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Through EQUITABLE LIFE OF CANADA, your Employer is providing you with the Group Benefits 
Plan outlined in this booklet.

We know how important financial security is to you and your family.  With this in mind your Group 
Benefits Plan is designed to help meet some of your financial needs in the event of sickness or death.

We encourage you to read and understand the benefits that your Employer is providing for you.  If you 
have any questions, please contact the person in your company who administers your Group Benefits 
Plan.

We welcome you as a member of this Equitable Life Group Benefits Plan.

Group Department

How to contact Equitable Life:
For services in English or French, call toll-free: 1-800-265-4556

IMPORTANT

This booklet is meant to provide information about your Group Insurance Plan.  It is not 
a legal contract.  The Master Policy itself determines the benefits, amounts and 
effective dates that apply to you.
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PROTECTING YOUR PRIVACY

At Equitable Life of Canada, we are committed to protecting the confidentiality and security of your personal 
information. We follow the privacy principles established by the Canadian Standards Association Model Code for 
the Protection of Personal Information.

To protect and safeguard your personal information, we have set up files in which we maintain your personal 
information that is needed to administer, service, underwrite, adjudicate and process all aspects of the Group 
Policy, including the payment of claims.

Your personal information may be accessed by, or exchanged with, authorized employees of Equitable Life and of 
relevant third parties. These third parties include service providers retained by us, reinsurers, other insurance 
companies, investigative organizations, health care providers (such as pharmacies, physicians and dentists) and 
any other person or party whom you authorize.  

You have the right to access your personal information held in our files, subject to any legal or business 
restrictions.  If applicable, you can have your personal information corrected.

For more information regarding our privacy policies, please refer to "Our Commitment to Protecting Your Privacy" 
which you can find on our website at www.equitable.ca under "Privacy".

You may contact us with any questions, concerns or suggestions with respect to our management of your 
personal information at the address below:

Chief Privacy Officer
One Westmount Road North

P. O. Box 1603, Station Waterloo
Waterloo, On

N2J 4C7

Telephone 1-800-265-4556
Facsimile (519) 883-7425

Email: privacyofficer@equitable.ca
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Equitable Life Group Benefits
Department Contact List

Group Benefits Administration
General Policy Inquiries, Personal Information Changes & Web 
Support t

Email: groupbenefitsadmin@equitable.ca
Phone: 1 (800) 265-4556 x 283
Toll Free Fax: 1 (888) 878-7747

Hours of Operation: 8:15AM – 8:00PM EST
6:15AM – 6:00PM MST
5:15AM – 5:00PM PST

Dental Claims
Dental Claim Inquiries

Hours of Operation: 8:15AM – 7:00PM EST
6:15AM – 5:00PM MST
5:15AM – 4:00PM PST

Email: group-dental-claims@equitable.ca
Phone: 1 (800) 265-4556
Toll Free Fax: 1 (888) 505-4373

Health Claims  
Health Claim Inquiries

Hours of Operation: 8:15AM – 7:00PM EST
6:15AM – 5:00PM MST
5:15AM – 4:00PM PST

Email: group-health-claims@equitable.ca
Phone: 1 (800) 265-4556
Toll Free Fax: 1 (888) 505-4373

Group Disability Claims
Short Term (STD) and Long Term Disability (LTD) Claim 
Inquiries

Hours of Operation: 8:15AM – 5:00PM EST
6:15AM – 3:00PM MST
5:15AM – 2:00PM PST

Email: group-disability-claims@equitable.ca
Phone: 1 (800) 265-4556
Toll Free Fax: 1 (888) 505-4373

Group Life Claims
Life and AD&D Claim Inquiries 

Hours of Operation: 8:15AM – 5:00PM EST
6:15AM – 3:00PM MST
5:15AM – 2:00PM PST

Email: group-life-claims@equitable.ca
Phone: 1 (800) 265-4556
Toll Free Fax: 1 (888) 505-4373

Travel Assist 24 Hour Helpline
(Allianz Global Assistance I.D. #9089)

Within Canada & U.S.A: 1-800-321-9998
Elsewhere Call Collect: 519-742-3287

Equitable Life of Canada Fraud Hotline
(Anonymous Call)

Phone: 1 (800) 265-8899
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EquitableHealth.ca

Health and wellness solutions that matterTM

A standard feature of all Equitable Life Group Benefit plans is the easy to access, reliable Canadian health and 
wellness resources available through EquitableHealth.ca®. This website connects you with Canadian health and 
wellness resources through the Equitable HealthConnector® platform and LifeWorks® Online.

HealthConnector – Supporting your Health:
Whether you need help knowing what questions to ask your doctor, are dealing with a family or personal medical 
issue, or are looking for available health resources where you live, the Equitable HealthConnector is there to support 
you. Go online or phone your personal HealthConnector Information Specialist at 1-888-344-5658 and connect with 
the support and information you need to navigate the Canadian healthcare system and make more informed health
decisions.

The first time you visit EquitableHealth.ca, take a moment to click on My Services to see all the health and wellness 
resources available to you through HealthConnector – it will be time well spent.

LifeWorks Online – Balance and Understanding:
An important part of being truly healthy is recognizing and understanding the non-medical factors that can impact your 
daily life. LifeWorks allows you to browse articles and other resources that can help you better cope with everyday 
issues ranging from work-life balance and parenting concerns, financial and legal issues to dealing with aging loved 
ones. You can also download relevant printed and recorded information and tools directly to your computer that can 
help you lead a balanced, productive life.

Innovations Plan Member Web Services through EquitableHealth.ca

Innovations is the fast, convenient online way to access information about your Group Benefits whenever you need to. 
Innovations will help you understand and manage your Group Benefits more effectively and saves valuable time and 
effort by allowing you to:

 Get real time Health and Dental coverage information, claim status and claims history;

 Access claims and administration forms;

 View and confirm the details of your coverage, including information on your eligible dependents;

 Update personal information, including your address and banking information; and

 Sign up for Electronic Explanation of Benefits (E-EOB) and Direct Deposit payment E-Solutions that will allow you 
to get your claim payments faster.

Get your claim payments faster with Electronic EOB and Direct Deposit payment 
E-Solutions through EquitableHealth.ca

These E-Solutions reduce the amount of paper we produce when paying claims and give you access to your benefit 
information in a secure, online environment.

Electronic EOB will send an automatically generated email notification telling you that your most recent Health or 
Dental claim has been processed and that you can go to EquitableHealth.ca to view the details of your claim.

Direct Deposit Payment allows you to add or update personal banking information which enables us to deposit the 
claim payment directly to your bank account, meaning you get your money faster.

Links and instructions for these E-Solutions are available at the top of your Innovations Plan Member Web Services 
Welcome Page.

If you require any assistance in signing up for or accessing EquitableHealth.ca, please contact Group Administration 
at: 1-800-265-4556 ext. 283 or by email at groupbenefitsadmin@equitable.ca.
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SCHEDULE OF INSURED BENEFITS

The Plan described in this booklet is effective as of March 1, 2012.

In this booklet “the Company”, “we” and “us” means The Equitable Life Insurance Company of Canada.

IMPORTANT NOTE

The information in the Schedule of Insured Benefits and Summary of Health Benefit Maximums in this 
booklet is only a brief summary of your Group Plan.  These pages outline the benefits, schedules, 
deductibles, reimbursement percentages and most of the maximums that apply to your Plan.

See the descriptive pages following the Summary for more information you need to know, such as eligible 
expenses, exclusions, specific requirements (such as written prescriptions/referrals from your Physician), 
definitions of Practitioners (qualifications they must have), and other maximums that may apply.

Protecting You From Fraud

Fraudulent claims can result in additional insurance costs for you and your Employer. Equitable Life wants to protect 
you from the negative results of such criminal activity. To do this, we focus on all means necessary to support the 
detection, investigation and prosecution of false, incomplete or misleading information. Such criminal actions will 
result in the claim being denied and coverage being removed.
If you believe someone is involved in fraudulent claims, you can call our anonymous HOTLINE at 1-800-265-8899.

CLASSIFICATION(S)

Class A: All Eligible Actively Working Employees

GENERAL INFORMATION

Maximum Age for Dependent Children
Maximum age for dependent children who are not in school full-time:  under age 21
Maximum age for dependent children who are in full-time attendance at school: under age 25
(See the General Provisions for Dependents section in this booklet for more information on coverage for your eligible 
dependents, including the requirements for continuing coverage for disabled children.)

Co-Habitation Requirement for Partners (see the General Provisions for Dependents section in this booklet for 
more information on coverage for your eligible dependents):
12 consecutive months

Maximum Age for Coverage (also refer to 5.  “When Does Your Insurance Terminate” in the General Provisions):
Long Term Disability terminates on your 65th birthday, less the Elimination Period.
Employee Optional Life terminates on your 70th birthday.
Spousal Optional Life terminates on the earlier of your 70th birthday or your spouse’s 70th birthday.
All other benefits terminate on your 75th birthday.

Minimum Number of Hours Per Week employees must work to be eligible for coverage:
20 hours per week.

Waiting Period:  (see the General Provisions in this booklet for more important information)
1 month
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SCHEDULE OF INSURED BENEFITS

DEFINITION OF “EARNINGS”

If any benefits are based on earnings, “earnings” are defined as follows:
“Gross earnings” means your actual income from employment with this Employer including bonuses and dividends 
received as a shareholder of the Employer on the same basis as would apply to commissions received from the 
Employer.  It does not include:
* expense allowances (including car allowance) * gratuities (tips)
* overtime pay * profit-sharing plans
or any other income that varies in amount or that you don’t get on a regular basis.

If you receive commissions and/or bonuses and/or dividends and they are to be included in the definition of 
"earnings", your earnings will include your commissions and/or bonuses and/or dividends from the previous 
calendar year (from January to December), based on a 1-year average. If you didn’t work for this Employer for a full 
calendar year, the amount of commissions and/or bonuses and/or dividends you did earn will be prorated to reflect a 
full calendar year amount.

The amount of earnings used to calculate the benefit amounts you’re entitled to will be the lesser of:
(1) the earnings your Employer has reported at the time of a claim, or
(2) the earnings reported by your Employer and for which premiums have been paid.

”Net Earnings” means your gross earnings less tax, pension plan deductions, CPP/QPP and EI premiums.

EMPLOYEE LIFE INSURANCE
EMPLOYEE ACCIDENTAL DEATH AND DISMEMBERMENT (AD&D) INSURANCE

2 times annual earnings to the next higher $1,000 (if not already a multiple of $1,000) to a maximum benefit of 
$400,000.

No-Evidence Limit:
Evidence of insurability is not required.

Reduction:
On your 65th birthday, the amount of your insurance will be reduced by 50%.
On your 70th birthday, the amount of your insurance further reduces to a maximum benefit of $100,000.

AD&D Waiver of Premium:
If you are accepted for Waiver of Premium for Employee Life Insurance, your AD&D premium is also waived.

EMPLOYEE OPTIONAL LIFE INSURANCE
SPOUSAL OPTIONAL LIFE INSURANCE

Increments of $10,000 to a maximum benefit of $250,000.

Amounts of Optional Life will be issued only after satisfactory evidence of insurability has been approved by the 
Company.

The maximum amount of Employee Life Insurance and Employee Optional Life Insurance combined cannot exceed 
$1,000,000.
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SCHEDULE OF INSURED BENEFITS 

EMPLOYEE LONG TERM DISABILITY (L.T.D.) INSURANCE

66.67% of the first $2,500 of your monthly earnings plus 50% of the balance of your monthly earnings to the next 
higher $1.00 (if not already a multiple of $1.00) to a maximum benefit of $10,000 per month.

No-Evidence Limit:
Satisfactory evidence of insurability must be approved by the Company for amounts over $6,600.

C.P.P./Q.P.P. Offsets (see 3. Coordination of Benefits in the L.T.D. section of this booklet for an explanation of 
offsets):
Primary

All Source Maximum: (See 3. Coordination of Benefits in the Long Term Disability (L.T.D.) section in this booklet.)
In no case will the benefit amount be higher than 85% of your net earnings if your plan is non-taxable or 85% of your 
gross earnings if your plan is taxable. (See Tax Status below.)

Elimination Period:    (See Elimination Period in 1. Description of this Benefit in the L.T.D. section.)
119 consecutive days of disability

Benefit Commencement Date:
120th consecutive day of disability

Maximum Benefit Period:
to your 65th birthday

Partial Disability:
Maximum Benefit Period for Partial Disability: up to a maximum of 24 months beyond the Benefit Commencement 

Date, but not beyond the "own occupation" period in the definition of "totally disabled" below.

Definition of “Totally Disabled” in respect of the LTD benefit:
During the first 24 months of benefit payments, you must be unable to perform the essential duties of your own 
occupation as a result of injury or illness and you must not be working at any job.  Availability of your own occupation 
is not relevant when assessing disability from your own occupation.
After that, you must be unable to perform the essential duties of any occupation that you’re qualified to do or that you 
might reasonably become qualified for through education, training or experience with earnings equivalent to 66.67% 
of your pre-disability gross earnings.  Availability of occupations is not relevant when assessing total disability from 
any occupation.  
Note: If you lose your license or fail to pass a periodic examination required by the Ministry of Transport or any other 
licensing body, this is not proof that you're totally disabled.

Maximums under 5. Retraining and Re-Employment Benefits (Rehabilitation):
Family Care Expense Credit per eligible child: $200 per month
Education Expense Credit per eligible dependent child: $200 per month
The maximum for the Family Care Expense Credit and Education Expense Credit combined cannot exceed $1,000 per 
month.
Number of months for which the Family Care Expense Credit and Education Expense Credit are eligible: 3 months.

Tax Status:
Benefit payments are taxable if your Employer pays any portion of the L.T.D. premium.  According to information 
provided by your Employer and our current records, your L.T.D. benefit payments are non-taxable income to you and 
we will not provide you with a T4A.  Any dispute regarding the taxation of your benefits shall be governed by 
applicable legislation and decisions of tax authorities.  Please contact your Group Plan Administrator or your tax 
advisor if you have any questions or concerns.
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SCHEDULE OF INSURED BENEFITS

EMPLOYEE AND DEPENDENT HEALTH BENEFITS

Deductible Amount per prescription for the Drug Plan:
nil

Deductible Amount per calendar year for all other benefits:
nil 

Reimbursement Percentage:
Drug Plan: 100%
Major Services: 100%
Travel Assist: 100%
Hospital Services: 100%

Benefits:
Pay-Direct Drug Plan #88  

Note: This is a Generic Drug Plan and the maximum that will be eligible is an amount equal to the lowest priced 
substitutable drug as provided for in the Provincial Drug Benefit Formulary, except where the physician or 
dentist indicates on the prescription “no substitution”.

