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Sun Life Assurance Company of Canada
Long Term Disability Claim Packet

Instructions for the Plan Administrator

Please make sure that the employee initiates the Long Term Disability claim filing process as soon
as it first appears that his or her disability will extend beyond the required elimination period.
Please refer to your group insurance policy to determine the length of the elimination period.

The LTD claim packet requests information that is critical to the timely and accurate
administration of the claim. This information is used to determine benefits according to the
group insurance policy under which the employee is covered.

There are five sections to be completed in this packet:

A Employer’s Statement

B Employee’s Statement

C Attending Physician’s Statement

D Authorization

E Reimbursement Agreement

The employee is responsible for completing Sections B, D and E of this packet as well as collecting
Section A, completed by the employer, and Section C, completed by the attending physician. The
employee also is responsible for collecting additional supporting documentation that may be
required for the claim. The employee must forward all completed sections and supporting
material to Sun Life Assurance Company of Canada before we can begin processing the claim. If
the claim form is not completed in full, processing of benefits will be delayed until all of the
required information is received.

Please call our
Customer Service Center
at 1-800-247-6875 to
report any scheduled or
actual return-to-work
dates as soon as possible. 

Special Instructions for the Employee

Employee Checklist
If you do not provide the fully completed claim packet and all additional supporting
documentation, your benefits could be delayed until all of the required information is received.

Did you...

Complete and sign the “Employee’s Statement” (Section B of this packet) answering all
questions in as much detail as possible (especially your full address and phone number)?

Sign and date the “Authorization” (Section D)? This will allow Sun Life Assurance Company
of Canada to obtain additional information, if necessary, to make a decision on your claim.
All information related to your claim is kept strictly confidential.

Complete, sign and date the “Reimbursement Agreement” (Section E)? This form outlines an
agreement concerning coordination of benefits. Please disregard completion of this
agreement if your employer is located in Pennsylvania.

Arrange for your employer to complete the “Employer’s Statement” (Section A of this packet)?

Arrange for your doctor to complete the “Attending Physician’s Statement” (Section C)?
Incomplete medical information could lead to delays in the resolution of your claim. If there
is more than one treating physician, please send a separate form to each provider.

Before you send us
your completed claim
forms, please review
this checklist to make
sure that you have
included all of the
information listed.

continued on next page
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Special Instructions for the Employee (continued)

Fraud Warnings

Enclose all treatment notes and results from diagnostic tests (i.e. x-rays, lab work, etc.) from
all physicians from whom you have received care since your last day of work?

Verify that your employer will send us a job description and any additional information
required by the policy (i.e. enrollment form, prior year’s W-2, payroll records, etc.)?

Mailing Instructions
After you have collected all of the forms and medical records listed above, please keep a copy 
for your records and mail all of the information three to four weeks before the end of your
elimination period, to avoid delay in processing your claim, to:

Sun Life Assurance Company of Canada
Group Long Term Disability Claims, SC 3208
One Sun Life Executive Park
P.O. Box 81830
Wellesley Hills, MA 02481

PLEASE NOTE: After Sun Life Assurance Company of Canada receives your claim, we may need to
request additional information to determine your eligibility for benefits.

We will contact you as soon as we have received and reviewed your claim forms and medical
records. In the meantime, should you have any questions, please call our Customer Service
Center at 1-800-247-6875.

State law requires that we notify you of the following:

Fraud Warning: Any person who knowingly and with intent to defraud any insurance company or
other person files an application for insurance or statement of claim containing any materially
false information or conceals for the purpose of misleading, information concerning any fact
material thereto commits a fraudulent insurance act, which is a crime and subjects such person 
to criminal and civil penalties.

Fraud Warning - For Residents of Colorado: It is unlawful to knowingly provide false, incomplete,
or misleading facts or information to an insurance company for the purpose of defrauding or
attempting to defraud the company. Penalties may include imprisonment, fines, denial of
insurance, and civil damages. Any insurance company or agent of an insurance company who
knowingly provides false, incomplete, or misleading facts or information to a policyholder or
claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant
with regard to a settlement or award payable from insurance proceeds shall be reported to the
Colorado Division of Insurance within the Department of Regulatory Agencies.

Fraud Warning - For Residents of Florida: Any person who knowingly and with intent to injure,
defraud, or deceive any insurer files a statement of claim or an application containing any false,
incomplete, or misleading information is guilty of a felony of the third degree.

