
This document contains both information and form fields. To read information, use the Down Arrow from a form field. 

Request for Evidence of Insurability 
for RTOERO Members

Policy numbers 141000 and 141001

Please PRINT clearly.

1. General information

Information about you
First name Initial Last name Former/maiden name (if applicable)

Date of birth (dd-mm-yyyy) Province of birth Country of birth Male
Female

Address (street number and name) Apartment or suite

City Province Postal code

Telephone number Email address

Information about your spouse (complete if applying for benefits)
First name Initial Last name Former/maiden name (if applicable)

Date of birth (dd-mm-yyyy) Province of birth Country of birth Male
Female

Telephone number Email address

Information about your dependent child(ren) (complete if applying for benefits)
First name Initial Last name Date of birth (dd-mm-yyyy) Male

Female
Male
Female
Male
Female

First name Initial Last name Date of birth (dd-mm-yyyy)

First name Initial Last name Date of birth (dd-mm-yyyy)

If you need more space, please complete on separate sheet of paper, and sign and date it.

For office use only

Certificate number:

Extended Health Care Plan: Single Couple Family
Semi-Private Hospital & Convalescent Care Plan: Single Couple Family

Notes:

Securian Canada is the brand name used by Canadian Premier Life Insurance Company and Canadian Premier General Insurance Company to do 
business in Canada. Policies are underwritten by Canadian Premier Life Insurance Company. For more information visit www.securiancanada.ca or 
call 1-844-894-0378
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2. Statement of insurability
Please answer the following questions completely and accurately. If you’re not sure whether some information 
is relevant, provide it anyway. If you do not disclose all relevant information, claims may be denied and 
insurance cancelled. 

Do not tell us about genetic testing or genetic test results.

2.1 Background information 
Information about you
Height Weight

ft in m cm kg   lbs
Have you lost or gained more than 10lbs in the last 12 months?

Yes  No
If yes, please check gain or loss and the amount of weight change

Gain: Loss: kg   lbs
Name of attending physician

Date, reason and results for last consultation with attending physician (if no attending physician, please state none)

Name of physician, diagnosis, treatment given, results, medication prescribed

If the physician named above does not have the most complete records of your medical history, please provide full name and 
address of the physician who does have them

Information about your spouse (complete if applying for benefits)
Height Weight

ft in m cm kg   lbs
Have you lost or gained more than 10lbs in the last 12 months?

Yes No
If yes, please check gain or loss and the amount of weight change

Gain: Loss: kg lbs
Name of attending physician

Date, reason and results for last consultation with attending physician (if no attending physician, please state none)

Name of physician, diagnosis, treatment given, results, medication prescribed

If the physician named above does not have the most complete records of your medical history, please provide full name and 
address of the physician who does have them

If you need more space, please complete on separate sheet of paper, and sign and date it.
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2. Statement of insurability (continued)
2.2 Medication and/or treatment information 
(Complete if you are under age 65. Otherwise, proceed to section 2.3)

You Your spouse Your 
dependent 
child(ren)

Within the last 12 months, have any of the persons to be insured taken or 
been advised to take prescription drugs and/or used devices and/or medical 
accessories or other treatment (therapy, counselling, etc.) including unfilled 
prescriptions? Yes No Yes No Yes No

If yes, please complete the table below.

Name of person 
to be insured Condition

Medication and/or 
treatment

Price you pay 
per month Strength Daily dosage Length of time

$

$

$

$

$

$

$

$

$

$

$

$

$

$
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2. Statement of insurability (continued)
2.3 Health questionnaire 
Do not tell us about genetic testing or genetic test results.

In the last 10 years has there been any treatment for, known indication of, 
or consultation with any health care professional about:

You Your spouse Your 
dependent 
child(ren)

a) heart disease, stroke, TIA, circulatory disorder, chest pains or angina? Yes  No Yes No Yes No

b) blood disorders including cholesterol, high or low blood pressure? Yes  No Yes No Yes No

c) tumours, cancer, moles, other growths or disorder of the skin? Yes  No Yes No Yes No

d) human immunodeficiency virus (HIV), acquired immune deficiency 
syndrome (AIDS), AIDS related complex (ARC), or other immune 
disorder including Hepatitis? Yes  No Yes No Yes No

e) respiratory problems or any lung diseases? Yes  No Yes No Yes No

f) stomach, digestive problems, intestinal or colon problems? Yes  No Yes No Yes No

g) kidney problems or disease, liver problems? Yes  No Yes No Yes No

h) urinary tract problems, breast, prostate or genital problems? Yes  No Yes No Yes No

i) multiple sclerosis, seizures, paralysis or disorder of the brain or 
nervous system? Yes  No Yes No Yes No