Maximum supply eligible: a 34-day supply, except a 100-day supply for maintenance or long-term therapy drugs.

Major Services, including Travel Assist.

Private Hospital

Lifetime Maximum Amount per insured person (see 5. What Are The Overall Maximum Amounts?" in the Health 
General Provisions):
Unlimited, except the lifetime maximum for services received outside the employee's province of residence is:
* $5,000,000 for actively-working employees under age 70 and their eligible dependents, and
* $1,000,000 for actively-working employees age 70 and older and their eligible dependents.
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SUMMARY OF HEALTH BENEFIT MAXIMUMS

THE FOLLOWING MAXIMUMS APPLY TO THE DRUG PLAN:

Note: Drug claims for you and/or your dependents who are insured under this Drug Plan and who reside in the 
province of Quebec will be administered in accordance with la Régie de l'Assurance Maladie du Québec (RAMQ).

Maximum for Fertility Drugs:  not eligible

Maximum for Smoking Cessation Products (such products must have a DIN and the insured person must 
have a written prescription from a physician):  not eligible

Maximum for "lifestyle" drugs (such as drugs to treat erectile dysfunction or for weight loss):  not eligible

Maximum for Vaccines and Immunizations:  not eligible

THE FOLLOWING MAXIMUMS APPLY TO ITEMS COVERED UNDER MAJOR SERVICES:

Note: The numbers at the left refer to the item numbers on the Major Services pages in this booklet.  Please see 
the Major Services descriptive section in this booklet for more details about these benefits.

#1 Maximum Payable for Convalescent Home Services:
$40 per day for a maximum of 180 days per disability per insured person

#3 Maximum Amount Payable for Private Duty Nursing Care Services (PDN):
$10,000 per insured person per calendar year

#4(b) Maximum per insured person for Appliances and Supplies:
Canes, casts, crutches, splints, and trusses: reasonable and customary charges
Extremity Pumps for Lymphedema: $1,000 lifetime maximum
Intrauterine Devices (IUD's): reasonable and customary charges
Laryngeal Speaking Aids: reasonable and customary charges
Orthopaedic braces required for medical reasons: reasonable and customary charges

(includes over-the-counter braces with rigid supports)
Prosthesis (includes myoelectric prosthesis and artificial eyes): reasonable and customary charges
Stump socks: 6 pairs per calendar year
Surgical Stockings and Support Hose combined: $250 per calendar year
Transcutaneous Nerve Stimulator (TENS): $500 lifetime maximum
Viscosupplementation: 3 injections per knee lifetime maximum
Wheelchairs (electric or manual) $1,000 lifetime maximum

#4(c) Maximum for Breast Prosthesis and Surgical Brassiere(s):
External Breast Prosthesis: one per affected breast per insured person in any period of 36 consecutive 
months
Surgical Brassieres: two per insured person per calendar year

#4(e) Maximum for Hearing Aids:
$500 per insured person in any period of 48 consecutive months
Hearing aid batteries are not eligible.

#4(f) Maximum Amount for Orthopaedic Shoes and Other Orthotics:
(Note: To be eligible, orthopaedic shoes and other orthotics must be specially constructed for the patient and 
prescribed by a physician, chiropractor, podiatrist or chiropodist.)
$350 per insured person per calendar year for orthopaedic shoes and all other orthotics combined
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SUMMARY OF HEALTH BENEFIT MAXIMUMS

MAXIMUMS THAT APPLY TO ITEMS COVERED UNDER MAJOR SERVICES (Continued):

#4(h) Maximum for Wigs and Hairpieces (required as a result of a medical condition):
$200 lifetime maximum per insured person

#4(i) Maximum for Glucometers:
$175 per insured person every 48 consecutive months

#4 (j) Maximum for Diagnostic Laboratory Procedures:
$250 per insured person per calendar year

#6 Maximums per insured person per calendar year for Paramedical Services:
Chiropractor (including x-rays) $500
Registered Massage Therapist $500
Naturopath (including x-rays but not tests or supplements) $500
Osteopath (including x-rays) $500
Physiotherapist $1,000
Podiatrist/Chiropodist (including x-rays) $500
Psychologist (including MSW / Clinical Counsellors) $500
Specialist in Acupuncture $500
Speech Therapist $1,000

A physician's prescription (referral) is not required for any of the Paramedical Practitioners listed above.

#7 Services Outside the Province:
Time Limit for Commencement of Emergency Treatment (see #7 (b) under Major Services ):
90 days, except 60 days for actively working employees age 70 and over and their eligible dependents 
(subject to any maximum shown under Health Benefits in the Schedule of Insured Benefits)
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SCHEDULE OF INSURED BENEFITS

SURVIVOR BENEFIT

For the following benefits only:  Health
Maximum Period for Survivor Benefit:  24 months

NOTE
The following pages are standard descriptive pages.  Some sections will tell you to look on the Schedule of 
Insured Benefits or Summary of Health Benefit Maximums for the details that apply to your own Group Plan.  
It is very important that you read these descriptive pages as they provide information you need to know.
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SCHEDULE OF HEALTHCONNECTOR SERVICES

GENERAL INFORMATION

Maximum Age for Dependent Children
Maximum age for dependent children who are not in school full-time:  under age 21
Maximum age for dependent children who are in full-time attendance at school: under age 25
(See the General Provisions for Dependents section in this booklet for more information on coverage for your eligible 
dependents, including the requirements for continuing coverage for disabled children.)

Co-Habitation Requirement for Partners (see the General Provisions for Dependents section in this booklet for 
more information on coverage for your eligible dependents):
12 consecutive months

Maximum Age for Coverage (also refer to 4.  “When Does Your Insurance Terminate” in the General Provisions):
Ceridian Canada’s Employee Assistance Program (EAP) Lifeworks® Solutions terminates on the 70th birthday.
The Ceridian Health Assessment Tool terminates on the 70th birthday.
Second Opinion (from WorldCare Inc.) terminates on the 70th birthday.

Services for your spouse terminate on the earlier of the date your services terminate and your spouse’s 71st birthday.

Minimum Number of Hours Per Week employees must work to be eligible for coverage:
20 hours per week.

Waiting Period:  (see the General Provisions in this booklet for more important information)
1 month in respect of Ceridian Canada’s Employee Assistance Program (EAP) Lifeworks® Solutions.
1 month in respect of The Ceridian Health Assessment Tool
1 month in respect of Second Opinion (from WorldCare Inc.)

HEALTHCONNECTOR SERVICES FOR EMPLOYEE AND DEPENDENTS:

Please note that participation is compulsory for these benefits. Please refer to individual Brochures for further details 
of each Service shown below.  You can find the Brochure(s) in the Innovations section of the EquitableHealth.ca 
website (Document section).

Ceridian Canada’s Employee Assistance Program (EAP) Lifeworks® Solutions
To find out more about how LifeWorks can help, call to speak with a LifeWorks consultant anytime at 877-
207-8833, or visit the LifeWorks Web site at www.lifeworks.com.

The Ceridian Health Assessment Tool
The Health Assessment Tool is available after signing into EquitableHealth.ca®, visiting the Equitable 
HealthConnector® welcome page and selecting LifeWorks® Online (under either My Services or on the right 
hand side of the HealthConnector Welcome page).

Second Opinion (from WorldCare Inc.)
To initiate a WorldCare consultation, call 1-877-676-6439.
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GENERAL PROVISIONS

1. WHO IS ELIGIBLE TO JOIN THE GROUP PLAN?

You’re eligible if you:
* live and work in Canada as a permanent employee for this Employer, and
* have provincial health care coverage in your province of residence, and
* actively and regularly work “full-time” for this Employer (“full-time” means working the Minimum 

Number of Hours Per Week shown in the Schedule of Insured Benefits), and
* belong in one of the Classifications shown in the Schedule of Insured Benefits.

2. WHEN AM I ELIGIBLE TO JOIN THE GROUP PLAN - IS THERE A WAITING PERIOD?

You are eligible to apply for coverage under this Group Plan after you have served the Waiting Period shown 
in the Schedule of Insured Benefits.

3. HOW DO YOU JOIN?

* Complete the required application form.
* We must receive your application form before (but not later than 31 days after) you become eligible 

to join the Group Plan.

Important: If we don’t receive your Form within the 31 days, you’ll be a “late applicant”.  You must then 
provide satisfactory evidence of insurability. Your benefits will become effective on the date
the evidence is approved by the Company.  Some or all of your benefits could be declined or 
restricted.

4. WHEN DOES YOUR INSURANCE COVERAGE BECOME EFFECTIVE?

You’ll be given a wallet card showing the Effective Date of your entry into the Group Plan.

If you’re not actively at work on the date your benefits should take effect, your coverage will become effective 
on the date you return to active work.  You must also be actively at work for any future increases in your 
coverage to be effective.

You must be insured under this Group Plan to be eligible for any benefits.

5. WHEN DOES YOUR INSURANCE TERMINATE?

Your insurance terminates on the earlier of the following dates:
* on the date of your retirement, unless this Group Plan provides any benefits for retirees.
* on the date you are no longer employed by the Employer
* on the date your Employer terminates your coverage
* on the date this Group Policy terminates
* on the date you no longer qualify for coverage
* on the date you reach the Maximum Age for Coverage shown in the Schedule of Insured Benefits
* on the date it is proven to the satisfaction of the Company that you have engaged in fraudulent 

activity with respect to claims under this Policy.

6. EVIDENCE OF INSURABILITY

The Schedule of Insured Benefits tells you if evidence of insurability is required for any amounts of insurance 
coverage.  If the amount available without evidence (the No-Evidence Limit) changes under this Group Plan, 
the amount of coverage you’re eligible for will be determined by the Company according to the terms of the 
Master Policy.
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GENERAL PROVISIONS FOR DEPENDENTS

1. WHO ARE ELIGIBLE DEPENDENTS?

Eligible dependents must not be permanent residents outside Canada and include:

Your spouse.  This means:
* your legally married husband or wife, or
* your partner (a person of the same or opposite sex who resides with you in a conjugal relationship and 

who you publicly represent as your partner)
You can only cover one spouse at a time.  You must notify us in writing if you want to change your spouse.

Your child.  This means:
* your natural child, adopted child, stepchild, child you have been granted final guardianship or 

custody of by an order of the Court, or child of your spouse.

To be eligible, the child must not have a spouse or partner, be supported by you, and not be working on a full-
time basis.  Look in the Schedule of Insured Benefits to see the Maximum Age for Dependent Children.
Note: If dependent children must be in school full-time to be eligible for coverage, proof of this will be required.

Your permanently developmentally or physically disabled child.  This means
* Your developmentally or physically disabled natural child, adopted child, stepchild or child of your 

spouse.
To be eligible, the child must not have a spouse or partner and we must have a Doctor's certificate stating 
he/she is incapable of self-sustaining employment and chiefly dependent upon you for support.  This child must 
have been insured under this Group Policy before reaching the Maximum Age for Dependent Children in the 
Schedule of Insured Benefits.

2. HOW TO APPLY TO COVER YOUR DEPENDENTS

If you have any eligible dependents when you complete the required application form:
* Fill in the "Number of your Dependent Children" box.
* Fill in the name of your spouse.
* Check off the box marked "Family" in the Health and/or Dental sections if the Group Plan includes these 

benefits and you wish to cover your eligible dependents.

If you don't have any eligible dependents when you join the Group Plan, tell your Group Plan Administrator as 
soon as you do acquire a dependent (when you get married, start living with your partner, or have a child).  
Complete the required forms so your spouse or child can be included.  We must be notified within 31 days of 
the date you acquire a dependent or the dependent will be a "late applicant".  He/she must then provide 
satisfactory evidence of insurability.  Benefits for your dependents will become effective only if the evidence 
is approved by the Company.  Some or all of your dependent's benefits could be declined or restricted.

If you want to cover your partner, look under Co-Habitation Requirement for Partners in the Schedule of 
Insured Benefits to see if there’s any minimum period that you and your partner must live together before your 
partner and his/her children become eligible for coverage.

To continue coverage for a developmentally or physically disabled child, you must apply to the Company in the 
31-day period before the child's 21st birthday.  

If your spouse and/or dependent child(ren) are eligible for benefits elsewhere (such as with your spouse's 
Employer's group plan), it can still be to your advantage for you and your eligible dependents to be covered 
under both plans.  Please discuss this with your Group Plan Administrator.
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GENERAL PROVISIONS FOR DEPENDENTS

3. WHEN DOES COVERAGE FOR YOUR DEPENDENTS BECOME EFFECTIVE?

If you applied for dependent coverage when you joined the Group Plan, coverage for your dependents is 
effective on the date your own coverage is effective.  If you apply for dependent coverage after you joined, 
coverage for your dependent will be effective on the date you applied, provided your own coverage is inforce and 
you notify us within 31 days of acquiring the dependent.

Important:  If a dependent, other than a newborn child, is hospitalized on the date coverage would have been 
effective, coverage will become effective after final discharge from the hospital.  If a dependent is a "late 
applicant", satisfactory evidence of insurability is required and his/her coverage will only become effective on 
the date the evidence of insurability is approved by the Company.

4. WHEN DOES COVERAGE FOR YOUR DEPENDENTS TERMINATE?

* on the date your own coverage terminates
* on the date the dependent no longer qualifies as an eligible dependent as described in #1 above.
* on the date it is proven to the satisfaction of the Company that the dependent has engaged in 

fraudulent activity with respect to claims under this Policy.
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EMPLOYEE GROUP LIFE INSURANCE
1. DESCRIPTION OF THIS BENEFIT

If you die from any cause while insured under this Plan, the amount of Group Life Insurance you’re eligible for 
will be paid to the beneficiary you named.

Group Life Insurance cannot be assigned (it can't be used as collateral for a loan).

2. HOW TO NAME YOUR BENEFICIARY

When you joined the Group Plan, you named a beneficiary on Form #191 - Employee Group Insurance 
Application.  You can change your beneficiary anytime.  Complete the appropriate section on Form #438 -
Employee Change Form and have your Group Plan Administrator forward it to us.

Important:  If any beneficiary is a minor (is under age 18), be sure to fill in the name of a Trustee.  If you 
don't, it could cause a delay in payment of the proceeds and affect who the proceeds are paid to.

3. HOW WILL YOUR LIFE INSURANCE PROCEEDS BE PAID?

Your Group Plan Administrator should notify Equitable Life when there is a claim.  We'll supply the required 
forms to be completed and returned to us.  Proceeds will be paid to your beneficiary in one lump sum (unless 
he/she chooses another payment option).