Fraud Warning - For Residents of Louisiana: Any person who knowingly presents a false or fraudulent
claim for payment of a loss or benefit or knowingly presents false information in an application for
insurance is guilty of a crime and may be subject to fines and confinement in prison.

Fraud Warning - For Residents of Maryland: Any person who knowingly and with intent to 
defraud any insurance company or other person files an application for insurance or statement 
of claim containing any materially false information or conceals for the purpose of misleading,
information concerning any fact material thereto commits a fraudulent insurance act, which is 
a crime as determined by a court of competent jurisdiction.

Fraud Warning - For Residents of New Jersey: Any person who includes any false or misleading
information on an application for an insurance policy is subject to criminal and civil penalties.

Fraud Warning - For Residents of Virginia: Any person who, with intent to defraud or knowing that
he is facilitating a fraud against an insurer, submits an application or files a claim containing a
false or deceptive statement may have violated state law.



A. Date Employee Hired (m/d/y) B. Date Employee Effective Under this Policy (m/d/y)

C. Date Employee Last Worked (m/d/y) D. Number of Hours Worked – Last Day

E. What was the employee’s permanent occupation on his/her last date of work?

F. How long had employee been in this occupation?

G. Why did the employee cease working?

H. Was insurance in force when disability began? If no, give termination date (m/d/y)
Yes No

I. What was the employee’s regularly scheduled work week?
Days Per Week Hours Per Day

J. Is the condition due to an injury or sickness arising out of the employee’s job?
Yes No Disputed

K. Has a Workers’ Compensation claim been filed?
Yes No If yes, please send initial report of illness/injury and award/denial notice.

L. Name and Address of Your Workers’ Compensation Carrier

M. Was employee covered under prior LTD policy?
Yes No

Effective Date Under Prior Policy (m/d/y) Termination Date Under Prior Policy (m/d/y)

N. Has employee returned to work? Date Returned (m/d/y)
Yes No If yes, With Restrictions Full Capacity
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Sun Life Assurance Company of Canada
Long Term Disability Claim
Section A: Employer’s Statement

1. Information About the Employer

Please PRINT clearly. Employer’s Name Group Policy Number Subdivision Class

Employer Contact (name of person completing this form) Title

Employer’s Street Address City State Zip Code

Employer’s Email Address Telephone Number Fax Number

Name and Address of Division Where Employee Works (if different from above)

3. Information About Employment and the Claim

If so, please provide the
following information:

Contact Person Telephone Number

Does your company have a formal Return to Work Program? . . . . . . . . . . . . . . . . . . . Yes No

2. Information About the Employee

Employee’s Name (first, middle initial, last) Male Social Security Number Date of Birth (m/d/y)
Female I I I I I I I I

Employee’s Street Address City State Zip Code



XGR/433 – LTD Claim Packet Page 4 of 20

4. Information About the Employee’s Salary

Rate per Hour Salary per Week
$ $ $ $ $

A. Does employee contribute toward Percentage paid by 
the LTD premium? Yes No Employee % Employer %

B. Are employee’s premium contributions made with pre-tax dollars?
Yes No

5. Information About Other Sources of Income

Sick Pay

Salary Continuance

State Disability

Workers’ Compensation

Unemployment Compensation

Social Security Disability/Retirement

Disability/Retirement Pension

Automobile No-fault Insurance

Union Disability

Other Group Disability Benefits

To the best of your knowledge, is the employee receiving, or entitled to receive, benefits from any
of the following sources during the employee’s disability?

Amount/ Date Date
Source of Income (Week/Month) Payments Began Payments End

A. How was the employee paid? 
(check one)

Hourly Salaried

B. Please provide information about 
other income:

Commissions Bonuses Overtime

6. Information Needed for Withholding and Reporting Taxes

7. Information About the Employee’s Occupation 

Employee’s Job Title

Please give detailed
description of job
duties including the
physical demands and
submit employee’s
formal job description.



Sitting

Standing

Walking

Driving

Bend/Stoop

Climb

Reach Above Shoulder Level

Kneel

Balance

Push/Pull

Crawl/Crouch

Lift ________________lbs

Carry ______________lbs
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8. Information About the Physical Aspects of the Occupation

A. In a typical work day, give the number of hours the employee spends in each of these
positions and if employee may alternate positions.

