier lives. We collect, use and disclose your personal information to: develop and deliver the right products and services; enhance your experience and manage our business operations; perform underwriting, administration and claims adjudication; protect against fraud, errors or misrepresentations; tell you about other products and services; and meet legal and security obligations. We collect it directly from you, when you use our products and services, and from other sources. We keep your information confidential and only as long as needed. People who may access it include our employees, distribution partners such as advisors, service providers, reinsurers, or anyone else you authorize. At times, unless we’re prohibited, they may be outside your jurisdiction and your information may be subject to local laws. You can always ask for your information and to correct it if needed. In most cases, you have a right to withdraw your consent, but we may not be able to provide the requested product or service. Read our Global Privacy Statement and local policy at www.sunlife.ca/privacy or call us for a copy.
Sun Life commits to keeping Plan members’ personal information confidential. 
The information on the Plan Sponsor’s Statement is for the assessment of the Plan member’s absence from work. This statement forms part of the Plan member’s disability claims file. We will release this statement to the Plan member if they request their file.
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Prints a blank form with all sections open.
Prints only what is completed as shows on the screen.
Removes all the information you've added.
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