4. EXTENDED LIFE INSURANCE (LIFE WAIVER)

Definition of "Totally Disabled" for the Extended Life Insurance (Life Waiver):
* If you are insured for Employee Long Term Disability (L.T.D.) under this Group Plan with Equitable 

Life, the definition of "totally disabled" for the Life Waiver is the same as the definition of "totally 
disabled" that applies to the L.T.D. benefit (see the L.T.D. section in the Schedule of Insured 
Benefits).  If you lose your license or fail to pass a periodic examination required by the Ministry of 
Transport or any other licensing body, this is not proof that you're totally disabled.

* If your Group Plan does not provide an L.T.D. benefit with Equitable Life, but it does provide an 
Employee Long Term Disability (L.T.D.) benefit through another insurance carrier, the definition of 
"totally disabled" in respect of the Life Waiver will be the same as the definition of "totally disabled" 
that applies to the L.T.D. benefit.  If you lose your license or fail to pass a periodic examination required 
by the Ministry of Transport or any other licensing body, this is not proof that you're totally disabled.

* If your Group Plan does not provide an Employee Long Term Disability (L.T.D.) benefit, the definition 
of "totally disabled" in respect of the Life Waiver is that you must be unable to work at any job, not 
just your own job.  If you lose your license or fail to pass a periodic examination required by the Ministry 
of Transport or any other licensing body, this is not proof that you're totally disabled.

If you become totally disabled before your 65th birthday, you can apply for Extended Life Insurance (also 
known as "Life Waiver"). If accepted for Life Waiver, your Group Life Insurance will remain in effect and the Life 
premium doesn't have to be paid.  From time to time you'll be asked to send in proof that you're still disabled. 

The Life Waiver benefit can continue until your 65th birthday (as long as you remain totally disabled).

How to apply for Life Waiver:
* If your Equitable Life Group Plan includes Employee Long Term Disability benefits, you don't need to do 

anything.  We will assess your eligibility for Life Waiver when we assess your disability claim.
* If your Group Plan does not include disability benefits at all, your Employer should notify us after you've 

been disabled for 6 months and the appropriate forms will then be sent to you.
* If you have Long Term Disability benefits through another insurance carrier, as soon as you have been 

approved for Long Term Disability benefit payments, send satisfactory proof to us and we'll assess your 
eligibility for Life Waiver under our Group Plan.

If your employment with the Employer terminates while you’re still totally disabled, you have up to 1 year to apply 
for the Life Waiver, provided you have remained totally disabled since the date your employment terminated.
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EMPLOYEE GROUP LIFE INSURANCE

5. LIVING BENEFIT

If you become terminally ill, a portion of your Employee Life Insurance could be paid to you under the following 
conditions:
* you are under age 63, and
* you have been approved for the Extended Life Insurance (Life Waiver) benefit described above, and
* your Employer requests, in writing, that the Company consider your application for the Living Benefit, 

and
* the Company has received a Physician's Statement indicating that you have 12 or less months to live, 

and
* we have received consent, in writing, on forms provided by the Company, from both you and from all of 

the primary beneficiaries of your Group Employee Life Insurance that the Living Benefit be paid.

If the Living Benefit is paid, the amount of Employee Life Insurance that will be payable at your death is the 
amount of Employee Life Insurance for which you are eligible, less the amount paid under the Living Benefit, 
subject to the provisions of the Policy.

6. THE CONVERSION PRIVILEGE

If you terminate from the Group Plan, or if the Group Policy terminates, you can convert (change) all or part 
of your Group Life Insurance to an individual Life Insurance policy without having to provide evidence of 
insurability.  If you want to convert your Group Life Insurance, request an application form from Group Accounts 
Service at the Head Office of Equitable Life.  Please note the following conditions that apply to the conversion:
* You must apply in writing and pay the first premium within 31 days of terminating from the Group 

Plan.  If you should die within that time, the Company will pay to your beneficiary the maximum amount 
of individual Life Insurance that you could have obtained under this Conversion Privilege (even if you 
hadn't applied for it).

* The premiums for the individual policy will be based on your age, sex, and whether you've smoked a 
cigarette in the past 12 months.

* Not all types of individual plans are available under Conversion and the individual policy wouldn't include 
Disability, Double Indemnity or other special features.

* The individual policy may have to be for a minimum dollar amount.
* The maximum amount of Group Life Insurance that can be converted cannot exceed the full amount of 

your basic Group Life Insurance less the amount of insurance you have or are eligible for under any 
group insurance contract issued by any insurance carrier on the date your converted policy becomes 
effective.  However, in no event shall the amount of the individual policy exceed $200,000, or such 
higher amount if required by applicable provincial legislation.

7. HOW TO SEND IN A CLAIM

Your Group Plan Administrator should notify Equitable Life if there is a claim.  We'll supply the required forms to 
be completed and returned to us.
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EMPLOYEE OPTIONAL LIFE INSURANCE
1. DESCRIPTION OF THIS BENEFIT

You can apply for Optional Life in addition to your basic Employee Group Life Insurance.
* You can choose the amount of Optional Life you want (see the Schedule of Insured Benefits for the 

amount available).
* Satisfactory evidence of insurability is required before any amount of Optional Life can be effective.
* The Policy provisions that apply to the basic Employee Group Life Insurance also apply to Optional Life, 

except the Living Benefit does not apply to Optional Life.
* Premiums are based on your attained age at rates determined by the Company.

2. HOW TO APPLY FOR OPTIONAL LIFE

The required application form and a Form #452 Part I - Statement of Health for Group Insurance should be 
completed and submitted to the Company.  You'll be notified if any further information is required.
Please contact your Plan Administrator or Advisor for the most recent rate chart and Optional Life 
application form.

3. WHEN DOES YOUR OPTIONAL LIFE BECOME EFFECTIVE?

If your application is accepted, you'll be notified of the effective date of your Optional Life.  If you're not actively at 
work on that date, your coverage will become effective when you return to active work.

4. WHEN DOES YOUR OPTIONAL LIFE TERMINATE?

Optional Life terminates on the earlier of the following dates:
* on the Maximum Age for Coverage shown in the Schedule of Insured Benefits
* on the date any required premium is not paid
* on the date you terminate from the Group Plan
* on the date your basic Employee Life Insurance terminates.

5. SUICIDE CLAUSE

* If you die by suicide (whether you're sane or insane) within 2 years after your Optional Life became 
effective, was reinstated, or was increased, the only amount payable for amounts of Optional Life that 
have been inforce for less than 2 years is a refund of the premiums you have paid.

* If you become totally disabled from wilfully self-inflicted injury or any attempt to commit suicide (whether 
you're sane or insane), amounts of Optional Life that have been inforce for less than 2 years are not 
eligible for the Extended Life Insurance (Life Waiver).

6. EXTENDED LIFE INSURANCE (LIFE WAIVER)

The Extended Life Insurance (Life Waiver) described in #4 under Employee Life Insurance in this booklet applies 
to Optional Life (except as noted in #5 Suicide Clause above).

7. THE CONVERSION PRIVILEGE

Optional Life is eligible for the Conversion Privilege described in #6 under Employee Group Life Insurance in this 
booklet. The maximum amount of basic plus Optional Life Insurance that can be converted is the full combined 
amount of basic and Optional Life less the amount of insurance you have or are eligible for under any group 
insurance contract issued by any insurance carrier on the date your converted policy becomes effective.  
However, in no event shall the amount of the individual policy exceed $200,000, or such higher amount if 
required by applicable provincial legislation.

8. HOW TO SEND IN A CLAIM

Your Group Plan Administrator should notify Equitable Life if there is a claim.  We'll supply the required forms to 
be completed and returned to us.
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SPOUSAL OPTIONAL LIFE INSURANCE

1. DESCRIPTION OF THIS BENEFIT

You can apply for Spousal Optional Life on the life of your spouse.
* See the Schedule of Insured Benefits for the amount of Spousal Optional Life available.
* Satisfactory evidence of insurability is required before any amount of Optional Life can be effective.
* Premiums are based on your spouse's attained age at rates determined by the Company.

2. HOW TO APPLY FOR SPOUSAL OPTIONAL LIFE

The required application form and a Form #452 Part I - Statement of Health for Group Insurance should be 
completed by your spouse and submitted to the Company.  Any further information will be requested, if required.
Please contact your Plan Administrator or Advisor for the most recent rate chart and Optional Life 
application form.

3. WHEN DOES SPOUSAL OPTIONAL LIFE BECOME EFFECTIVE?

If your spouse's application is accepted, notification will be sent advising of the effective date of the Spousal 
Optional Life. If your spouse is hospitalized on that date, the amount of Spousal Optional Life will become 
effective on the day after the final discharged from the hospital.

4. WHEN DOES SPOUSAL OPTIONAL LIFE TERMINATE?

Spousal Optional Life terminates on the earlier of the following dates:
* on the date your spouse no longer qualifies as a "spouse" under this Group Plan
* on the Maximum Age for Coverage shown in the Schedule of Insured Benefits
* on the date any required premium is not paid
* on the date you terminate from the Group Plan.

5. SUICIDE CLAUSE

* If your spouse dies by suicide (whether he/she is sane or insane) within 2 years after the Spousal 
Optional Life became effective, was reinstated, or was increased, the only amount payable for amounts 
of Spousal Optional Life that have been inforce for less than 2 years is a refund of the premiums paid.

* If your spouse becomes totally disabled from wilfully self-inflicted injury or any attempt to commit suicide 
(whether he/she is sane or insane), amounts of Spousal Optional Life that have been inforce for less 
than 2 years are not eligible for the Extended Life Insurance (Life Waiver).

6. EXTENDED LIFE INSURANCE (LIFE WAIVER)

The Extended Life Insurance (Life Waiver) described in #4 under the Employee Life Insurance applies to 
Spousal Optional Life (except as noted in #5 Suicide Clause above).

7. THE CONVERSION PRIVILEGE

Spousal Optional Life is eligible for the Conversion Privilege described in #6 under Employee Group Life 
Insurance in this booklet.  The maximum amount of Spousal Optional Life that can be converted is the amount 
of Spousal Optional Life (or, if this Group Plan includes Dependent Life, the combined amount of your spouse's 
Dependent Life amount and Spousal Optional Life) less the amount of insurance your spouse has or is eligible 
for under any group insurance contract issued by any insurance carrier on the date your spouse's converted 
policy becomes effective.  However, in no event shall the amount of the individual policy exceed $200,000, or 
such higher amount if required by applicable provincial legislation.

8. HOW TO SEND IN A CLAIM

Your Group Plan Administrator should notify Equitable Life if there is a claim.  We'll supply the required forms to 
be completed and returned to us.
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EMPLOYEE ACCIDENTAL DEATH
AND DISMEMBERMENT (AD&D)

1. DESCRIPTION OF THIS BENEFIT

If you suffer a loss while insured under this Plan, the amount shown in #2 below will be paid to you (to your 
beneficiary if loss of life).  Any loss must occur within 365 days of the accident and be a direct result of 
bodily injury caused solely by accidental, violent and external means, independently of all other causes.

2. WHAT LOSSES ARE COVERED AND HOW MUCH WILL BE PAID?

Note:  Unless otherwise shown below, the maximum amount payable for any one accident shall not be 
more than the amount of your AD&D insurance.

The full amount of your AD&D Insurance will be paid for loss of:
* life
* both arms and both legs
* both arms
* both legs
* both hands
* both feet
* the sight of both eyes
* speech and hearing in both ears
* one arm and one leg on one side of the body
* one hand and one foot
* one hand and the sight of one eye
* one foot and the sight of one eye
75% of the amount of your AD&D Insurance will be paid for loss of:
* one arm
* one leg
* one hand
* one foot
* the sight of one eye
* speech
* hearing in both ears
50% of the amount of your AD&D Insurance will be paid for loss of:
* thumb and index finger
* four fingers on one hand
25% of the amount of your AD&D Insurance will be paid for loss of:
* all toes of one foot

Twice the amount of your AD&D Insurance will be paid for loss of use of:
* both arms and both legs (Quadriplegia)
* both arms (Paraplegia Superior)
* both legs (Paraplegia)
* one arm and one leg on one side of the body (Hemiplegia)
75% of the amount of your AD&D Insurance will be paid for loss of use of:
* one arm
* one leg
* one hand
* one foot
25% of the amount of your AD&D Insurance will be paid for loss of use of:
* hearing in one ear
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EMPLOYEE ACCIDENTAL DEATH AND DISMEMBERMENT 

WHAT LOSSES ARE COVERED AND HOW MUCH WILL BE PAID? (Continued)

Damage Due to 3rd Degree Burns

If, while insured under this Policy, you suffer a cosmetic disfigurement (but not loss of life) due to a burn, the 
amount shown below will be paid to you.

BURN SCHEDULE
Body Surface Maximum Amount Payable

* Face, Neck and Head The Amount of Insurance
* Front or Back Torso 35% of the Amount of Insurance
* One Hand and Forearm 25% of the Amount of Insurance
* One Upper Arm (above the elbow) 15% of the Amount of Insurance
* One Thigh or One Lower Leg (below the knee) 10% of the Amount of Insurance

The amount payable for any one loss will be determined by multiplying the percentage of Body Surface actually 
burned by the Maximum Amount Payable as shown in the Burn Schedule above.  The Attending Physician will 
determine the actual percentage applicable to each burn.  If you sustain burns in more than one area (for any 
combination of burned body parts) as the result of one accident, the total benefits for all such burns will not 
exceed the Amount of Insurance.

ADDITIONAL BENEFITS
Seat Belt:

If, while insured under this Policy, you die or are injured while you're a passenger in or the driver of a private 
passenger type car and your seat belt is properly fastened, benefits payable under this AD&D benefit will be 
increased by 10%.  Verification that you were using your seat belt must be part of the official accident report or 
certified by the investigating officer.

Repatriation:

If you die while insured under this Policy, we will pay the provider for the reasonable and customary expenses 
actually incurred to transport your body to the first resting place (including, but not limited to, a funeral home or 
the place of interment) in proximity to your normal place of residence, including charges for the preparation of 
your body for such transportation.  The maximum payable will not exceed, in the aggregate, $10,000 for all such 
expenses, less any amounts payable for similar coverage under the Employer-sponsored benefit program.

Rehabilitation:

If, while insured under this Policy, you suffer an injury (other than loss of life) which results in us making a 
payment under the Table of Losses and Benefits, we will pay to the provider the reasonable and necessary 
expenses that you actually incur if you engage in a formal occupational training program within 3 years from the 
date of the accident in order to become qualified for active employment in an occupation for which you would not 
otherwise have sufficient qualifications.  The maximum payable for all such expenses as the result of any one 
accident will not exceed, in the aggregate, $10,000, less any amounts payable for similar coverage under the 
Employer-sponsored benefit program.  Expenses for room, board or other ordinary living, travelling or clothing 
expenses are not eligible.

