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	Applicant 

	
Name:
	

	
Address:
	

	

	

	
Phone no.:
	
	Age:

	
Job title:
	
	Date of hiring:

	

	Has there been an attempt to reassign the employee to another position (accommodation)?

Yes (
    No  (
If so, to what job title?

Reason the reassignment failed: 




	Disability:
Date of the start of the disability with the employer: 

Date du the start of the disability with the SSQ: 



	Union

	
Name:
	

	
Address:
	

	

	

	
Phone no.:
	                                              

Grievance no.:

	Union staff representative (serving the union)

	
Name:
	


I am the applicant and I authorize Jean-Michel Gaydos, staff representative with the Fédération de la santé et des services sociaux, to represent me vis-à-vis the insurer, the SSQ Financial Group, to reach agreement on my file, no. _________________________, concerning my claim or complaint vis-à-vis the insurer.

I authorize the Fédération de la santé et des services sociaux, its staff and/or the person that it designates to gather, use, copy or save all medical or administrative documents useful to the management of my claim that are in the possession of my employers, therapists or physicians or any clinic, hospital, insurer or public or private agency holding such information.

Signed:

________________________________________
Date: ______________________

I have been informed and I understand that I must contribute actively to carrying out this mandate.
I have been informed that I have a maximum of 3 years from the date of the insurer’s refusal to initiate civil proceedings in Superior Court or small claims court.

I have been informed that at the end of three years from a final decision or transaction disposing of a dispute, I must take back my file, and should I fail to do so I authorize the FSSS to destroy the documents in its possession, without any further notice.
AUTHORIZATION TO ACT ON MY BEHALF











