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Election of method of settlement
and statement of claim: Physician Statement
Sun Life Assurance Company of Canada (Sun Life), a member of the Sun Life group of companies, is committed to keeping your information confidential.
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Member information
2
Physician’s statement
If death was due to accident, suicide or homicide, please specify:
I certify that the information is true and accurate.
Signature of physician
X
Upon printing, a signature of physician is required.
Date signed (dd-mm-yyyy)
Date signed (dd-mm-yyyy)
Please return the fully completed form to: 
Sun Life Assurance Company of Canada Attn: Group Life Claims 1155 Metcalfe Montreal QC  H3B 2V9
10.0.2.20120224.1.869952.867557
Mary Beth Detzler
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