Occupational Training for the Employee's Spouse:

If you die while insured under this Policy, we will pay to the training provider the reasonable, necessary and 
customary expenses actually incurred by your spouse if he/she engages in a formal occupational training 
program in order to become qualified for active employment, provided your spouse is not already employed 
(including self-employment).  The maximum payable for all such expenses will not exceed, in the aggregate, 
$10,000.  Expenses must be incurred within 3 years of your death.  Expenses for room, board or other living, 
travelling or clothing expenses are not eligible.



20

EMPLOYEE ACCIDENTAL DEATH AND DISMEMBERMENT 

ADDITIONAL BENEFITS (Continued)

Home Alteration and Vehicle Modification:

If, while insured under this Policy, you sustain the loss of, or loss of use of, both feet or both legs, or if you 
become Quadriplegic, Paraplegic or Hemiplegic and, as a result, a benefit has become payable under this 
Policy, and you subsequently require the use of a wheelchair to be ambulatory, we will pay to the provider the 
reasonable, necessary and customary expenses that were actually incurred within the 3 years from the date of 
the accident which caused such loss.  The following is eligible:
(a) the cost of alterations to your principal residence, and/or
(b) the cost of modifications to one motor vehicle that is used by you, when such modifications are 

approved by licensing authorities (where required) in order to make the vehicle wheelchair accessible.
The maximum payable for the total of all such expenses incurred by you, or for you, will not exceed $10,000 as 
the result of any one accident, less any amounts payable for similar coverage under any other benefits included 
in this Policy.

Bereavement Benefit:

In the event of your accidental death, we will arrange for and will pay the reasonable, necessary and customary 
expenses associated with grief counselling by a professional counsellor for your surviving spouse and eligible 
dependent children.  We will pay up to an overall maximum of $1,000 per family, less any amounts payable for 
similar coverage under any other benefits included under this Policy.  Payment will be made to the provider.  
Providers for which there would not normally be a fee associated with their services (such as a Minister or other 
Clergy) or providers who are related to you or to the survivors are not eligible for reimbursement.

Funeral Expense Benefit:

In the event of your accidental death, we will make reimbursement for the reasonable, necessary and customary 
expenses associated with your burial or cremation, less any amount payable by another insurance company, 
subject to a maximum of $5,000.  Payment will be made to the provider except, if the provider has already been 
paid, payment will be made to the person(s) who paid the provider.

Child Benefit:

In the event of your accidental death, we will pay a lump sum benefit, subject to any applicable law(s), equal to 
the lesser of

(i) 5% of the Amount of Insurance, or
(ii) $5,000,

to be divided equally between your dependent children.

3. WHAT IS MEANT BY "LOSS OF"?

* An arm or leg must be severed through or above the elbow or knee joint.
* A hand or foot must be severed through or above the wrist or ankle joint but below the elbow or knee 

joint.
* A thumb or finger must be severed at or above the metacarpophalangeal joint but below the wrist joint.
* A toe must be severed at or above the metatarsophalangeal joint but below the ankle joint.
* Sight, speech and hearing must be complete loss.
In all cases, the loss must be complete and irrecoverable and beyond remedy by surgical or other means. 

4. WHAT IS MEANT BY "LOSS OF USE"?

This is the total and irrecoverable loss of use of your arm(s), leg(s), hand or foot beyond remedy by surgical or 
other means.  The loss must have continued for a period of 365 days and be permanent before any benefits 
are payable.
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EMPLOYEE ACCIDENTAL DEATH AND DISMEMBERMENT 

5. BENEFITS PAYABLE AS A RESULT OF DISAPPEARANCE AND EXPOSURE

If you're insured under this Policy and you disappear as a result of an accident in which the conveyance (such as 
a boat or plane) that you were riding in sinks or disappears, and if your body is not found within 365 days of the 
accident, it will be assumed that you suffered loss of life as a result of bodily injury caused by the accident 
(unless there's evidence to the contrary).

If you couldn't avoid being exposed to the elements as a result of the accident, and you consequently suffer a 
loss shown in #2, the appropriate amount will be paid.

6. WHEN ARE AD&D BENEFITS NOT PAYABLE?

Benefits are not payable for any loss that results directly or indirectly, wholly or partially, from any of the following 
causes:
(a) suicide or self-inflicted injuries (whether you're sane or insane)
(b) war (declared or undeclared) or hostilities of any kind, whether you were participating in them or not
(c) travel or flight in any aircraft (if you have any duties relating to that aircraft or flight) or if you're flying 

during aviation training or instruction, or if you take part in the training or manoeuvres of any branch of 
the armed services

(d) ptomaine or bacterial infections (other than those resulting from an accidental wound)
(e) if you take any poison or poisonous substances
(f) if you receive any injuries where there is no visible wound or contusion (bruise) on the exterior of your 

body (except in the case of drowning or internal injuries that show up in an autopsy)
(g) committing or attempting to commit an assault or criminal offense, unless the only offense involved was 

the operation of a motor vehicle while your blood alcohol concentration was in excess of the legal limit in 
the location you were in at the time of the offense.

7. HOW TO SEND IN A CLAIM

Your Group Plan Administrator should notify Equitable Life if you have an AD&D claim.  We'll supply the required 
forms to be completed and returned to us.
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EMPLOYEE LONG TERM DISABILITY (L.T.D.)
1. DESCRIPTION OF THIS BENEFIT

This benefit replaces a portion of your employment earnings that you lose if you can't work because you become 
totally disabled (as defined in the Schedule of Insured Benefits) from an injury (accident) or sickness prior to 
your 65th birthday and while you're insured under this Group Plan.  While you're receiving L.T.D. benefit 
payments, the L.T.D. premium doesn't need to be paid. 

The Schedule of Insured Benefits tells you:
* the Long Term Disability schedule: How to calculate the amount of L.T.D. available (the amount 

actually payable is subject to #3 below).
* the Elimination Period:  This is the number of consecutive days that you are totally disabled (starting 

with the first day of disability) during which no benefits are payable. If, during the Elimination Period, you 
cease to be totally disabled and return to work for up to 30 calendar days for each return to work 
attempt, the Elimination Period and Benefit Commencement Date shown in the Schedule of Insured 
Benefits will be extended by the number of days you were not totally disabled and this disability will be 
treated as continuous. The Elimination period and Benefit Commencement Date cannot be extended by 
more than 60 calendar days.

* the Benefit Commencement Date: On what day payments begin, if you're disabled because of either 
injury or sickness.
Note: If you're eligible for Short Term Disability (S.T.D.) benefits from any Group Policy issued to your 

Employer, payments won't start under this L.T.D. Plan until the Maximum Benefit Period for 
S.T.D. has been reached.

* the Maximum Benefit Period: The maximum length of time benefits are payable during any one period 
of disability, whether from one or more than one cause.

Long Term Disability benefits are paid once a month.  Once your L.T.D. claim has been approved by the
Company, payment is made at the end of each month for that particular month. Benefits are calculated on a 30-
days-a-month basis (1/30th of your Long Term Disability benefit will be payable for each day that you're eligible 
for disability payments).

Benefits are taxable if your Employer pays any portion of the L.T.D. premium.  We don't automatically deduct 
the income tax from your benefit cheque (unless you live in Quebec). If L.T.D. is taxable, you'll be given a T4A  
for benefits received in a tax year and you must include the disability earnings when filing your Income Tax 
Return.

2. GUARANTEED BENEFITS FOR SEVERE DISABILITIES

If you are totally disabled due to a severe disability (as described below), benefit payments will continue, subject 
to the provisions of this Policy, during the guaranteed period (defined below), provided:
(a) such total disability occurs while you are insured under this Group Plan and occurs within 180 days of 

the date you sustained the injury or disease, and
(b) you have completed the L.T.D. Elimination Period shown in the Schedule of Insured Benefits, and
(c) satisfactory proof of your total disability is submitted to the Company, and
(d) the disability and payment of L.T.D. benefits are not excluded by the terms and conditions of the Policy.

"Guaranteed period" means the earlier of:
(i) 24 consecutive months, or
(ii) the number of months remaining until the Maximum Benefit Period shown in the Schedule of Insured 

Benefits is reached, or
(iii) the date of your death.

The severe disabilities eligible for Guaranteed Benefits are:
(a) the total and irrecoverable loss of:

* sight in both eyes, hearing in both ears, or speech
* both hands or both legs
* one hand and one leg.
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EMPLOYEE LONG TERM DISABILITY (L.T.D.)

2. GUARANTEED BENEFITS FOR SEVERE DISABILITIES (Continued)

"Loss of" means:
* Sight, hearing and speech must be the complete loss.
* A leg must be severed through or above the knee joint.
* A hand must be severed through or above the wrist joint.
In all cases, the loss must be complete and irrecoverable and beyond remedy by surgical or other 
means. 

(b) life-threatening cancer with uncontrolled growth and spread of malignant cells
(c) a severely disabling heart attack or stroke that results in one of the following, which may be expected to 

continue beyond the end of the guaranteed period or result in death prior to the end of the guaranteed 
period:
* a markedly restricted ability in transferring (described below under "Activities of Daily Living"), 

and the inability to safely and completely perform at least two of the other activities of daily living 
(ADL) described below without the assistance or verbal cueing of another person, or

* the loss of cognitive ability due to deterioration or loss in intellectual capacity which requires the 
need for assistance or verbal cueing of another person for your protection or the protection of 
others.

"Activities of Daily Living (ADL)" means:
* bathing:  your ability to wash yourself, either in a bathtub or shower or by sponge bath, with or 

without equipment or adaptive devices, including the task of getting into or out of a bathtub or 
shower

* dressing:  your ability, with or without the aid of assistive devices, to put on, take off, fasten or 
unfasten clothing and medically necessary braces or artificial limbs. You are not dependent 
for dressing if reasonable alterations to or changes in the clothing usually worn would enable 
you to dress without substantial physical assistance

* toileting:  your ability to get to and from and on and off the toilet, with or without the aid of 
assistive devices, and perform associated personal hygiene

* transferring:  your ability to move in and out of a chair or bed, with or without using equipment 
such as canes, quad canes, walkers, crutches or grab bars or other support devices, 
including mechanical or motorized devices

* continence: your ability to either voluntarily control bowel and bladder function or, if 
incontinent, perform associated personal hygiene, including caring for a catheter or 
colostomy bag

* feeding: your ability to get food into your body, with or without the aid of assistive devices, 
through the mouth, or by a feeding tube.  Feeding does not include cooking or preparing 
meals.
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EMPLOYEE LONG TERM DISABILITY (L.T.D.)
(Occupational - 24-Hour Coverage)

3. COORDINATION OF BENEFITS

The amount of L.T.D. you're eligible for (according to the L.T.D. schedule and the definition of "earnings" in the 
Schedule of Insured Benefits) will be reduced by all of the following:
(a) any benefits you receive or are entitled to receive from Workers' Compensation or similar law will be 

deducted dollar for dollar if they're payable for the same period of disability
(b) any benefits you receive or are entitled to receive under the Canada Pension Plan (C.P.P.) or Quebec 

Pension Plan (Q.P.P.) will be deducted dollar for dollar if they're payable for the same period of disability 
(except for any cost-of-living increases made by C.P.P./Q.P.P. after your Long Term Disability payments 
start)
The L.T.D. section in the Schedule of Insured Benefits tells you what C.P.P./Q.P.P. "offsets" 
(reductions) will apply for this Group Plan.
* "full offsets" means we'll deduct both the disability benefits that you yourself are eligible for 

("primary" benefits) as well as benefits you're eligible for on behalf of your dependent children 
under age 18 ("secondary" benefits)

* "Primary offsets" means we'll deduct the disability benefits that you yourself are eligible for but 
not benefits you're eligible for on behalf of your dependent children, but we will take them into 
consideration under the "all sources" clause in (c) below

* "nil offsets" means we won't deduct either your own or your dependent C.P.P./Q.P.P. disability 
benefits, but we will take them into consideration under the "all sources" clause in (c) below

(c) any benefits you receive or are entitled to receive from "other sources", including:
* benefits received or receivable from the Canada or Quebec Pension Plan for you and any 

dependents
* benefits under the Workers' Compensation Act or similar law
* remuneration from any employer, including monies paid as a result of termination or severance 

from employment
* loss of income or disability benefits provided under a group insurance contract
* retirement income and pension earnings
* loss of income damages from any completed or pending legal action
* loss of income or disability benefits provided under any government or regulatory body
* automobile income replacement insurance benefits, where permitted by legislation.
* loss of income or disability benefits from any other third parties not listed above, excluding loss 

of income or disability benefits from an individual disability insurance contract, bank loan 
insurance contract, and mortgage insurance contract

* any dividends received on shares as a shareholder of the business or the Employer. Any 
shares held immediately prior to the date of disability shall be deemed to be held for the full 
period during which you are receiving or entitled to receive LTD benefits under this Policy.

If you're eligible for any income from (c) above, the L.T.D. benefit payable under this Group Plan will be reduced 
so that the total amount of benefits that you're eligible for from "all sources" (including this Policy) are not more 
than the All Source Maximum shown in the Schedule of Insured Benefits. 

If you were already getting a disability pension (such as a War Veterans Pension) before you became disabled, 
we'll only include an increase in that pension when calculating the "all sources" clause.

Be sure you apply for any other disability benefits you may be eligible for.

We may pay the full L.T.D. benefit (without taking off the deductions shown above) for a short period of time, as 
long as you agree to refund any overpayment we make.

4. WHAT HAPPENS IF YOU BECOME DISABLED AGAIN (RECURRENT DISABILITY)?

If you recover and return to active work and then become disabled again, the new disability will be treated as if it
is a continuance of the first disability if:
* you work for less than 6 months and become disabled again from the same or related causes.

NOTE: Two disabilities which are due to unrelated causes are considered separate disabilities if they are 
separated by a return to work of at least 1 day.
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4. WHAT HAPPENS IF YOU BECOME DISABLED AGAIN (RECURRENT DISABILITY)? (Continued)

If you recover and return to active work for this Employer and then become disabled again from the same 
cause(s) within 90 days after this Group Policy terminates, the new disability will be treated as if it is a 
continuance of the first disability, as long as you:
* returned to work for less than 6 months from the date you last received L.T.D. benefits under this Policy, 

and
* are not eligible for benefits under any policy issued by another insurance carrier within 31 days after the 

date this Policy terminated that replaces this Policy and covers the same period of disability.

