TEAMSTERS’ NATIONAL BENEFIT PLAN
WEEKLY INDEMNITY CLAIM FORM

Please have this form completed in the following order:
INSTRUCTIONS 1. Complete and sign the “Employee’s Statement”.
TO EMPLOYEE 2. Have Employer complete “Employer’s Statement”.
3. Have your doctor complete the “Attending Physician’s Statement” on the reverse of the form.
4. Send form to: Teamsters’ National Benefit Plan, 1610 Kebet Way, Port Coquitlam, BC V3C 5W9
Phone: 604-552-2650 Fax: 604-552-2653 TF: 1-888-478-8111 Email: benefits.pensions@teamstersbenefits.ca

EMPLOYEE'S STATEMENT: (Complete in FULL)

2018 REVISION

Full name of employee:

Address:
No. Street City or Town Prov. Postal Code
Date of birth: Height: Weight: Member ID Number: Telephone Number:
Name of employer: Your normal occupation:
1. Date accident or Day Month Year 7. If disability is the result of an injury:
sickness began
2. Date last worked Day Month Year a. Where did accident happen?
3. Date of first Day Month Year b. Describe the accident: (attach additional information if necessary)
treatment
4. a. Was disability caused by or Yes No
related to your employment? O |
b. Have you filed or do you intend to file Yes No
a WorkSafe BC claim? O O
c. Have you obtained assistance from Yes No c. At what time of day
the Workers Advisors office? O O] did accident occur?
5. Nature of sickness or injury: 8. Date you returned to work or
expect to return to work:
6. Physician’s name and address: 9: Are you receiving or have you applied for
disability benefits from any other source?
If yes give details under“Comments”: No
(L.E. Employment Insurance, WorkSafe BC, ICBC) |
10. Are you engaged Comments:
in any other Yes No
occupation? =] ol

| certify that the above statements are correct and hereby authorize my physician and/or hospital to release any additional information required in connection with this
claim to the Teamsters’ National Benefit Plan. | consent to the Teamsters’ National Benefit Plan using this personal information to adjudicate my claim and disclosing this
personal information when required by or permitted by law. | consent to the personal information provided above being retained, used and disclosed only in accordance
with the Teamsters' National Benefit Plan privacy policy. I fully understand that | am not entitled to receive weekly indemnity benefits under this Plan during any period
for which | receive WorkSafe BC (formerly WCB) Benefits or during any period for which | receive vacation pay.

| also hereby authorize the Teamsters’ National Benefit Plan (“the Plan”) to release medical information/correspondence pertaining to my disability benefits to physicians
as required to obtain further medical information. | release and hold harmless the Teamsters’ National Benefit Plan and its employees from any and all liability of any kind
for circumstances that may arise as the result of the release of this information.

Date Employee’s Signature

IMPORTANT THE INCOME TAX ACT PROVIDES THAT YOUR WEEKLY INDEMNITY BENEFITS ARE SUBJECT TO INCOME TAX. IF YOU WISH TO
HAVE INCOME TAX DEDUCTED FROM YOUR BENEFITS EACH WEEK AT A RATE OF 10% OF BENEFIT, PLEASE SIGN BELOW:

DATE EMPLOYEE'S SIGNATURE

EMPLOYER'S STATEMENT Employee type: Regular Employee - Union O
Regular Employee - Non-Union [

Employee’s regular hourly wage rate Dependent Contractor O

Normal

If dependent contractor, 12 month gross Occupation

Number of hours worked in a regular work week Date employee

immediately prior to commencement of disability last worked

On date of disability, was employee:  Actively employed O0 Terminated O Laid Off O Other O

Was disability incurred in course of employment?