j) diabetes or high blood sugar? Yes  No Yes No Yes No

k) depression, anxiety, or any other psychiatric problems? Yes  No Yes No Yes No

l) bone or joint problems, or any muscular pain including any neck or 
back pain? Yes  No Yes No Yes No

m) any other condition not listed above? Yes  No Yes No Yes No

n) substance abuse (including drugs or alcohol)? Yes  No Yes No Yes No

o) had his or her driver’s license suspended or revoked, or had three or 
more moving violations in the last two years? Yes  No Yes No Yes No

p) engaged or intend to engage in, any hazardous sport or activity (eg., 
auto or motorcycle racing, scuba or sky diving, or hang gliding)? Yes  No Yes No Yes No

q) had an application for insurance declined, postponed, rescinded, 
cancelled or modified in any way, or been denied a renewal or 
reinstatement? Yes  No Yes No Yes No

Please provide details below for any yes answers in section 2.3 (a-q). Include the results of all physical 
examinations and check-ups. If you need more space, please complete on separate sheet of paper and sign and date it.

Question
Name of person
to be insured

Date
(mm-yyyy)

Name and address of physician
and hospital, if any

Where applicable, include all 
information as to the nature of illness 
or injury, symptoms, number of 
attacks, duration, treatment and results
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3. Declaration and authorization
I declare that my answers in this Application form are true and complete and I understand that concealment, 
misrepresentation and false declaration concerning this Application form will cause the insurance to be void.

I hereby certify that I have read the Medical Information Bureau (MIB) notice in section 4, and having read the 
contents, I have, by my signature below, authorized the MIB to give to Canadian Premier Life Insurance Company, or 
its reinsurers, any information it may have.

With respect to this application, I authorize Canadian Premier Life Insurance Company, its agents and service 
providers to collect, use and disclose relevant information needed for the purposes of underwriting, administration 
and adjudicating claims with any person or organization who has relevant information about me including health 
professionals, institutions, the MIB, investigative agencies, insurers and reinsurers, and to collect, use and disclose 
information with Johnson Insurance for the purpose of administration.

A photocopy or electronic version of this authorization is as valid as the original.

Your signature Your spouse’s signature (if applying for benefits)
X X
City signed Province signed Date (dd-mm-yyyy)

Please return completed application to:
Johnson Inc.
PO Box 4408 STN A
Toronto, ON M5W 3V7

4. Medical Information Bureau notice
In the course of underwriting your application, Canadian Premier Life Insurance Company may disclose information 
about you to its reinsurers. Canadian Premier Life Insurance Company and its reinsurers may also release 
information in their files to other life and health insurance companies to whom you may apply for life or health 
insurance or to whom a claim for benefits may be submitted.

Canadian Premier Life Insurance Company or its reinsurers may also submit a brief report of their findings to the 
Medical Information Bureau (MIB), a non-profit membership organization of life and health insurance companies, 
which operates an information exchange on behalf of its members. If the person named in this application also 
applies for insurance coverage or submits a claim with another life or health insurance company that is an MIB 
member, MIB will, on request, supply that insurance company with the information on its files.

You may ask to see your personal information on file with MIB and correct anything that is inaccurate or incomplete.

Write to the MIB at:  Medical Information Bureau
330 University Avenue
Toronto, Ontario M5G 1R7
or call: 416-597-0590

5. Respecting your privacy
Respecting your privacy is a priority for Securian Canada. We collect information from application forms and other 
information you provide to us or our distribution partners in connection with insurance and/or financial products 
offered by us, as well as (with your consent) through independent medical or vocational assessments, if applicable, 
and from physicians, medical practitioners, hospitals, clinics or other medical or medically related facilities, insurance 
companies, MIB, LLC. (“MIB”), and other agents, government agencies or other organizations, institutions, or 
persons that have health records, if applicable. We collect, use and disclose your personal information for purposes 
that include: confirming your identity, underwriting, including determining your eligibility or need for insurance and/
or financial products you request; administration and servicing; claims adjudication; protecting against fraud, errors 
or misrepresentations; and meeting legal, regulatory or contractual requirements. We, and our affiliates, may use 
the personal information for the purpose of offering you, or allowing select organizations to offer you, other products 
and services. You may withdraw your consent for this purpose at any time by phone at: 1-888-968-4155 or by 
mail at: Privacy Office, 25 Sheppard Avenue West, Suite 1400 Toronto, ON M2N 6S6. We will give access to your 
personal information only to those of our employees and independent contractors, affiliates within our corporate 
group, administrators, distribution partners, and other third-party service providers and outsourcers, along with our 
reinsurers, who need your personal information to do their jobs. We will also provide access to anyone else you 
authorize. All of our service providers with whom we have a contractual relationship are required to protect your 
personal information in accordance with this privacy statement and our privacy practices. Sometimes, unless we are 
otherwise prohibited, these people may be in, or your personal information may be stored on servers located in, other 
provinces in Canada or in countries outside Canada, so your personal information may be subject to the laws of those 
other provinces or countries. You can ask for the information in our files about you and, if necessary, ask us in writing 
to correct it. To find out more about our privacy practices, visit http://www.securiancanada.ca/privacy-statement.