When the new (recurrent) disability is treated as if it were a continuation of the first (original) disability:
* you don't have to go through another elimination period
* the amount of benefit payable is based on the original period of disability
* the Maximum Benefit Period available will be based on the original period of disability (benefits are 

payable for what's left of the original Maximum Benefit Period)
* no L.T.D. benefits are payable under this Policy if Short Term Disability (S.T.D.) benefits are payable for 

the same period of disability under any other Group Insurance Policy issued to your Employer.

5. RETRAINING AND RE-EMPLOYMENT BENEFITS (REHABILITATION)

If you've been receiving L.T.D. disability benefits for some time, the Company may determine that a rehabilitation 
programme will be the best way to help you return to work.  Note that the Company must approve any 
rehabilitation programme before you begin it.

While participating in the rehabilitation programme, L.T.D. benefits will continue to be paid to the earlier of:
* the length of time allowed (this will be determined by the Company, but would not be more than 24 

months from the date you start the rehabilitation programme), or
* the date benefits would have stopped if you had remained totally disabled.

The Company may reimburse you for up to the following amounts for rehabilitation expenses, provided the 
Company determines these expenses are necessary to enable you to return to work and pre-approves them in 
writing.  The expenses must have been paid by you and not be eligible for payment or reimbursement through 
any other source.  Eligible expenses could include, but are not limited to:
* up to $5,000 for schooling and retraining
* up to $2,000 for occupational assessment, skills analysis and job search
* up to $5,000 for special assistive devices and equipment
* up to $5,000 for relocation.
The Company may, at its discretion, reimburse additional amounts and expenses, subject to the above 
conditions.

In order to help you return to work, the Company may reimburse up to $4,000 to the Employer for the costs  
incurred to make reasonable accommodations for you. Reasonable accommodations are changes made to your 
work environment, or to the way you perform your work. Eligible expenses include the cost of tools, equipment, 
furniture, computer software, or other necessary items.  To be eligible, the following conditions apply:
* you must be participating in a rehabilitation programme approved by the Company, and
* the Employer's expenses are incurred in making reasonable accommodations for you, and
* the reasonable accommodations are approved in writing by the Company prior to implementation and 

before the expenses are incurred.
The Company may, at its discretion, reimburse additional amounts, subject to the above conditions.

If you're unable to continue in the rehabilitation programme because of total disability, further benefit payments 
will be considered under the recurrent disability clause (see #4 - What Happens If You Become Disabled Again).

While you participate in a rehabilitation programme approved by the Company, the amount of your monthly 
L.T.D. benefit payments may be reduced so that the income you get from "all sources" isn't more than 100% of 
your pre-disability earnings (adjusted for inflation).
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5. RETRAINING AND RE-EMPLOYMENT BENEFITS (REHABILITATION) (Continued)

To help you return to work in the rehabilitation programme, starting with the date you commence the 
rehabilitation programme, you may be eligible for:
* a monthly Family Care Expense Credit for each eligible child, and
* a monthly Education Expense Credit for each eligible dependent child.
These credits will extend the all source limit allowed under the Coordination of Benefits clause.

The maximums for the Family Care Expense Credit and Education Expense Credit are shown in the Schedule of 
Insured Benefits.

Family Care expenses are those you actually incur to provide care for your child so you can return to work under 
the rehabilitation programme.  The child must be:
* under age 15, or dependent on you for support and maintenance because of a permanent 

developmental or physical disability.
* cared for by a child-care provider who is not ordinarily resident in your home or related to you by birth or 

marriage (or related to you through your spouse).

To be eligible for the Education Expense Credit, the dependent child must meet the definition of dependent child 
shown under 1. Who Are My Eligible Dependents in the General Provisions for Dependents page.

Note:  If you refuse to participate in any rehabilitation programme, assessment or employment that the Company 
deems to be appropriate, your L.T.D. benefit payments will stop.

6. WHEN L.T.D. BENEFITS ARE NOT PAYABLE

Benefits are not payable for disabilities in the following situations:
(a) as a result of:

* wilfully self-inflicted injury or any suicide attempt (whether you're sane or insane)
* active participation in a riot, rebellion or insurrection
* war or hostilities of any kind (whether or not war is declared)
* committing or attempting to commit a criminal offence,  or

(b) any period of disability during a time when you're an inmate in a prison or correctional institution, or
(c) if total disability begins within 12 months of the effective date of your L.T.D. insurance under this Policy, 

and the disability is a result of a condition for which you either received medical care or took prescribed 
drugs during the 90-day period before your L.T.D. coverage became effective (unless this Limitation is 
waived in the Master Policy), or 

(d) if you become disabled during a strike, lockout, layoff or leave of absence (including parental leaves of 
absence), no benefits are payable for the duration of the strike, lockout, layoff or leave of 
absence, however:

if you're still totally disabled on your scheduled date of return to active, full-time work, you'll become 
eligible for disability benefit payments:
(i) on your scheduled date of return to work, provided the waiting period  before payments begin 

(see * below) has expired and if your L.T.D. benefit has remained inforce, or
(ii) on the Benefit Commencement date shown in the Schedule of Insured Benefits, if later.
(* this "waiting period" is the number of consecutive days you must be totally disabled before the Benefit 
Commencement date) 

(e) as a result of alcohol or drug abuse (unless you're getting regular and personal medical supervision, 
treatment and counselling from a licensed medical doctor, rehabilitation centre or provincially designated 
institution that's approved by the Company), or

(f) if you're not receiving regular and personal medical supervision and treatment that's satisfactory to the 
Company, by a physician or surgeon who is duly licensed to practice medicine and who is qualified to 
treat such disability.
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7. WHAT HAPPENS IF YOU BECOME PREGNANT?

If you have requested a maternity leave from your Employer, your leave will begin on the earlier of the date you 
and your employer have agreed the leave will begin, and the date your child is born. Your leave will end on the 
earlier of your scheduled return to work date and the actual date you return to work.

The Company will determine which period of your maternity leave is health-related and which is non-health-
related. The health-related period is the time that you are unable to work for health reasons relating to childbirth 
or recovery from childbirth. This period must be supported with appropriate medical documentation. Benefits will 
only be payable during the health-related period when required to comply with employment standards, human 
rights, employment insurance, or any other applicable legislation.

8. WHEN DO L.T.D. BENEFITS TERMINATE?

(a) on the date you're no longer "totally disabled" (according to #2 in this L.T.D. section and the definition of 
"totally disabled" shown in the Schedule of Insured Benefits), or

(b) on the date the Maximum Benefit Period is reached, or
(c) on your 65th birthday, or
(d) the date you retire or would normally have retired under the Employer’s employment practices, or the 

date you told your Employer that you intended to retire, or
(e) on the date you start any employment for pay or profit or any volunteer work (other than rehabilitative 

employment approved by the Company), or
(f) on the date you refuse to participate in any rehabilitation assessment, programme or employment 

considered appropriate by the Company, or
(g) on the date you fail to provide satisfactory evidence that you're still "totally disabled", or
(h) on the date you stop receiving regular and/or appropriate medical treatment (that is satisfactory to the 

Company) by a physician or surgeon, or
(i) on the date of your death.

If this Group Policy terminates, you'll still be entitled to (or can apply for) disability benefits if you're totally 
disabled on the date the Policy terminates and:
* you're receiving L.T.D. benefit payments, or
* you notify the Company of a pending L.T.D. claim within 30 days of the date of termination of this Policy. 

9. HOW TO SEND IN A CLAIM

Access Form 181 "HOW DO I SUBMIT AN APPLICATION FOR LONG TERM DISABILITY BENEFITS?", 
which is available on the Equitable Life public website www.equitable.ca.  Follow the step-by-step instructions.  If 
you don't have access to the website, contact us (see the telephone and extension number on the first page of 
this booklet).

IMPORTANT:  If your insurance terminates, or if the L.T.D. Benefit under this Policy terminates, or if this Group 
Policy terminates, all claims that were incurred prior to the date of termination must be received by the Company 
within 90 days of the date of termination.

Once we start paying benefits, Form 422 - Supplementary Report on Claim for Disability Benefits (to be 
completed by you and the doctor) or Form #563 (to be completed by the doctor only) may be included with your 
cheque from time to time.

Benefit payments will stop and won't start again until the fully-completed form 422 (or Form 563) is 
returned to us, so please be sure it's sent back quickly.
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PARTIAL DISABILITY

10. PARTIAL DISABILITY

If you're receiving L.T.D. benefit payments, and you return to work in a reduced capacity, the following provisions 
apply:
(a) Your monthly L.T.D. benefits will continue to be paid while your earnings are 80% or less of the amount 

you earned before you became totally disabled.  However, benefit payments will end on the earlier of:
(i) the date they would have stopped if you had remained totally disabled, or
(ii) when the Maximum Benefit Period for Partial Disability shown on the Schedule of Insured 

Benefits has been reached.
(b) Your monthly income from all sources can't be more than:

* 90% of your gross earnings before you became totally disabled if the L.T.D. benefits are 
taxable, or

* 90% of your net earnings before you became totally disabled if the L.T.D. benefits are not 
taxable.

(c) The "earnings" used in b) will be adjusted for inflation.
(d) The Partial Disability benefit payable will not be more than the amount you were eligible for according to 

the L.T.D. schedule.
(e) L.T.D. premiums must be paid (they are not waived) while you're getting Partial Disability benefits.
(f) Each month, you must provide proof satisfactory to the Company of the amount of your income from 

employment.
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1. DESCRIPTION OF THIS BENEFIT

If you or your eligible dependents incur expenses described on the following pages while insured under this 
Group Plan, you'll be reimbursed for the eligible charges.  The amount payable is subject to the Co-Ordination 
of Benefits (see #4 below) and any Deductible Amount (see #2 below) and Reimbursement Percentage
(see #3 below).  Eligible expenses mean reasonable and customary charges for necessary medical care or 
treatment (deemed satisfactory by the Company) or materials prescribed by a legally licensed physician or 
surgeon, or for care provided by a practitioner specifically included as an eligible practitioner in the Policy.

2. WHAT IS THE "DEDUCTIBLE AMOUNT"?

This is the amount you must pay before any benefits become payable under the Group Plan.  The Deductible 
Amount for your Plan is shown in the Schedule of Insured Benefits.
Note: If the Family Deductible Amount is greater than the Single Deductible Amount, no more than the Single 

Deductible Amount can be taken from any one family member towards satisfying the Family Deductible 
Amount.

Eligible claims incurred during October, November and December of a calendar year that are used to satisfy the 
Deductible Amount for that year will also be used towards satisfying the Deductible Amount for the next calendar 
year.  Please note that Pay-Direct Drug claims cannot be used for this purpose.

3. WHAT IS THE "REIMBURSEMENT PERCENTAGE"?

This is the percentage (portion) of eligible expenses that is paid by the Company after any Deductible Amount 
has been reached. The Reimbursement Percentage for this Group Plan is shown in the Schedule of Insured 
Benefits.

4. HOW DOES THE "COORDINATION OF BENEFITS" WORK?

If you and your spouse both have Family coverage under the Group Insurance Plans where you each work, 
each of you must first submit your own claims through your own insurer.  Any unpaid balance can then be 
submitted to the other spouse's insurer for payment, along with a copy of the amount already paid by the first 
insurance company.

Claims for your dependent children should be submitted as follows:

If you and your spouse are living together, or are separated but have joint custody, claims should first be 
submitted through the Group Plan of the parent with the earlier birthday (month and day) in the calendar year.  
Any balance is then submitted through the other parent's Group Plan. For example, if your birthday is October 10 
and your spouse's birthday is May 25, claims for your dependent children should be sent to your spouse's 
insurance company first (because your spouse's birthday is earlier in the year).  Any unpaid balance would then 
be submitted to Equitable Life, along with a copy of what your spouse's insurer paid. 

If you and your spouse share the same birthday, submission of claims should be determined based on the 
alphabetical order of the parent’s first names.

If you and your spouse are separated, but do not have joint custody, claims should be submitted in the following 
order:

1. The Group Plan of the parent with custody of the Dependent Child,
2. The Group Plan of the Spouse of the parent with custody of the Dependent Child,
3. The Group Plan of the parent not having custody of the Dependent Child,
4. The Group Plan of the Spouse of the parent not having custody of the Dependent Child.

Total reimbursement for any claim cannot be more than 100% of the actual expense.
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5. WHAT ARE THE OVERALL MAXIMUM AMOUNTS?

The Lifetime Maximum Amount is shown in the Schedule of Insured Benefits.  It applies to each insured 
person for the entire time he/she is covered under this Group Plan.  Once the Lifetime Maximum Amount has 
been paid for an insured person, further eligible expenses for him/her are limited to $1,000 per calendar year.  
Once the Lifetime Maximum Amount has been reached, it can be reinstated if the insured person submits 
satisfactory evidence of insurability and the Company accepts this in writing.

Any Annual Maximum Amount is shown in the Schedule of Insured Benefits.

6. DEFINITIONS 

Practitioners:
Below is the definition for practitioners (the qualifications they must have for claims to be eligible). In all cases, 
the practitioner must be a member in good standing of the Provincial Association and/or regulatory body 
applicable to his/her specialty and be licensed to practice under the laws of the applicable province. A 
Practitioner is eligible only if included as an eligible expense under this Group Plan.

Paramedical practitioners:
* ”Athletic Therapist" means a person who is a Certified Athletic Therapist.
* "Audiologist" means a person who has a Masters degree specializing in hearing loss.
* "Dietician" means a person who is registered with the Dieticians of Canada Association.
* "Chiropractor", "Naturopath", "Osteopath" and "Speech Therapist" means a person who holds a 

degree from a recognized school.
* "Registered Massage Therapist" means a person who is a member of the applicable Provincial 

Association of Masseurs and who is classified as a Registered Massage Therapist.
* "Master of Social Work (MSW)" means a person who has a Master's degree in Social Work.
* "Physiotherapist" and "Podiatrist (Chiropodist)" means a member of the Canadian Association or 

any applicable affiliated provincial association.
* "Psychologist" means a permanently certified psychologist with a Doctor's degree in Psychology.
* "Specialist in Acupuncture" means a person allowed to perform acupuncture under the laws of the 

applicable province and who is recognized as a specialist by the Company.

Other practitioners:
* "Dentist" means a person who is legally licensed in dentistry.
* "Optometrist" means a member of the Canadian Association of Optometrists or any other applicable 

associated provincial association.
* "Ophthalmologist" means a person who is a medical doctor who is legally licensed to practise 

ophthalmology. 
* "Physician” means a person who is legally licensed to practise medicine.
* "Pharmacist" means a person who is licensed to practise pharmacy and whose name is listed on the 

pharmacists' registry of the licensing body for the jurisdiction in which the pharmacist is practising.
* "Registered Graduate Nurse", "Registered Nursing Assistant", "Certified Nursing Assistant" and 

"Licensed Practical Nurse" means a person listed on the appropriate provincial registry.