Date employee
returned to work

Date

Employer

Telephone

Authorized Signature

Email

Please Print Name




"@"" NOILITdINOD SL1I HOd @IDYVYHD 334 ANV HO4 ANV INHOL SIHL ONIHNDIS YOd ITdISNOJSIY SI LNTILVd FHL
Eilelg| ‘aw ainjeubis

# Xed #°L

SsaIppy (3uld dsed|d)
awep sueisAyd

(Inydjoy ag Aew aA31|2g NOA UO[IRWIO}U] [RUOIIIPPE O S|1RISP J2Y3in) SpIAoid aseald) :SHHYINTY

Jeap Yuop Keg ., pajgesia AJjeol , 1abuo| ou sem Juaned a3 a3ep jo asiape ases|d 40N,
———oN

EEEN K1910D31 310J2q S}99M [RUOIIIPPE JO JaqUINU 33 33ewisa asea|d ‘anuyaput J|

IEETR Yo~ Ae@  ©jiom 0} uinial 03 3|ge 3 pnoys Jusned usym siep alewixoidde jo asiape ases|d
IEEETR yuwow — Aeq 0] 1eap Yauop Ae@ :woi4

saA ;(uonednddo [ewlou Jay Jo siy ul abebus o3 ajqeun Aj3ajdwiod) ,pajgesiq A|je101 , 3uaned ayj s ‘abpajmou Inok Jo1sag ayi o] (e) 9

oN S8/ ¢|1e3ud sainp qof [ewou sjuaiied INoA Jeym Jo ieme nok a1y (2)

iAjigesip siy3 03 anp paiieduwi a1e saiiARde BulAl Ajiep sjuaiied ay3 jo 10adse Jeyn (p)

umouyufn oN — s9A ;1uswAojdwa s3usied ayi Jo 1no Buisiie ssauydis 4o Ainful Aue o3 anp uonipuod aY3 s| (2)

T iaguUDsep pue usym aleys asea|d ‘SeaA,dl T ONT SS9A ¢ised Y3 Ul UoHPUOD Jejiwis 10 Swes 3y pey judied ay3 seH ()

lesp yiuop Keg ¢uaddey juspidoe pip usym Jo jeadde 3siy swoidwAs pip usym sbpajmouy JnoA Jo 1saq ayr oj (e) °g

juswiutodde jo s3ep apiaoid ases|d ‘STA I oN S3A ¢1SI|e1Dads e 0} |1l e 9q 219y} ||IM 10 219Y3 seH (1)

*syJodas uoneynsuod Aue apnpui asea|d ‘wied siy} bunesipn(pe ui sn isisse Aew 1eyy sbuipuly |edIpaw 1o $3sa3 ‘sAei-X JUSIND JO S}NSaI pJemio) asea|d (U)

:s|ie3ap apinoid asea|d ‘pawoyiad usaq sey Jo pajnpayds si A1b.ns §| (6)

(,S}leway, Japun juswwod ases|d 40N, 41) OoN sap ;welboid Juswiieal) papuswiwodal Buimoy|oy Juatied si abpajmoud| INoA Jo 35aq Y3 o] (4)

*abesop pue suoiyedipawi apn|pui osje asea|d ‘paqudsaid j| Juswileal} papuswIodad Jo dinjyeu £}1>ads ases|d (3)

(fads osesd) ssya0~ Ayauow — ApI@9p :saisiA Jo Aousnbauy a3els ases|d (p)

(,1ewsy, Japun Juswwod aseald {ON,41) —  ON~  SsaA ipouad |jnyayl buunp aied sjusned syl buisiatadns AjpAoe noA a19 (2)
Jeap yuow — Aeg AM1]1geSIp SIY3 10} 1ISIA JU9dal 3sow sjuaiied Jo a1ed ()

Je9A oy — Aeg A3j1gesip s1y1 10} SIA 1511 s,3usied Jo a1eq (e)

INIWLIVIYL ‘P

Auligesiq Jo uoieing Y3 1534y YDIYM SUORIPUOD [BUORIPPY *E

(o19eo11dde y1) A1epuodas (q)

uonipuoD Buijgesiq 1uasaid Jo sisoubeiq Alewid (e) ‘g

619
1yb1aH

aby SSaIppY pue SweN sjusned ‘L

‘ue|d ay3 01 A323.1p |1ews Jo
ALITIgvsid 40 13SNO 3H.L 40 SAVA 06 jusnied InoA o) wioj pa1s|dwiod uinial ases|d
114IN39 ALlTIgvSIA NIHLIM @3L1INgns 38 LSNIN SNIVTD LN3IWFLVLS S.NVIDISAHd ONIANILLY



