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GROUP DEATH BENEFIT

Please return this completed form and supporting documents to: PHYSICI AN)S ST ATEMENT

Wawanesa Life - Claims

236 Carlton St, Winnipeg, MB R3C 1P5
For inquiries, please call: 1-844-318-0411, #3

Email: WawanesaLife-claims@wawanesa.com POLICY #
Website: wawanesalife.com

international list of causes of death.
THE CLAIMANT IS RESPONSIBLE FOR ANY FEE FOR THIS INFORMATION

The Medical Certification follows the recommendation of the World Health Assembly made in Geneva on July 24, 1948. It has been
accepted by all states in the United States and all provinces in Canada. In the interest of accurate vital statistics, please conform to the

as heart failure, asthenia, etc. It means disease, injury or complication which caused death.)

(a) (a)

Antecedent causes. (Morbid conditions, if any, giving rise to the above cause (a) stating the
underlying cause last.)

Due to (b) (b)

Due to (c) (©)

Other significant conditions: (Contributing to the death but not related to the disease or condition causing death.)

Full Name of Deceased Date of Death

Residence at Death Place of Death

Age at Death or Date of Birth (If Hospital or Institution, Given Name)

Cause of death (Enter only one cause for each a, b, and c.) INTERVAL BETWEEN
Disease or condition directly leading to death: (This does not mean the mode of dying, such ONSET AND DEATH

Date of First Attendance in Last Illness Date of Last Attendance in Last Illness

If death was due to accident, suicide or homicide, specify which. Was an inquest held? T YES " NO

Describe briefly. Was an autopsy performed? T YES " NO
If so, by whom and with what findings?

Have you treated or advised the deceased during the last 3 years, prior to last illness? r YES © NO

Did the deceased, to your knowledge, receive treatment during the last 3 years from any other physician, r YES © NO

or in any hospital or institution?

If “Yes”, to either question, please furnish the following:

Name Address Nature of Illness or Injury Dates

PERSONAL INFORMATION CONSENT: The information collected on this application for insurance is required for the purposes of considering and, if approved, processing this application for
insurance. It may also be used to administer the insurance policy, investigate any claims that may be made under this policy, and for the provision of products and services. This information, and
information in existing files, may be used by and exchanged among Wawanesa Life Insurance Company, their agents, affiliates, partners, subsidiaries, reinsurers, rating agencies and authorized
administrators for these purposes, regardless of whether a policy is issued or coverage ceases to be in force. Subject to legal and contractual requirements, the applicant may refuse to consent to the
collection, use, or disclosure of their personal information for specific purposes by contacting privacy@wawanesa.com or by calling 1-888-997-9965 and asking to speak to the Privacy Officer.

M.D.

Date Address Signature
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