Reasonable and Customary charges:
(a) For practitioners in Canada practising in a province that has an official fee schedule: the provincial fee 

schedule that is in effect on the date of the service.
(b) For other practitioners practising in an area that has an official fee schedule or recommended fee 

practices and tariff guide:  the fee schedule or tariff guide in effect on the date of the service.
(c) In all other cases: representative fees, practices and tariffs of the particular specialty of the 

practitioner, supplier, or medical facility in the area in which the service is performed, excluding any 
charges deemed by the Company to be in excess of the general level of charges for the same or 
comparable services or supplies in the area.

Province of Residence: 
For both employees and dependents, this means the province in which the employee resides.
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7. RECURRENT DISABILITY

If you return to active work after being disabled due to illness or accident and you then become disabled again 
within 14 days from the same or related causes, it will be assumed that the original disability has continued.  If 
one of your eligible dependents is disabled due to sickness or accident and recovers but then becomes 
disabled again within 90 days from the same or related causes, it will be assumed that the original disability has 
continued.  This could apply to those Health Benefits, which include a maximum period of time during which 
benefits are payable for any one disability or period of disability (such as Convalescent Home Services under 
Major Services, if this is included in the Group Plan).

8. WHAT HAPPENS IF YOUR HEALTH BENEFITS TERMINATE?

If you or any of your insured dependents are totally disabled on the date when your Health Benefits terminate, 
coverage for the disabled person can continue while that person is totally disabled, or until one of the following 
dates, if earlier, provided we receive proof that is acceptable to the Company that the person is totally disabled:
* the date the person is no longer totally disabled, or
* the date the maximum benefits have been paid under this Policy, or
* the date the person becomes eligible for similar insurance under another insurance policy, or
* the 91st day after your Health Benefits terminated.

9. WHAT IS NOT COVERED?

Health Benefits are not payable for expenses that result from the following:
(a) wilfully self-inflicted injury or any attempt at self-destruction (whether the person is sane or insane)
(b) active participation in a riot, rebellion or insurrection
(c) war or hostilities of any kind (whether or not war is declared)
(d) committing or attempting to commit a criminal offence
(e) services performed by a person who usually lives in the patient's home or is related to the patient by 

birth or marriage, or related to the patient through the patient's spouse
(f) services that are provided free or for a nominal (small) amount by public authorities or tax-supported 

agencies, by the Workers' Compensation Act or some other law, or where no charge would be made if 
the person didn't have any insurance

(g) charges that are covered under a Provincial Health Care Plan (whether or not the person is actually 
insured under it), or by any other insurance carrier, or as a result of legal action or settlement

(h) charges for un-kept appointments, telephone time, or to complete forms or reports
(i) charges for periodic or routine health examinations or examinations for a third party (for example, if you 

need to get a medical exam in order to get a license)
(j) costs involved if you have to move or travel for health reasons
(k) services for which it's not legal to provide insurance
(l) expenses for treatment or materials for dental care, eyeglasses, physician services, or services outside 

the province of residence (unless they're specifically included under this Group Plan)
(m) cosmetic surgery or treatment or medication (unless it's required as the result of accidental injuries and 

provided the surgery or treatment begins within 90 days of the accident)
(n) charges for lifestyle counselling (such as counselling for weight loss or to stop smoking)
(o) charges for treatment or materials, which (in the opinion of the Company's medical advisors) are 

experimental or illegal to use or are not a recognized form of treatment
(p) any charge related to in vitro fertilization or any other fertility programme (other than the Maximum 

Amount for Fertility Drugs, if any, shown in the Summary of Health Benefit Maximums)
(q) services and supplies for an out-patient at a hospital, such as anaesthesia for a surgical procedure, use 

of an examination or operating room, drugs administered at the hospital, bandages, dressings and casts
(r) anaesthesia, blood and blood plasma
(s) expenses that are not actually charged to you or your eligible dependent
(t) lifestyle drugs (unless shown on the Summary of Health Benefit Maximums), such as drugs to treat 

erectile dysfunction (such as Viagra) and for weight loss 
(u) sphygmomanometer (blood pressure monitor) and insulin pumps for diabetes, unless shown as an 

eligible expense in the Summary of Health Benefits Maximums.
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1. WHAT IS COVERED?

(a) selected prescription requiring drugs and medicines if they're dispensed by a pharmacist and 
which:
* have been assigned a valid Drug Identification Number (DIN) by Health Canada and are listed 

as "prescription requiring" in Federal or Provincial Drug Schedules (see Exclusions below)
* are injectable drugs, injectable vitamins, and non-patient specific allergy extracts which bear a 

valid Drug Identification Number (DIN)
* are extemporaneous preparations or compounds where one of the ingredients is an eligible 

benefit (see Exclusions below)

(b) selected products from within the following classes of non-prescription requiring drugs are eligible:
potassium replacements, iron supplements, and vasodilating nitrates

(c) insulins; insulin supplies: disposable needles, disposable syringes, lancets and chemical reagent 
testing materials used for insulin administration and monitoring diabetes (see Exclusions below).

2. MAXIMUM SUPPLY

The maximum eligible at any one time is shown in the Schedule of Insured Benefits, including the maximum 
supply for the following drugs and medicines used for maintenance or long-term therapy: antiasthmatics, 
antibiotics for acne, anticoagulants, anticonvulsants, antidepressants, antiparkinsons, cardiac drugs, diabetes 
drugs, female hormone replacement therapy, oral and transdermal contraceptives, potassium replacements, 
thyroid agents.

3. EXCLUSIONS

The following are not eligible under the Drug Plan:
(a) smoking cessation products, unless specifically shown as an eligible expense in the Summary of 

Health Benefit Maximums
(b) drugs used to enhance fertility (even if prescription requiring)
(c) atomizers, appliances, prosthetic devices, colostomy supplies, first aid kits or equipment, electronic 

diagnostic monitoring or testing equipment (such as a "Glucometers"), non-disposable insulin delivery 
devices (such as "Novolin Pen" and "Insulin Pumps"), spring loaded devices to hold lancets, alcohol, 
alcohol swabs, disinfectants, cotton, bandages, delivery or extension devices for inhaled medications 
(such as "Diskhaler" or "Aerochamber"), or supplies and accessories for the aforementioned

(d) oral vitamins, minerals, dietary supplements, infant formulas, or injectable Total Parenteral Nutrition 
(TPN) solutions, whether or not such a prescription is given for a medical reason, except where 
Federal or Provincial law requires a prescription for their sale

(e) diaphragms, condoms, contraceptive jellies/foams/sponges/suppositories, non-medicinal intrauterine 
devices (IUD's, such as Gyne-T), contraceptive implants or appliances normally used for 
contraception, whether or not a prescription is given for a medical reason

(f) herbal and Homeopathic preparations, even if combined with a prescription requiring medicine or with 
a product considered to be an eligible benefit

(g) prescriptions dispensed by a physician, clinic, dentist or in any non-accredited hospital pharmacy, or 
for treatment as an inpatient or outpatient in a hospital, including Emergency status and 
Investigational status drugs, unless otherwise approved by the Pay-Direct Drug Plan provider

(h) all preventative immunization vaccines and toxoids, unless specifically shown as an eligible expense 
in the Summary of Health Benefit Maximums

(i) all patient-specific allergy extracts, compounded in a lab, and not bearing a Drug Identification 
Number (DIN)
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3. EXCLUSIONS (Continued)

(j) items deemed to be cosmetic or hygienic by the Pay-Direct Drug Plan provider or the Company (even 
if a prescription is legally required), such as topical Minoxidil, or sunscreens, or contact lens care 
products, whether or not a prescription is given for medical reasons

(k) any medication the person is eligible to receive under the applicable Provincial Drug Benefit Plans
(l) Meridia and Xenical
(m) oral erectile dysfunction drugs
(n) consultation charges and/or Professional Fees for services rendered by a licensed physician, 

pharmacist (other than dispensing fees) or registered nurse
(o) selected injections normally administered to patients admitted to hospital for treatment
(p) costs of administration
(q) illegal or experimental drugs
(r) products bearing a Natural Product Number (NPN) by Health Canada.

4. SERVICES OUTSIDE THE PROVINCE

The maximum amount eligible will be an amount up to (but not more than) the following:
(a) if the drug was purchased at a pharmacy that has signed an agreement with the Pay-Direct Drug Plan 

provider for the direct submission and payment of drugs, payment will be made for reasonable and 
customary charges and eligible expenses of the province in which the drug was purchased, or

(b) in all other circumstances, payment will be made according to the reasonable and customary charges 
and eligible expenses allowed in your province of residence.

5. CLAIMS

IMPORTANT: If your insurance terminates, or if the Drug Benefit under this Policy terminates, or if this Group 
Policy terminates, all claims incurred prior to the date of termination must be received by the Company within 90 
days of the date of termination.  However, if this Group Policy terminates and the General Information box in the 
Schedule of Insurance indicates that the Health Benefit is Administration Services Only (ASO), no benefits 
(including claims incurred prior to the date the Policy terminates) are payable after the Policy terminates.

See your "Group Benefits Pay-Direct Drug Plan" brochure for more information about pay-direct drug plans, including 
how and where to submit paper claims if you were unable to use your drug card at the pharmacy.  If you don't have a 
copy of this brochure, please ask your Group Plan Administration for one. 
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The following pages describe the expenses under the Major Services benefit, if shown as eligible in the Schedule of 
Insured Benefits.

"Insured person" means you, your eligible spouse, or your eligible dependent child insured under this Group Plan for 
Health Benefits.

1. CONVALESCENT HOME SERVICES

Reasonable and customary charges for room and board if the insured person is confined in a convalescent 
home such as:
* a sanitarium
* a skilled nursing home
* a special wing of a hospital that has a transfer agreement with a hospital.
(Homes for the aged and treatment centres for drug addiction and alcoholism are not included.)

Services are eligible as long as:
* confinement in the convalescent home occurs within 7 days after the person was confined for at least 3 

days in a licensed hospital and the Provincial Health Care Plan paid benefits for the same sickness or 
injury when the person was in the licensed hospital, and

* confinement in the convalescent home is for rehabilitation purposes and not for custodial care.

See the Summary of Health Benefit Maximums for the Maximum Payable for Convalescent Home Services.

2. AMBULANCE SERVICES

Reasonable and customary charges for professional ambulance services to or from the nearest hospital where 
the required treatment can be provided.  If certified as medically necessary, air ambulance and charges for a 
registered nurse or paramedical assistant are eligible expenses.

3. PRIVATE DUTY NURSING CARE SERVICES (PDN)

Reasonable and customary charges for eligible expenses for private duty nursing care provided in the home of 
an acutely ill patient, if such care is prescribed in writing by a physician and is provided at a minimum of one 4-
hour shift per day by a Registered Graduate Nurse, Registered Nursing Assistant, Certified Nursing Assistant or 
Licensed Practical Nurse who is not normally resident in the patient's home and is not related to the patient by 
blood or marriage. Only medical services that should reasonably be performed by one of the qualified 
practitioners listed above are eligible.  Respite care is not covered.

The Maximum Amount Payable for Nursing Care Services for each insured person in a calendar year is 
shown in the Summary of Health Benefit Maximums.

4. APPLIANCES AND SUPPLIES

Eligible expenses include the following, provided they are prescribed by a physician (we'll need a copy of the 
Doctor's written prescription):
(a) reasonable and customary charges for the rental of:

* a standard hospital bed
* equipment to administer oxygen
* equipment for the treatment of respiratory paralysis
provided the rental is:
* for therapeutic use only, and
* required for a period not exceeding 180 days.
(Rental of other durable medical equipment may be considered if required for therapeutic use.)
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4. APPLIANCES AND SUPPLIES (Continued)

(b) Reasonable and customary charges for the purchase of eligible items shown under Maximum per 
insured person in respect of (b) under 4. Appliances and Supplies on the Summary of Health 
Benefit Maximums. They must be required for medical reasons and be prescribed by a physician. 
Note that we may ask for additional information. 
The following is not eligible:
* Replacement or repair, except for replacement or adjustments required by pathological changes in 

the condition necessitating the equipment, or repairs as necessary to wheelchairs.
* Devices used primarily to allow the person to participate in sports.

(c) reasonable and customary charges for the purchase of an external breast prosthesis and surgical 
brassiere(s) required as the result of a mastectomy, subject to the Maximum for Breast Prosthesis 
and Surgical Brassiere(s) shown in the Summary of Health Benefit Maximums.

(d) reasonable and customary charges for the purchase of ileostomy or colostomy supplies.
(e) reasonable and customary charges for the purchase or repair of hearing aids obtained on the written 

prescription of a certified otolaryngologist up to the Maximum for Hearing Aids shown in the Summary 
of Health Benefit Maximums. Hearing aid batteries are not eligible unless specifically shown as an 
eligible expense in the Summary of Health Benefit Maximums.

(f) reasonable and customary charges for the purchase of the following, provided they are custom made
for the patient and are prescribed by a physician, chiropractor, podiatrist or chiropodist:
* orthopaedic shoes (lifts, wedges, flares or similar shoe modifications)
* other orthotics 
subject to the Maximum for Orthopaedic Shoes and Other Orthotics shown in the Summary of 
Health Benefit Maximums.
Note:  Stock orthopaedic shoes that can be purchased off-the-shelf are eligible only if they have been 
modified for the patient and the Summary of Health Benefit Maximums specifies that they are eligible. 
Stock shoes that have not been modified for the patient are not eligible under any circumstances.
The following is required for proper claim review:
* Medical referral: A medical referral must be provided from a physician, chiropractor, podiatrist 

or chiropodist, and include the diagnosis or medical condition necessitating the product;
* The paid receipt should show the name, credentials and College Registration number of the 

person who dispensed the custom made product;
* The technique/process used for casting your foot (the casting method used must be three 

dimensional to be considered a custom made product);
* A description of how the foot orthotic or custom made shoe was constructed including what raw 

materials were used; (please include a description of the modifications made to the shoes 
including a breakdown of the costs and the brand name and model of the shoe); and

* The contact information of the laboratory where the custom made product was manufactured. 
The invoice must indicate the name of the patient and shipment date or date of completion.

(g) reasonable and customary charges for oxygen (with a physician's prescription).
(h) reasonable and customary charges for wigs and hairpieces required as a result of a medical condition

while insured under this Group Plan, subject to the Maximum for Wigs and Hairpieces shown in the 
Summary of Health Benefit Maximums.

