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Name of Employer Representative

24

Signature Title or Position

Stamp Date

Please enclose the following required documents:
Physician’s Statement/Proof of Death OR
Certified copy of the RGD Death Certificate
Confirmation of coverage and Beneficiary designation
Completed Banking Information Form
Police Report (applicable only for Accidental Death)

Canopy reserves the right to request additional information, should this be deemed necessary.
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| hereby certify that the answers to the foregoing questions are accurate and complete to the best of my knowledge and belief.

Physician’s Name
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Physician’s signature Date
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