Total Number May Alternate Positions
Position of Hours At Will 15-30 Minutes Hourly Never

B. In a typical work day, the employee must:

Occasionally Frequently Continuously
(1/4 - 2 1/2 hours) (2 1/2 - 5 1/2 Hours) (5 1/2 - 8 hours) Never

C. Does the employee use feet for repetitive movements, as in operating foot controls?

Right foot Yes No Left foot Yes No Both feet Yes No

D. What are the major tasks requiring use of one or both hands?

One Hand Both Hands

E. Which of the following describes the employee’s working environment?

Working at heights Exposure to dust, fumes and gases

Operating heavy machinery Precise manual dexterity

Changes in temperature or humidity Other hazards (specify)

Check all that apply.
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9. Stress/Non-Physical Aspects of the Job

A. Does employee have to answer customer complaints?. . . . . . . . . . . . . . . . . . . . . . Yes No

B. Is employee primarily evaluated on production? . . . . . . . . . . . . . . . . . . . . . . . . . . Yes No

C. Is employee routinely subject to close supervision? . . . . . . . . . . . . . . . . . . . . . . . . Yes No

D. Does employee work closely with his/her co-workers? . . . . . . . . . . . . . . . . . . . . . Yes No

E. Is employee responsible for the overall performance of 
his/her particular department? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Yes No

F. Number of people this employee supervises ____________

10. Required Attachments for Person Completing this Section of the Form

A. If the employee contributes to the premium, attach a copy of the enrollment form.

B. If you have medical information from the employee’s file relating to this disability, please
attach copies.

C. Attach a copy of the employee’s formal job description, if available.

11. Signature

The above statements are true and complete to the best of my knowledge and belief.

Name of Person Completing this Section

Title of Person

Telephone Number Fax Number

Signature Date (m/d/y)
X

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

©2003 Sun Life Assurance Company of Canada, Wellesley Hills, MA 02481. All rights reserved. 
Sun Life Financial and the globe symbol are service marks of Sun Life Assurance Company of Canada.



Your Name (first, middle initial, last) Policy Number

Your Street Address City State Zip Code

Social Security Number Date of Birth (m/d/y) Single Married
I I I I I I I I Divorced Widowed

Your Occupation Telephone Number

Your Spouse’s Name (first, middle initial, last) Social Security Number Date of Birth (m/d/y)
I I I I I I I I

Is your spouse employed?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Yes No

Names and Dates of Birth of Your Children (under age 25)
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Sun Life Assurance Company of Canada
Long Term Disability Claim
Section B: Employee’s Statement

1. Information About You and Your Family

Please PRINT clearly.

This information is
required to determine
your eligibility for
Social Security benefits.

2. Information About the Condition Causing Your Disability

A. Date of Accident or Date You First Noticed Symptoms of Your Illness

B. Describe in detail how, when and where the accident occurred or describe the nature of your
illness and its first symptoms

C. Date You Were First Treated by a Physician

D. Name, Address and Phone Number of First Treating Physician

E. Is your condition due to injury or sickness related to your job?. . . . . . . . . . . . . . . . . . . Yes No
If yes, please explain below.

F. Have you filed, or do you intend to file a Workers’ Compensation claim? Date (m/d/y)
Yes No If yes, provide date.

3. Information About the Disability

A. Last Day You Worked Prior to the Disability B. Did you work a full day?
Yes No

C. Date You Were First Unable to Work (m/d/y)

D. Have you returned to work? Date Returned (m/d/y)
Yes No If yes, With Restrictions Full Capacity
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5. Information About Other Income

Provide award/denial
notice or application
associated with any
source of income
referred to in this
section.

Sick Pay

Salary Continuance

State Disability

Workers’ Compensation

Unemployment Compensation

Social Security Disability/Retirement

Disability/Retirement Pension

Automobile No-fault Insurance

Union Disability

Other Group Disability Benefits

Are you currently receiving, or entitled to receive, benefits from any of the following sources? 

Amount/ Date Date
Source of Income (Week/Month) Payments Began Payments End

Name Telephone Number

Address

Specialty Date of Treatment (m/d/y)

4. Information About Physicians and Hospitals

Name Telephone Number

Address

Specialty Date of Treatment (m/d/y)

A. Please provide the names and addresses of all physicians you have seen for this condition.

B. If you have been hospital-confined for this condition, please provide names and addresses of
hospitals and confinement dates.

Name of Hospital(s) Address Dates of Confinement

If you need more space,
attach additional pages.
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