(i) reasonable and customary charges for standard syringes, needles and diagnostic test material, 
including glucometers, required to treat diabetes.  The maximum for glucometers is shown in the 
Summary of Health Benefit Maximums.  Other supplies, such as automatic jet injectors, insulin pumps 
or other special equipment, swabs and rubbing alcohol are not covered, unless specifically shown as an 
eligible expense on the Summary of Health Benefit Maximums. However, for Pay-Direct Drug Plans, 
disposable needles (including disposable needles only, for non-disposable insulin delivery devices), 
disposable syringes, lancets and chemical reagent testing materials used for monitoring diabetes are 
eligible under the Pay-direct Drug Plan.

(j) Diagnostic laboratory procedures: Reasonable and customary charges for medically necessary lab 
tests (including Prostate Specific Antigen tests - PSA tests), and x-rays (including Magnetic 
Resonance Imaging - MRI), if performed in the province of residence (but not in a hospital), subject to
the Maximum for Diagnostic Laboratory Procedures shown in the Summary of Health Benefit 
Maximums.  Genetic testing is excluded.
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5. DENTAL ACCIDENT

This section of Major Services covers reasonable and customary charges for treatment by a Dental Surgeon for 
a fractured jaw or injuries to sound natural teeth that result from an accident that occurs while insured under this 
Group Plan.  The accidental injuries must be caused by external, violent and accidental means. Coverage is not 
provided for injuries caused by an object placed in the mouth (even while eating or drinking).

Treatment must be completed within 365 days of the accident.

Pre-Determination:  If the Dental Surgeon tells you that it will cost more than $300 to treat the injuries, a 
Treatment Plan and estimates of the charges should be sent to us before treatment begins.  We'll then be able 
to tell you in advance how much will be eligible under the Group Plan.

Alternate Treatment:  If there is a less expensive course of treatment that will give a professionally adequate 
result, the amount payable under this Group Plan is equal to the cost of the less expensive treatment. If you 
choose to proceed with the more expensive treatment, then you will be responsible for the additional costs.

6. PARAMEDICAL SERVICES

Reasonable and customary charges for expenses incurred for services performed by eligible Paramedical 
Practitioners, subject to the Maximums for Paramedical Services in the Summary of Health Benefit 
Maximums. See Practitioners under #6 (Definitions) under the Health Benefits - General Provisions for the 
definition/qualifications of the various practitioners.

Note: In some provinces, if your Provincial Health Care Plan pays any portion of the charges made by 
Paramedical Practitioners, no payment is eligible under this Group Plan until the overall maximum allowed for 
that type of practitioner has been paid out by the Provincial Plan. For example, if a practitioner charges $20 per 
visit and your Provincial Health Care Plan only pays $10 per visit, the difference is not covered under the Group 
Plan. Once your Provincial Plan has paid the overall maximum that they allow for a practitioner (or if your 
Provincial Health Care Plan doesn't cover a particular practitioner), charges may then be eligible for payment 
under your Group Plan.

If your province does allow private insurers to pay the excess charged by certain practitioners over what the 
Provincial Health Care Plan pays, and if your Employer has chosen to include these in your Group Plan, 
this will be indicated in the Paramedical section in the Summary of Health Benefit Maximums.

7. SERVICES OUTSIDE THE PROVINCE

Reasonable and customary charges for eligible expenses incurred outside the employee's province of 
residence, provided:
(a) The services are covered under the employee's Provincial Health Care Plan.
(b) The services are for emergency treatment (see the definition of "emergency treatment" on the 

following page) for an injury or illness which occurs within the number of days shown under Time Limit 
for Commencement of Emergency Treatment shown in the Summary of Health Benefit Maximums 
after the insured person begins a temporary absence from the employee's province of residence, or

(c) The services (or similar services) are not available in the employee's province of residence but they are 
available elsewhere in Canada.  If the services aren't available in Canada, services performed outside 
Canada will be eligible.  In either case, we require the written referral of the insured person's regular 
physician in the province of residence and confirmation from the Provincial Health Care Plan that the 
services are not available in that province.
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7. SERVICES OUTSIDE THE PROVINCE (Continued)

“Emergency” means a sudden, unexpected, acute illness or accidental injury that requires immediate, 
medically necessary treatment, prescribed by a doctor. An emergency ends when the insured person is 
deemed medically stable to return to his province of residence.  When an insured person has a chronic 
condition, emergency services do not include treatment provided as part of an established management 
program that existed prior to the person leaving their province of residence.

The following expenses are eligible for reimbursement, subject to reasonable and customary charges for the 
services in the geographical area where the expense is incurred.  Any part of the expenses that are covered by a 
Provincial Health Care Plan will be deducted from the amount payable under your Group Plan:
(a) services by a physician or surgeon
(b) charges for daily room and board in a public ward of a hospital (or for a semi-private or private room if 

shown in the Schedule of Insured Benefits); the maximum payable for any period of disability is 180 
days of confinement

(c) hospital charges for medically necessary services and supplies for an in-patient, as long as these 
charges aren't included in the daily room and board rate; the maximum payable for any period of 
disability is an amount equal to 30 times the hospital's standard public ward rate

(d) professional ambulance services (including air ambulance if medically necessary) to the nearest 
hospital where the required treatment can be provided

(e) other charges for out-of-province services are included only up to the amount that would have been 
payable under this Group Plan if the service had been performed in the employee's province of 
residence.

No benefit is payable under the Out-Of-Province Services for services performed in a country for which the 
Canadian Government or World Health Organization issued a travel warning or restriction prior to the insured’s 
departure from the country.

No benefit is payable for injury that results from participation in any sport as a professional athlete or   
participation in a dangerous activity.

“Professional athlete” is defined as someone who receives payment for their athletic performance in the form 
of taxable income, prizes or sponsorships.

Examples of dangerous activities include, but are not limited to:  extreme sports, off-trail skiing, sky-diving, 
mountaineering, scuba diving (without certification) and spelunking.

If you are unsure of whether your travel plans include activities that may be considered dangerous, 
please contact your travel provider for travel assistance before or during your trip.  The phone number 
is on your wallet card.

Benefits are not payable under the Out-Of-Province Services for services performed outside Canada if the 
insured person lives outside Canada, except as shown below.

A dependent child will be eligible only for emergency treatment (see the definition of "emergency treatment" 
above) for an injury or disease which occurs while the child is a student outside Canada.  The student must 
be enrolled in and attending an accredited educational institution on a full-time basis for the purpose of 
attaining a post-secondary degree or diploma.  The following provisions apply:

(i) We will require a letter from the post-secondary institution at the beginning of each school term 
confirming the enrolment and attendance of the student.  A school term will include a co-op work term 
placement outside Canada which is part of the degree or diploma program.

(ii) We will require a letter from the Provincial Health Care Plan of the student's province of residence 
confirming that coverage for the student will continue under that Plan while the student is attending 
school outside Canada.
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7. SERVICES OUTSIDE THE PROVINCE (Continued)

(iii) The student must immediately contact the Travel Assist provider when an eligible expense is incurred 
while outside Canada.  The telephone numbers for the Travel Assist provider are shown in the Travel 
Assist section of this booklet and on the wallet card.

(iv) Except for drugs, the emergency services must be eligible under the Provincial Health Care Plan of the 
student's province of residence. 

(v) The provisions of the policy will apply, including the Limitations and Exclusions, except for the Out-of-
Province Time Limit for Commencement of Emergency Treatment shown on the Summary of Health
Benefit Maximums.

(vi) The student is covered only during the school term.  
(vii) Coverage is not provided during holidays or student absences during or between school terms that are 

longer than one month.
(viii) Coverage will not be provided if the dependent child is a student in a country that is deemed to be high 

risk for travel on the date the school term begins.

In all cases, payment for services performed outside Canada will be in Canadian dollars at the exchange rate in-
force on the date the claim and all supporting information has been received by the Company's Head Office in 
Waterloo, Ontario.

8. HOW TO SEND IN A CLAIM

Use Form #466 - Supplementary Medical Benefits Claim Form.  Follow the instructions on the form.  Be sure 
to fill in:
* the Group Policy Number
* your certificate number
* the full birth date (day/month/year) if the claim is for a dependent
* all information on a dependent child, especially if he/she is in school (include the name of the school) 

or if he/she is employed full-time or part-time.

Remember to attach all original receipts, written prescriptions, referral letters, etc.

Note: In all cases, the original receipts, written prescriptions, referral letters, etc. which show the patient's 
name and the service provided or item purchased must be submitted to Equitable Life.  A charge card or 
debit card receipt is not sufficient proof of claim.

Claims must be submitted within 90 days of the date of treatment.

IMPORTANT: If your insurance terminates, or if the Major Services Benefit under this Policy terminates, or if 
this Group Policy terminates, all claims that were incurred prior to the date of termination must be received by 
the Company within 90 days of the date of termination.  However, if this Group Policy terminates and the 
General Information box in the Schedule of Insurance indicates that the Health Benefit is Administration Services 
Only (ASO), no benefits (including claims incurred prior to the date the Policy terminates) are payable after the 
Policy terminates.
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"Insured traveller" means you or your eligible dependent, provided the person is covered for Health Benefits under 
this Group Plan and meets the conditions for coverage outside the province as described in 7. Services Outside the 
Province under the Major Services.

1. Assistance Services

(a) access to multilingual help by telephone, telex and fax 24 hours a day, 365 days a year for both the 
insured traveller and the medical service provider

(b) required emergency referral to a physician, dentist or appropriate medical facility
(c) if the insured traveller is hospitalized, the Travel Assist provider's medical staff will contact the 

patient's attending physician to monitor the care and services being given and will, if necessary, 
contact the patient, the attending physician, and the patient's personal physician and family

(d) referrals to a local legal advisor and, when necessary, help in arranging a cash advance from credit 
cards or funds from family and friends to post bail and pay legal fees

(e) assistance in replacing necessary travel documents or tickets that have been lost or stolen (the cost 
of replacement is the responsibility of the insured traveller)

(f) emergency telephone interpretation services in most major languages
(g) exchange of emergency messages between the insured traveller and his/her family (messages are 

held up to 15 days)
(h) trying to ensure that the insured traveller is not obligated to pay hospital charges or medical fees by:

(i) co-ordinating payment (where possible) directly by the appropriate Provincial Health Care 
Plan and the Company, or

(ii) making payment to the medical provider with funds provided by the Company and then 
recovering the expenses payable by the Provincial Health Care Plan and forwarding such 
funds to the Company

(i) arranging all aspects of transporting the insured traveller if the Travel Assist provider's medical staff 
and the attending physician decide it's medically necessary to transport the person to the nearest 
appropriate medical facility or to Canada for treatment (including ground transport to and from the 
hospital and airport at the points of departure and arrival and medical accompaniment deemed 
necessary by the Travel Assist provider's medical staff); these costs are a Covered Expense

(j) in the event of the death of an insured traveller, obtaining all necessary authorizations and making 
arrangements for the return of the remains to the place of its former residence; reasonable and 
necessary expenses of shipping the body back to the province of residence is covered by the 
Company, up to a maximum of $5,000 (excluding the cost of any coffin other than the minimum 
necessary to transport the body).

2. Family Benefits

The family benefits outlined below are included, provided the insured traveller incurs a medical emergency 
outside his province of residence, subject to a maximum of $5,000 for all such expenses for any one trip.
(a) If an insured traveller is travelling alone and is hospitalized for more than 7 days outside his province 

of residence, the Travel Assist provider will arrange, and the Company will reimburse, for the round-
trip economy class transportation of one family member from the patient’s immediate family (spouse, 
parent, child, brother or sister). This includes transportation from the family member’s place of 
residence in Canada to the place where the insured traveller is hospitalized, including reimbursement 
for expenses of up to $150 per day for the family member’s room and meals.

(b) If the insured traveller requires hospitalization and any dependent child(ren) under age 16 travelling 
with him/her are left unattended by an adult, arrangement may be made for transportation of such 
child(ren) to their place of residence in Canada including, where necessary, escort for the child(ren).
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2. Family Benefits (Continued)

(c) If an insured traveller requires hospitalization, the Travel Assist provider will arrange and the 
Company will reimburse for the cost of upgrading the transportation for the insured traveller (and any 
insured dependents travelling with him) to the one-way economy class fare of a regularly scheduled 
airline if their original tickets can't be used due to the necessity of rescheduling the return trip to adapt 
to the hospitalization.

Covered Expenses will also include up to $500 towards the cost of returning a private vehicle owned or 
rented and being driven by the insured traveller to the location from which the insured traveller began driving 
it, provided that person is unable to continue because of a medical emergency that prevents him from 
travelling by vehicle.

3. Limitations

The following Limitations shall apply:
(a) Circumstances (such as war, insurrection, epidemic, military operations, political conditions, local 

laws or orders of local legal and administrative agencies, strikes, flight conditions, severe weather, 
the geographical inaccessibility of health care providers) may delay, interfere or prevent the Travel 
Assist provider from providing some or all of the services described.  

(b) The Travel Assist provider and Equitable Life are not responsible in any way for the availability, 
quantity, quality or results of any medical treatment or other assistance received by the insured 
traveller or failure to receive medical services or other assistance for any reason.

Covered Expenses are processed through an arrangement between the Company and the Travel Assist 
provider (subject to change without notice).  Travel Assist Services automatically terminate if this 
arrangement terminates and is not replaced by a similar arrangement.

Eligible Expenses must be specifically listed as such under the Extended Health Insurance in this booklet or 
in the Policy.  If it's determined that an amount paid by the Travel Assist provider or the Company is not 
eligible under the Policy, the Company can take action to recover such amount (plus expenses) from the 
employee or other person who received the payment.

4. How to contact the Travel Assist provider

Call their hotline:
* in Canada or the U.S.A.:  1-800-321-9998
* elsewhere:  call collect at 519-742-3287.

Give the Travel Assist provider:
* your name
* your Group Policy number
* your certificate number
* your Government Health Insurance Plan number.

You must contact the Travel Assist provider to verify coverages.  Once coverage has been verified, the Travel 
Assist provider will assist you in obtaining any of the above services that you need.
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1. WHAT IS COVERED?

If you or one of your eligible dependents are confined as an inpatient in a private room (a room with one bed, 
other than a suite) in a licensed hospital while insured under this Group Plan, a reimbursement will be made to 
the hospital for reasonable and customary charges made by the hospital (taking into account any Deductible 
Amount or Reimbursement Percentage shown in the Schedule of Insured Benefits).  

Expenses are not eligible:
* if the person is confined in a special ward or unit that would qualify as a "convalescent home" under the 

Policy or which would otherwise not qualify as a hospital
* if the private room is the lowest level of accommodation available
* if the private room is required for medical reasons.

The maximum amount eligible is the difference between:
* the charges actually made by the hospital for private care, and
* the charges made by the hospital for standard ward care.
subject to a maximum of $50 per day over the daily semi-private care charge.

