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PROOF OF DEATH 
PHYSICIAN STATEMENT 

The insurer of this policy is Co-operators Life Insurance Company CUMIS Life Insurance Company 

Co-operators Life Insurance Company and CUMIS Life Insurance Company are affiliated companies within the Co-operators Group of Companies. 
The Insurance Company that is underwriting and administering your policy is identified by the check boxes above. 

MAILING ADDRESS INSTRUCTIONS 
Mail:    Co-operators Life Insurance Company  

CUMIS Life Insurance Company  
Life Claims Department 
1900 Albert Street 
Regina SK  S4P 4K8 

Please print clearly and be sure all sections are complete to avoid delays in processing the claim. 

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

The completed form must be faxed directly from the Physician’s office or the original can be mailed to  
the address provided. 

Phone:  1-800-454-8061 Fax:  1-866-240-2153 

1. DECEASED INFORMATION

Name of Deceased _____________________________________ ________ _________________________________________ Date of Birth _____________________ 
First Name  Initial  Last Name MMM/DD/YYYY 

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

CAUSE OF DEATH DATE OF DIAGNOSIS 

Immediate cause of death: 

Underlying causes of death: 

Other significant conditions: 

Was the deceased’s death due to Cancer?  Yes  No If yes, please provide diagnosis date of primary Cancer _______________________ 
MMM/DD/YYYY 

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, homicide 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) 

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 

Did the deceased ever stop smoking?  Yes  No  Unknown If Yes, when and for how long? _____________________________________________________ 

2. PHYSICIAN ACKNOWLEDGEMENT

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

Attending Physician (Please Print) __________________________________________________________________ 

Certified Speciality _________________________________________________ Family Physician  Yes  No 

Address ________________________________ ____________________ ______________ ______________ 
Street  City  Province  Postal Code 

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

Physician Signature ______________________________________________________________________________ 

Physician’s Stamp 

__________________________________ 
MMM/DD/YYYY 
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3.  PRIVACY STATEMENT 
Privacy Statement 
Co-operators Life Insurance Company 
CUMIS Life Insurance Company 

At each of the companies listed above, we recognize and respect the importance of privacy. When you apply for insurance or open an account with us, we will ask for 
your consent to collect, use, keep and share your personal information. We will explain what information we need, what we will use it for and who we will share it with. 
We will open a confidential file to collect, use, keep and share your personal information for the purposes of confirming your identity, reviewing your insurance needs and 
determining suitability of our products and services for you, assessing your application for insurance, issuing and administering your policy, including assessing and 
processing claims, administering your investments, meeting our contractual and regulatory obligations, detecting and preventing fraud, and performing business and 
statistical analysis. We will not share your personal information for other purposes, except with your consent or as required or permitted by law. 

We may tell you about products and services that may be of interest to you. You can tell us what information you want to receive from us and you can withdraw your 
consent at any time. You may access and correct, if needed, the personal information in your file by sending us a request in writing. 

We limit access to your personal information to our staff and other people we have authorized who need to use it to perform their duties. This may include our third-party 
service providers who may use your personal information for processing, storage, analysis and disaster recovery purposes outside of Canada. They could be required 
by law to give your personal information to courts, governments or regulators outside of Canada. To protect your personal information, we ensure that privacy and 
security requirements are included in all third-party service provider contracts. 

You can find more details about The Co-operators privacy policy at www.cooperators.ca. If you have any questions regarding our privacy policies or about how we 
collect, use, keep and share your personal information, please contact our Privacy Officer at The Co-operators at 1-888-887-7773, or by e-mail: privacy@cooperators.ca 
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