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Activities Questionnaire

Policy Number: Insured /Annuitant Name:

In order to continue our assessment of your claim, we require that the following questions be answered completely and to the best of
your ability. Your cooperation is appreciated.

1 What do you understand your medical condition to be?

2 What are your current daily activities?

3 What activities are you no longer able to perform as a result of your medical condition?

4 Do you require assistance to complete the activities you can no longer perform? Who provides this assistance?

8§ What symptoms are you currently experiencing and how frequent are they?

6 Are you currently working? O Yes O No

1 If “yes”please provide details (e.g., number of hours worked per day, duties, etc.)

8 Ifyou are not working, what is specifically preventing you from working?
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9 What is your current treatment program, including names and dosages of current medications?

10 Please list the names of all your current treatment providers, with their address and phone number, and how often you see each one.

11 Are you receiving benefits from other sources? ( Yes (ONo  If “yes”please provide details.

| confirm that the above information is complete and accurate to the best of my knowledge.

Name Signature Date Signed (po/mm/yyyy)

iVCI 1 i
P.O. Box 4241, Station A, Toronto, ON M5W 5R3 e Telephone: 1-855-806-5057 ¢ claimsdepartment@ivari.ca
@ The fastest and easiest way to send us your completed and signed forms is through our online tool,
Send documents on ivari.ca. By using this tool, forms are sent instantly and securely.
™ivari and the ivari logos are trademarks of ivari Holdings ULC. ivari is licensed to use such marks. SAVE PRINT CLEAR
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