The maximum amount eligible if confined in a semi-private room is the difference between:
* the hospital charges for semi-private care
and the greater of:
* the Provincial Hospital Plan allowance, and
* the hospital charges for standard ward care.

2. WHAT IS MEANT BY "REASONABLE AND CUSTOMARY" CHARGES?

These are the standard hospital charges for private, semi-private or standard ward care, as the case may be.  If 
there are no "standard" charges, it means the average daily room and board charges made by the hospital.

3. SERVICES OUTSIDE THE PROVINCE

The maximum amount eligible if confined in a hospital outside the province of residence is the amount that 
would be eligible if confined in the employee's own province of residence.

4. HOW TO SEND IN A CLAIM

The hospital will usually send the claim directly to Equitable Life.

IMPORTANT: If your insurance terminates, or if the Hospital Benefit under this Policy terminates, or if this Group 
Policy terminates, all claims incurred prior to the date of termination must be received by the Company within 90 
days of the date of termination.  However, if this Group Policy terminates and the General Information box in the 
Schedule of Insurance indicates that the Health Benefit is Administration Services Only (ASO), no benefits 
(including claims incurred prior to the date the Policy terminates) are payable after the Policy terminates.
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1. DESCRIPTION OF THIS BENEFIT

If you and your eligible dependents are insured under this Group Policy on the date of your death for the benefits 
included under the Survivor Benefit, those benefits will continue for your eligible dependents.

Premiums are "waived" (are not payable) once the Survivor Benefit begins.

2. WHAT BENEFITS ARE INCLUDED IN THE SURVIVOR BENEFIT?

The Schedule of Insured Benefits in this booklet shows:
* what benefits are included
* the Maximum Period for Survivor Benefit (the maximum length of time that the Survivor Benefit could 

be in effect)

3. WHEN DO THE SURVIVOR BENEFITS TERMINATE?

Survivor Benefits and the premium waiver terminate on the earliest of the following dates:
* the date the Maximum Period for Survivor Benefit ends
* the date your spouse or a dependent child becomes eligible for similar coverage somewhere else
* the date a dependent child no longer meets the definition of an eligible dependent (as shown under the 

General Provisions for Dependents and in the Schedule of Insured Benefits in this booklet)
* the date your spouse remarries or qualifies as the spouse of another person
* the date this Group Plan terminates.
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LIFEWORKS® SOLUTIONS 

The LifeWorks Employee Assistance Program is a service provided by a Canadian company called Ceridian 
Canada Ltd., and is designed to help you and your dependents manage work and personal life to lead a healthier, 
happier and more productive life (the “Ceridian Services”).
The Ceridian Services are not insured benefits under your employee group insurance policy.  The fees for the 
Ceridian Services are paid by your employer.

The Ceridian Services can provide you and your dependents with support, advice and information on a wide range of 
every day issues including:

 Parenting & child care
 Education
 Older adults
 Midlife & retirement
 Disability
 Financial
 Legal
 Everyday issues
 Work
 Managing people
 Health
 Emotional well-being
 Grief & loss
 Addiction & recovery

The Ceridian Services can also provide:

 Confidential, personal support available in more than 140 languages
 English and French counsellors available through a toll free number 24 hours a day, seven days a week, 365 

days a year
 LifeWorks Online – an informative Web site that gives direct access to requested information 
 Resources and tools including booklets, recordings and Life Articles
 Referrals to community resources, services and support
 A commitment to always being there when you have a question or need help

To find out more about how LifeWorks can help, call to speak with a LifeWorks consultant anytime at 877-
207-8833, or visit the LifeWorks Web site at www.lifeworks.com 

Consultants are available who speak French and offer simultaneous translation for more than 140 other languages.  
To access TTY/TDD lines, call 877-371-9978.  Service disponible en français: 877-307-1080.  

The Ceridian Services are designed to help you and your dependents find the support, advice and resources they 
need.  No question is too small and no issue is too big.  

Confidentiality is critical to the success of the program and the utmost care is taken to protect the identity of those 
who use the Ceridian Services. Ceridian employees are bonded, and bound to the principles of confidentiality and 
their professional ethical requirements.
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Annually, employers receive a usage report summarizing the number of people who have used the Ceridian 
Services. This report will not reveal the identity of individuals who have used the Ceridian Services.

When attending a face-to-face counselling session, the counsellor will:

 Establish an environment that makes you feel comfortable discussing problems and concerns
 Listen and ask questions in order to clearly understand the problem
 Explore the expectations that you have to resolve this problem
 Work with you to identify options and choices
 Develop strategies to reduce or resolve the problem

The counsellor will also give objective feedback and provide problem solving and support when needed. Together, 
you and the counsellor will establish a helpful and effective action plan.

The counsellors have been carefully screened and credentialed by Ceridian, and only those with extensive 
experience are selected. Many of the counsellors have PhDs, and MDs, and at a minimum are required to have a 
Master’s Degree in one of the following fields: Psychology, Social Work or Educational Counselling. 

Short-term, solution-focused counselling is provided.  The Ceridian Services can be accessed for each problem or 
issue that you or your dependents are experiencing. The number of sessions varies and is determined on a case-
by-case basis. Where the problem may be ongoing in nature, the counsellor will discuss the appropriateness of a 
referral to a community resource and will work with you to access the resource.

If you are in a state of crisis, Ceridian will offer the necessary support to stabilize the situation regardless of whether 
your issues are short-term or ongoing.

In emergency situations, appointments will be arranged the same day. Appointments will be offered within three 
business days for non-emergencies.

The Ceridian Services are not a substitute for discussing your and your dependent’s health concerns with 
their physician.  As such, it is critical that you and your dependents discuss your health concerns with your 
physician so the physician can provide the care and treatment required.

Your access to the Ceridian Services shall terminate on the earlier of the date: a) you no longer satisfy the eligibility 
requirements; or, b) your employer or Equitable Life terminate the Ceridian Services.  A dependent’s access to the 
Ceridian Services shall terminate on the earlier of the date: a) you no longer satisfy the eligibility requirements; b) 
the dependent no longer satisfies the eligibility requirements; or, c) your employer or Equitable Life terminate the 
Ceridian Services.

Equitable Life is facilitating access to the Ceridian Services which are being provided by Ceridian Canada Ltd.  As a 
result, Ceridian Canada Ltd. is responsible for providing the Ceridian Services and will be liable for any negligence 
or omission in providing the Ceridian Services.  Equitable Life is not responsible for any negligence or omission of 
Ceridian Canada Ltd. in providing the Ceridian Services.   

For more information on Ceridian’s Employee Assistance Program, please go to the Innovations section on the 
EquitableHealth.ca site.
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The Ceridian Health Assessment Tool is an online service provided by a Canadian company called Ceridian Canada 
Ltd. and is designed to help you and your dependents find out how healthy you are and how healthy you want to be 
(the “Health Assessment Tool”).

The Health Assessment Tool is not an insured benefit under your employee group insurance policy. The fees for the 
Health Assessment Tool are paid by your employer.

The Health Assessment Tool is available after signing into EquitableHealth.ca®, visiting the Equitable 
HealthConnector® welcome page and selecting LifeWorks® Online (under either My Services or on the right hand side 
of the HealthConnector Welcome page).

Once you sign into the Health Assessment Tool, you will be prompted to answer a series of questions about your 
medical history, your family’s health history and your current lifestyle. Almost immediately, you’ll receive a 
personalized, confidential online report detailing your health status and key health risks.

The Health Assessment Tool also provides you with the ability to update your profile and generate new reports to 
measure the impact of your efforts on your health status. You’ll also receive pop-up messages as you reach certain 
milestones to help keep you focused on your goal.

The Health Assessment Tool also delivers interactive challenges that encourage walking more, losing weight or 
eating better – all in real time and in an encouraging social network. 

All personal responses and information provided when using the Health Assessment Tool remain confidential. Your 
employer will receive usage reports summarizing the number of people who have used the Health Assessment Tool, 
a snapshot of what employee health concerns are and how employees may want to receive support in their health 
efforts.
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The WorldCare Second Opinion program is a service provided by a non-Canadian company called WorldCare Inc. 
and delivers highly specialized and personalized electronic second medical opinions from the best medical centers in 
North America. WorldCare Second Opinions provide a multi-disciplinary review of your and your dependent’s medical 
records and supporting diagnostic information by sub-specialist(s) at a WorldCare Consortium® institution, to provide 
diagnosis and treatment recommendations, based upon the latest cutting-edge research, for the 29 conditions set out 
below (the “WorldCare Services”). 

The WorldCare Services are not insured benefits under your employee group insurance policy.  The fees for the 
WorldCare Services are paid by your employer.

To initiate a WorldCare consultation, call 1-877-676-6439.

The WorldCare Services include the following:

 A multi-disciplinary review of complete, relevant medical records and supporting diagnostic information by the 
appropriate specialist(s) and/or sub-specialist(s) at a WorldCare Consortium® institution.

 Review of relevant medical records and supporting diagnostic information, and the interpretation of CT scan, 
MRI scan, X-ray, ultrasound, or other radiology or pathology studies by specialists at the WorldCare 
Consortium institutions, and the transmittal to you or your dependents of a written report  which confirms a 
diagnosis and provides a suggested treatment plan;

 One follow-up consultation, if necessary, if additional diagnostic/consultation reports or questions related to 
the initial consultation request are submitted within thirty (30) days of receipt of the initial Consultation Report;

 Conference call, if needed, between your or your dependent’s referring physician and the consulting physician 
from the WorldCare Consortium Institution.

 In complex cases, two independent consultations from two separate institutions.

 Reports delivered to you or your dependents and their local treating physicians, typically within five (5) 
working days of receiving the complete medical information and reviewing pathology (if any.) Certain cases 
involving pathology, translation, or multiple second opinions from different hospitals, may take longer.

 Shipping costs for the medical record or supporting diagnostics such as EKG, MRI, CT, Ultrasound, PET 
scan, laboratory reports, pathology specimens. 

 Professional medical translation, when needed, of medical information.

 Comprehensive quality assurance for in-country case assembly and consultation return.

 A comprehensive Second Opinion Package with:

- Educational material including an overview of the condition to familiarize you or your dependents with 
relevant health information relating to their diagnosis;

- Suggestions for next steps, including a list of follow-up questions for you or your dependents to consider 
with the referring physician;

- A list of local and online support groups, reference websites and resources to help you or your 
dependents obtain more information and assistance;

- A complete package of your or your dependent’s medical records which were used to render the Second 
Opinion(s);

- Information on the medical institution(s) rendering the Second Opinion(s);
- Backgrounds and qualifications of the physicians rendering the Second Opinion(s).

 Up to two (2) Second Opinions for you and each dependent each 12 month period following the effective date 
of the WorldCare Services, with a limit of six (6) Second Opinions for you and each dependent during your 
and their lifetime.
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 Access to Referral Services to a U.S. hospital is provided to you and your dependents who have received a 
Second Opinion and decide to travel to the U.S. for care. This includes:

- Assistance in selecting the appropriate medical facility from any U.S. hospital, based on the patient’s history, 
medical diagnosis, proposed treatment plan, expected costs, location preferences, and availability of 
services;

- Provision of price estimate;
- Coordination of medical appointments & assistance with travel arrangements;
- Coordination of actual hospital admission;
- Coordination of discharge;
- WorldCare Case Manager available to assist you or your dependents with arrangements and serve as point 

of contact for arrangements with the hospital.

CONDITIONS:

(1) AIDS (15) Hip and knee replacement
(2) Alzheimer's disease (16) Loss of speech
(3) Amputation (17) Major burns
(4) Anxiety disorders (18) Major organ transplants  
(5) Any life threatening illness (19) Major trauma
(6) Attention Deficit Disorder (20) Multiple sclerosis
(7) Benign brain tumor (21) Neuro-degenerative diseases
(8) Cancer (22) Obsessive Compulsive disorder
(9) Cardiovascular conditions (23) Paralysis
(10)Chronic pelvic pain (24) Parkinson’s disease
(11)Coma (25) Renal insufficiency or kidney failure
(12)Deafness (26) Rheumatoid arthritis
(13)Depression/Bipolar disease (27) Stroke
(14)Emphysema (28) Sudden blindness due to sickness

(29) Thrombophlebitis and embolism

The WorldCare Services are not a substitute for discussing your and your dependent’s health concerns with 
their physician. As such, it is critical that you and your dependents discuss the Reports with your physician so 
the physician can provide the care and treatment required.

EXCLUSIONS and LIMITATIONS

 You and each dependent are entitled to two second opinions in each 12 month period following the effective date 
of the WorldCare Services, up to maximum of six second opinions, while the WorldCare Services are in effect.

 The WorldCare Services are not available and are excluded for conditions resulting from the following:

(1) Attempted suicide, self-inflicted injuries or injuries caused by a third person with your or your dependent’s
knowledge.

(2) Alcohol or Drug Abuse.
(3) Radioactive Contamination.
(4) War or warlike operations (whether war is declared or not), riot, civil commotion, revolution, insurrections, 

conspiracy, or any events or causes which determine the proclamation or maintenance of martial law or 
state of siege.

(5) Natural disasters such as fire, flood, earthquake, tornado, hurricane, and other Acts of God.
(6) Poisoning or Poisonous Gas Inhalation.
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Right of Refusal: WorldCare Consortium physicians make every effort to provide a consultation based upon the 
information provided. In certain cases, the medical information submitted may not be sufficient, or of adequate quality 
to render an opinion. For example, if the quality of the submitted imaging is sub-standard for interpretation and you or 
your dependent does not provide optimal imaging, the radiologist will maintain the right to refuse delivering a 
diagnostic report. In such cases, WorldCare will inform you or your dependent within 24 hours of the reasons for the 
inability to deliver a report. You or your dependent will have the opportunity to deliver additional or alternative material 
to WorldCare. 

Your access to the WorldCare Services shall terminate on the earlier of the date: a) you no longer satisfy the eligibility 
requirements; or, b) your employer or Equitable Life terminate the WorldCare Services. A dependent’s access to the 
WorldCare Services shall terminate on the earlier of the date: a) you no longer satisfy the eligibility requirements; b) 
the dependent no longer satisfies the eligibility requirements; or, c) your employer or Equitable Life terminate the 
WorldCare Services.

Equitable Life is facilitating access to the WorldCare Services which are being provided by WorldCare Inc.  As a 
result, WorldCare Inc. is responsible for providing the WorldCare Services and will be liable for any negligence or 
omission in providing the WorldCare Services.  Equitable Life is not responsible for any negligence or omission of 
WorldCare Inc. in providing the WorldCare Services.   

For more information on WorldCare’s Second Opinion program, please go to the Innovations section on the 
EquitableHealth.ca site.










