[image: image1.png]ATB Financial




Group Creditor Life Insurance
Policy No’s. 51014 and 57897

The complete claim form consists of:

· Statement of Authorized Representative (page 2) (completed and signed by the person looking after the deceased’s affairs)

· Physician’s Statement (page 3) (completed and signed by the physician who was responsible for the deceased prior to the deceased’s death).  If cause of death was other than natural causes, you will need to submit the coroner’s report and/or the police/fire report when available.  If death occurred beyond 2 years from the effective date of coverage, an official death certificate will be accepted instead of Physician’s Statement.
To ensure your claim is processed promptly:

· Submit your claim to: ATB Financial – Central Services
Insurance Department

Deerfoot Atria South

380, 6715 – 8 St. NE

Calgary, AB T2E 7H7
· Ensure that all attached forms are fully completed and returned as soon as possible.
· Please read and follow these instructions carefully.
· For questions about your claim, you may call Sun Life Assurance Company of Canada at 1-800-361-2128.
Important Notes

· Proof of claim must be submitted within 1 year of date of death.

· Any payments required on the mortgage loan or line of credit must continue to be made until such time as a claim is approved.

· Any required proof relating to a claim is at the expense of the representative submitting the claim.
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Group Creditor Life Insurance

Policy No’s. 51014 and 57897

	1 Statement of Authorized Representative

	Deceased’s Name 

	 FORMCHECKBOX 
 Mr.
	 FORMCHECKBOX 
 Mrs.
	 FORMCHECKBOX 
 Miss.
	 FORMCHECKBOX 
 Ms.

	Last Name
	
	First Name
	
	Middle Initial
	

	     
	
	     
	
	     
	

	Date of Birth (dd/mm/yyyy)
	
	Date of Death (dd/mm/yyyy)
	

	   /    /     
	
	   /    /     
	

	Date the deceased first gave an indication of his/her
	
	Date the deceased first consulted a physician for his/her
	

	last illness (dd/mm/yyyy)
	
	last illness (dd/mm/yyyy)
	

	   /    /     
	
	   /    /     
	

	Insured Loan Number(s)
	
	
	

	     
	
	
	

	


	Please provide the names and addresses of all physicians and all hospitals where deceased received treatment during the five years prior to death:

	Name
	
	Address
	
	Disease or Condition
	
	Dates (dd/mm/yyyy)
	

	     
	
	     
	
	     
	
	   /    /     
	

	     
	
	     
	
	     
	
	   /    /     
	

	     
	
	     
	
	     
	
	   /    /     
	

	     
	
	     
	
	     
	
	   /    /     
	

	     
	
	     
	
	     
	
	   /    /     
	

	

	


	Please provide the name and address of deceased’s family physician:

	Name of Family Physician

	     
	

	Address (street name and number, apartment or suite)

	     
	

	City 
	
	Province
	
	Postal Code
	

	     
	
	     
	
	       
	

	


	I authorize Sun Life Assurance Company of Canada, the plan administrator(s), and their advisors and service providers to collect, use exchange information 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.


	Name of Deceased’s Authorized Representative
	
	Relationship to Deceased (e.g. next of kin, executor/executrix, etc.)

	     
	
	     
	

	Address (street name and number, apartment or suite)

	     

	City 
	
	Province
	
	Postal Code
	

	     
	
	     
	
	       
	

	Date (dd/mm/yyyy)
	
	Signature of Authorized Representative
	

	   /    /     
	
	
	

	


	2 Physician’s Statement

	Deceased’s Name

	Last Name
	
	First Name
	
	Middle Initial
	

	     
	
	     
	
	     
	

	Date Illness Began (dd/mm/yyyy)
	
	Date of Death (dd/mm/yyyy)
	
	Place of Death
	

	     
	
	     
	
	     
	

	Immediate Cause of Death

	     
	

	Contributory Cause of Death

	     
	

	


	Was death due to:
	 FORMCHECKBOX 
 Natural causes
	
	 FORMCHECKBOX 
 Suicide
	
	 FORMCHECKBOX 
 Accident
	
	 FORMCHECKBOX 
 Homicide


	If death occurred as a result of an accident, please provide details:

	     
	

	


	Have you treated or advised the deceased during the last 3 years?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	Did the deceased, to your knowledge, receive treatment during the last 3 years from any 

other physician, health practitioner, or in any hospital or institution?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	If yes to either question, please provide following:

	Name
	
	Address
	
	Nature of Illness or Injury
	
	Dates (dd/mm/yyyy)
	

	     
	
	     
	
	     
	
	   /    /     
	

	     
	
	     
	
	     
	
	   /    /     
	

	     
	
	     
	
	     
	
	   /    /     
	

	     
	
	     
	
	     
	
	   /    /     
	

	


	Name of Physician (please print)

	     
	

	Print Qualifications

	     
	

	Address (street name and number, apartment or suite)

	     
	

	City
	
	Province
	
	Postal Code
	

	     
	
	     
	
	       
	

	Date (dd/mm/yyyy)
	
	Signature of Physician
	

	   /    /     
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