F103745  8-2023 Page 5 of 5

http://www.securiancanada.ca/privacy-statement

	Request for Evidence of Insurability for RTOERO Members
	1. General information
	Information about you
	Information about your spouse (complete if applying for benefits)
	Information about your dependent child(ren) (complete if applying for benefits)

	2. Statement of insurability
	2.1 Background information 
	Information about you
	Information about your spouse (complete if applying for benefits)

	2.2 Medication and/or treatment information 
	2.3 Health questionnaire 

	3. Declaration and authorization
	4. Medical Information Bureau notice
	5. Respecting your privacy


	001: 
	002: 
	003: 
	004: 
	005: 
	006: 
	007: 
	008: Off
	009: 
	010: 
	011: 
	012: 
	013: 
	014: 
	015: 
	016: 
	017: 
	018: 
	019: 
	020: 
	021: 
	022: 
	023: Off
	024: 
	025: 
	026: 
	027: 
	028: 
	029: 
	030: Off
	031: 
	032: 
	033: 
	034: 
	035: Off
	036: 
	037: 
	038: 
	039: 
	040: Off
	041: 
	042: 
	043: 
	044: 
	045: 
	046: Off
	047: Off
	048: Off
	049: 
	050: 
	051: Off
	052: 
	053: 
	054: 
	055: 
	056: 
	057: 
	058: 
	059: 
	060: 
	061: Off
	062: Off
	063: Off
	064: 
	065: 
	066: Off
	067: 
	068: 
	069: 
	070: 
	071: Off
	072: Off
	073: Off
	074: 
	075: 
	076: 
	077: 
	078: 
	079: 
	080: 
	081: 
	082: 
	083: 
	084: 
	085: 
	086: 
	087: 
	088: 
	089: 
	090: 
	091: 
	092: 
	093: 
	094: 
	095: 
	096: 
	097: 
	098: 
	099: 
	100: 
	101: 
	102: 
	103: 
	104: 
	105: 
	106: 
	107: 
	108: 
	109: 
	110: 
	111: 
	112: 
	113: 
	114: 
	115: 
	116: 
	117: 
	118: 
	119: 
	120: 
	121: 
	122: 
	123: 
	124: 
	125: 
	126: 
	127: 
	128: 
	129: 
	130: 
	131: 
	132: 
	133: 
	134: 
	135: 
	136: 
	137: 
	138: 
	139: 
	140: 
	141: 
	142: 
	143: 
	144: 
	145: 
	146: 
	147: 
	148: 
	149: 
	150: 
	151: 
	152: 
	153: 
	154: 
	155: 
	156: 
	157: 
	158: 
	159: 
	160: 
	161: 
	162: 
	163: 
	164: 
	165: 
	166: 
	167: 
	168: 
	169: 
	170: 
	171: 
	172: Off
	173: Off
	174: Off
	175: Off
	176: Off
	177: Off
	178: Off
	179: Off
	180: Off
	181: Off
	182: Off
	183: Off
	184: Off
	185: Off
	186: Off
	187: Off
	188: Off
	189: Off
	190: Off
	191: Off
	192: Off
	193: Off
	194: Off
	195: Off
	196: Off
	197: Off
	198: Off
	199: Off
	200: Off
	201: Off
	202: Off
	203: Off
	204: Off
	205: Off
	206: Off
	207: Off
	208: Off
	209: Off
	210: Off
	211: Off
	212: Off
	213: Off
	214: Off
	215: Off
	216: Off
	217: Off
	218: Off
	219: Off
	220: Off
	221: Off
	222: Off
	223: 
	224: 
	225: 
	226: 
	227: 
	228: 
	229: 
	230: 
	231: 
	232: 
	233: 
	234: 
	235: 
	236: 
	237: 
	238: 
	239: 
	240: 
	241: 
	242: 
	243: 
	244: 
	245: 
	246: 
	247: 
	248: 
	249: 
	250: 
	251: 
	252: 
	253: 
	254: 
	255: 
	256: 
	257: 
	258: 
	259: 
	260: 
	261: 
	262: 
	263: 
	264: 
	265: 
	266: 
	267: 
	268: 
	269: 
	270: 
	271: 
	272: 
	275: 
	276: 
	277: 


