






































I 3 Treatment

Include in descption Date of first visit Date of last visit Date of last examination
any surgery, thera 0 N/A O N/A O N/A
peutic modalities, Frequency of treatment............. O weekly [ Monthly [ Other (please specify: )

psychological inter
vention, and medic
ations prescribed.

Description of treatment

I 4 Progress

Patient’s progress............ [ Unchanged [ Retrogressed [ Improved ] Recovered
Is patient.........ccceveveeneenee. [.] 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)

I 5 Limitations

Pleasenote that Patient may use hands for repetitive actions such as:
additional Simple grasping Firm grasping Fine manipulating
p(;cupa'f[l_onal Right 0Yes [1No ] Yes []No 0Yes [1No
information may
. Left Ye No Ye No Ye No
be required. LYes L L Yes O LYes O
Patient nay usefeetfor repetitivemovementasin operating foot controls............. [DYes [1No

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 Ibs.

Carry Ibs.

OO
OO

O 00000ooooooooood
O O Ooooooooooonono
OO0 O0O0OOooOooOooOoooodd
O O0OO00oOooooooodad

Is the patient capable of working within these restrictiong&ions?................ccee.... L] Yes [INo

Can the employee work artburday with the above restrictions.............ccceeevveeed 1 Yes ] No
If not, how many hours coulce or shevork with the above restrictions?
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|2 Treatment information, continued

Current diagnosis

Describe
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Sun Life Assurance Company ofCanada
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 INFORM ATION

We need to obtain information about you to determine whether we can provide the insurance benefits you have requested. A

of the claims process, we may ask you to undergo a physical examination, submit a statement from your physician, or provid
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 heal
related information and/or the authorization for release and disclosure of psychotherapy notes, you authorize us tdicéitain me
information about you that we need to underwrite your application. Depending opaytiaular circumstances, we may collect
additional information about you from the following sources:

x physicians, health care providers, medical professionals, hospitals, clinics, or other medical -catexathted facilities

X other insurance compasigou have applied to for insurance

X public records, such as Social Security and tax records

DISCLOSURE OF PERSONAL INFORMATION

When you sign the authorization for release and disclosure of fieldtd information and/or the authorization for release and
disclosure of psychotherapy notes, you authorize us to disclose information we have about you:
X to our reinsurers and

X 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
information, without obtaining authorization from you, to:

X companies that help us conduct our business or perform services on our behalf,

X your physician or treating medical professional, and

x 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 PER SONAL INFORMATION

Upon written request to the Company, you can:

X obtain a copy of the personal recorded information we have gbaun our files (a fee may be charged to cover the cost of
providing a copy of such information),

X request that we correct, amend, or delete any recorded personal information about you in our possession, and

x file your own statement of facts if you beleethat 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

Sun Life Assurance Company of Canada is a member of the Sun Life Financial group of companies.

© 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.
XGR/1548 « Life Benefits Claims Packet Page 18 of 18

08/17



