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group benefits 
proof of DeAtH 

pHYsiCiAn stAteMent
MAiling ADDress instruCtions

Mail:   Co-operators Life Insurance Company 
Group Life Claims Department 
1920 College Avenue 
Regina SK S4P 1C4

Fax:  1-866-889-9925

The claimant is responsible for the cost of completing this form. 

1. DeCeAseD inforMAtion

Group  ________________________________  Account  _____________________________________  Certificate  ___________________________________

Name  __________________________________________________________________ _______ ________________________________________________________
 First Name Initial Last Name

Date of Death  ___________________________  Place of Death (if hospital or institution, provide name)  _________________________________________________
 MMM/DD/YYYY

Date of Birth  ____________________________
 MMM/DD/YYYY

CAuse of DeAtH intervAl between onset AnD DeAtH

immediate cause of death:

underlying causes of death:

other significant conditions:

If the deceased’s death was not the sole result of an illness or disease, please describe the circumstances of death (e.g., an accident or suicide) 

___________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________

Was an inquest held?  Yes  No Was an autopsy performed?  Yes  No If yes, by whom  __________________________________________________

How long have you treated the deceased? _____________________

Did the deceased receive treatment during the last 3 years from any other physician, or any hospital or institution?  Yes  No

If yes, provide the following:

Name Address Nature of illness or injury Dates

_____________________________
 MMM/DD/YYYY

_____________________________
 MMM/DD/YYYY

Was the deceased advised of the nature of his/her illness?  Yes  No If yes, when  ______________________
 MMM/DD/YYYY

Did the deceased ever use any form of tobacco, marijuana, nicotine products or substitutes (including nicotine patch and gum)?  Yes  No  Unknown

2. pHYsiCiAn ACKnowleDgeMent AnD AutHoriZAtion 
I hereby declare that the answers to the above questions are accurate and complete.

Attending Physician (Please Print)  __________________________________________________________________  Physician’s Stamp

Certified Speciality  _________________________________________________  Family Physician  Yes  No

Address  ________________________________   ____________________ ______________   ______________
 Street City Province Postal Code

Phone Number  ( ______ ) __________________________  Fax Number ( _______) __________________________

Physician Signature  ______________________________________________________________________________  Date __________________________________
 MMM/DD/YYYY

Co-operators life insurance Company privacy statement
Co-operators Life Insurance Company is committed to protecting the privacy, confidentiality, accuracy and security 

of the personal information that it collects, uses, retains and discloses in the course of conducting business.
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