
1. Complete Sections 3, 4a and 6 if filing for the insured

2. Complete Section 3, 4b or 4c and 6 if filing for a dependent
3. Have the physician complete Section 7
4. Sign and date the Authorization sections
5. Provide documentation:

Attach an itemized bill or the medical records for each claim to be considered. Some documentation can be obtained by 

ess Screening Benefit: See policy for covered tests or procedures. If submitting a claim for this benefit use the 
Wellness Claim Statement (Form GCIFM-7261). 

2 | Fraud warnings 

General fraud warning: Any person who knowingly and with intent to defraud any insurance company or other person 
files an application for insurance or stat

presents false information in an application for insurance is guilty of a crime and may be subject to restitution fines or 
confinement in prison, or any combination thereof. AR, LA, MA, MN, RI, TX and WV: 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. 

AZ: For your protection Arizona law requires the following statement to appear on this form. Any 
person who knowingly presents a false or fraudulent claim for payment of a loss is subject to criminal 
and civil penalties. 
CA: For your protection California law requires the following to appear on this form:  Any person who knowingly presents 
a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in 
state prison. 
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3 | General information 
 

Policyholder/employer name 
      

Policyholder number 
      

Phone number 
      

Street address 
      

City 
      

State 
      

Zip code 
      

 
4 | Patient information 
 

Claiming benefits for:  Insured  Spouse  Dependent 

4a. Insured: 

Insured employee name (As it appears on your Social Security card)  Male 
       Female 
Marital status:   Married  Single  Divorced  Widowed 

Social Security number 
      

Date of birth (mm/dd/yyyy) 

      
Home phone number 
      

Mobile phone number 
      

E-mail address       

Street address 
      

City 
      

State 
      

Zip code 
      

Did injury result from employment?............................................................................  Yes  No  Currently disputed 
 
4b. Spouse: 

Spouse name (As it appears on your spouse’s Social Security card)  Male 
       Female 
Social Security number 
      

Date of birth (mm/dd/yyyy) 

      
Mobile phone number 
      

Did injury result from employment?............................................................................  Yes  No  Currently disputed 
 
4c. Dependent: 

See policy for the definition of a dependent. If over age 26, please provide proof of disability status. 

Dependent name (As it appears on your dependent’s Social Security card)  Male 
       Female 
Social Security number 
      

Date of birth (mm/dd/yyyy) 

      
Mobile phone number 
      

Married 
 Yes   No 

Did injury result from employment?............................................................................  Yes  No  Currently disputed 
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Sun Life Assurance Company of Canada 

|Authorization for Release and Disclosure of Non-Health Related Information 

I HEREBY AUTHORIZE any: (a) physician, healthcare provider, health plan, medical professional, hospital, clinic, 
laboratory, therapist, pharmacy���E�H�Q�H�I�L�W���P�D�Q�D�J�H�U or other medical or healthcare facility that has provided payment, 
treatment or services to me or on my behalf; (b) benefit plan administrator; (c) employer; (d) insurance company; (e) 
insurance support organization; (f) state department of motor vehicles; (g) consumer reporting agency; (h) financial 
institution; (i) government agency, or the Medical Information Bureau, Inc., Social Security Administration, Internal 
Revenue Service or the Veteran’s Administration, to disclose to Sun Life Assurance Company of Canada (“the Company”), 
its subsidiaries, affiliates, third party administrators, and reinsurers, any and all non-health information relating to me, 
including, but not limited to (a) my employment earnings; (b) my occupational duties; (c) my credit history; (d) insurance 
benefits I may be receiving or have received; (e) Social Security benefits I, or my dependents, may be receiving or have 
received; (f) insurance claims I may have filed or insurance coverage I may have; (g) traffic accident reports relating to me; 
and (h) any other financial information relating to me. 

I understand that the Company will use the information it obtains to: (a) underwrite my application for coverage; (b) make 
eligibility, risk rating, policy issuance and enrollment determinations; (c) obtain reinsurance; (d) administer claims and 
determine or fulfill responsibility for coverage and provision of benefits; (e) administer coverage; and/or (f) conduct other 
legally permissible activities that relate to any coverage I have or have applied for with the Company. 

I authorize the Company to disclose information it obtains about me to the following persons to the extent necessary for the 
recipient to provide claim management or advisory services, to audit the administration of claims, or to verify, evaluate 
and/or adjudicate my claim:  (a) my employer, its agents, and any plan sponsor, administrator or other service provider of 
any benefit plan or leave program in which I participate, (b) my treating physicians, psychologists and 
therapists/counselors, (c) other persons or organizations performing medical, investigative, financial or legal services 
related to my claim, (d) my insurer, if the Company is acting only as the administrator of my claim and (e) other insurance 
companies, third party administrators or insurance support organizations to prevent fraud or material nondisclosure in 
connection with insurance transactions. The Company will not disclose information it obtains about me except as 
authorized by this Authorization, as may be required or permitted by law; or as I may further authorize. I understand that if 
information is re-disclosed as permitted by this authorization, it may no longer be protected by applicable federal privacy 
law. 

This Authorization shall apply to information relating to my dependents where applicable. 

I understand that: (a) this Authorization shall be valid for 24 months from the date of the signature below; (b) I may revoke 
it at any time by providing written notice to �6�X�Q���/�L�I�H���)�L�Q�D�Q�F�L�D�O����Group Accident Insurance Claims, One Sun Life Executive 
Park, �6�&������������Wellesley Hills, Massachusetts, 02481, subject to the rights of any person who acted in reliance on it prior 
to receiving notice of its revocation; and (c) my authorized representative and I are entitled to receive a copy of the 
Authorization upon request.  

A copy of this Authorization shall be as valid as the original. 

Print name of claimant or personal representative of claimant Group policy number 

If Representative, description of your authority or relationship to claimant 

Signature of claimant or personal representative  
X 

Date (mm/dd/yyyy) 



Contact us 

By mail 
Sun Life Assurance Company of Canada 
300 Southborough Drive, STE 200 
South Portland, ME 04106-6914 

By fax 
866.376.9480 

By e-mail 
slfworksiteclaims@disabilityrms.com 

www.sunlife.com/us Customer Service 877-820-5306  M–F 8:00 a.m. – 5:00 p.m., ET 

Sun Life Assurance Company of Canada is a member of the Sun Life Financial group of companies. 
© 2018 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. 
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Sun Life Assurance Company of Canada 
Wellesley Hills, MA 02481 
877-820-5306

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 INFORMATION 
We need to obtain information about you to determine whether we can provide the insurance benefits you have requested. 
As part of the claims process, we may ask you to undergo a physical examination, submit a statement from your 
physician, or provide 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 
health-related information and/or the authorization for release and disclosure of psychotherapy notes, you authorize us to 
obtain medical information about you that we need to underwrite your application. Depending on your particular 
circumstances, we may collect additional information about you from the following sources: 

 physicians, health care providers, medical professionals, hospitals, clinics, or other medical or health-care-related
facilities

 other insurance companies you have applied to for insurance
 public records, such as Social Security and tax records

DISCLOSURE OF PERSONAL INFORMATION 
When you sign the authorization for release and disclosure of health-related information and/or the authorization for 
release and disclosure of psychotherapy notes, you authorize us to disclose information we have about you: 

 to our reinsurers and
 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 such information, without obtaining authorization from you, to: 

 companies that help us conduct our business or perform services on our behalf,
 your physician or treating medical professional, and
 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 PERSONAL INFORMATION 
Upon written request to the Company, you can: 

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

 request that we correct, amend, or delete any recorded personal information about you in our possession, and
 file your own statement of facts if you believe that 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. 




