
Employer Life Waiver of Premium
Notice of Claim

The completed Employer’s Notice of Claim along with the completed Employee Notice of Claim and Attending
Physician’s Initial Statement is required before claim assessment can commence. Please ensure they are
completed and submitted to Great-West Life at least 8 weeks prior to the end of the Elimination Period. Life
Waiver of Premium benefits may be delayed if this guide is submitted later than 8 weeks prior to the
end of the Elimination Period.

A. Employer Identification
1. Name: ____________________________________________________________________________

Address: Street & Number ____________________________________________________________

P.O. Box _____________________

City _______________________ Province _________________ Postal Code ___________

Telephone Number: ( _____ ) ______________________  Fax: ( _____ ) _______________________

2. Group Policy Number _________________ Division Number (if applicable) _____________________

Class (if applicable) ______________________________
B. Employee Identification
1. Name: First _______________________ Initial __________ Last _____________________________

■■ Male   ■■ Female   

Address: Street & Number ____________________________________________________________

City _______________________ Province _________________ Postal Code ___________

Home Telephone Number: ( _____ ) ______________________

2. Employee I.D. _________________________ Social Insurance Number ________________________

3. Date of birth: Year __________ Month __________ Day __________ 

C. Employment Information

1. Effective date of hire: Year ________ Month ________ Day ________ 

2. Employment class:

a) Is the employee  ■■ Full Time   ■■ Part Time

Number of hours worked per week _______

b) Is the employee: ■■ Temporary   ■■ Seasonal    ■■ Permanent    ■■ Contract

c) Is the employee: ■■ Hourly         ■■ Salaried      ■■ Commissioned

3. Last day employee was at work: Year ________ Month ________ Day ________ 

Reason for absence: ■■ Medical   ■■ Leave of Absence    ■■ Strike    ■■ Dismissed

■■ Temporary Lay-off    ■■ Quit    ■■ Retired    ■■ Other ___________________

4. Current Employment Status:

Has employee returned to work?  ■■ Yes   ■■ No

If yes, please indicate date returned: Year ________ Month ________ Day ________ 

If no, is a return to work date known?   ■■ Yes   ■■ No

If yes, please indicate expected date of return: Year ________ Month ________ Day ________ 

Has employment terminated: ■■ Yes   ■■ No      Date: Year ________ Month ________ Day ________ 

Other (please explain) _______________________________________________________________

D. Insurance Information

1. Original effective date of the employee’s basic life insurance with Great-West Life:

Year ________ Month ________ Day ________ 

Was the employee a late Applicant?   ■■ Yes   ■■ No

2. Effective date of excess insurance, if any: Year ________ Month ________ Day ________ 

3. Date insurance or insurance premiums ended, if applicable: Year ________ Month ________ Day ________ 
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E. Earnings and Benefit Information

Please answer the following questions. If any do not apply, put N/A in the blank.

1. Please provide: Amount of Life Insurance $ _________________

Annual Earnings on date last reported for work $ ______________________

Please submit employee enrollment card and a copy of the LTD acceptance letter (if LTD benefits are
provided by another carrier).

2. Is the employee covered for Optional Life Insurance?   ■■ Yes   ■■ No

If so, please provide: Optional Life Policy Number ____________________

Amount of Optional Life Insurance $ _________________

Also, please submit a copy of the Optional Life approval letter.

3. Date earnings ceased or will cease: Year ________ Month ________ Day ________ 

F. Job Information

1. Employee’s job title as of the last day worked: _____________________________________________

2. How long has the employee worked in this position? _________ Years _________ Months

3. What are the duties in this job, and what percentage of time does each take per week?

Percentage of time
Duties per week

_________________________________________________________         _______________________

_________________________________________________________         _______________________

_________________________________________________________         _______________________

_________________________________________________________         _______________________

If you have a prepared job description, it may be included with this submission.

4. When did the employee’s disability first appear to affect his/her work?

Year ________ Month ________ Day ________ 

5. In what ways did performance on the job change as a result of the disability? ____________________

__________________________________________________________________________________

__________________________________________________________________________________

6. Were any changes made in the employee’s job as a result of the disability?   ■■ Yes   ■■ No

If yes, please explain what the changes were and when they were made:

__________________________________________________________________________________

__________________________________________________________________________________

7. If the employee could do less demanding work, would such work be available?   ■■ Yes   ■■ No

If no, please explain: _________________________________________________________________

__________________________________________________________________________________

Declaration

I hereby declare that the answers to the above questions are accurate and complete.

Authorized Signature: ______________________________________ Date: ________________________

Name (please print): _____________________________ Title: ___________________________________
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