MEDICAL EXAMINATION REPORT

. . Telephone: 416-681-6100 Toll-free: 1-800-637-0024
1 Adelaide Street East, Suite 2900
Toronto ON M5C 3A7 Email: email@optrust.com Website: optrust.com

Instructions for Members

Members who are still employed but cannot work due to a total and permanent disability can apply to OPTrust for a disability
pension or a special disability refund from the OPSEU Pension Plan (the Plan). Along with this form, your application must also
include a Member’s Statement on Disability (OPTrust Form 3001), an Employer’s Statement on Disability (OPTrust Form 3002)
which your employer will provide to OPTrust, and any supporting medical reports from your health practitioner(s).

Please send your medical reports to OPTrust directly; please do not ask your doctor(s) to send this information to OPTrust. You
can send your complete application by mail to the address above, or by secure message through your Online Services account.

Please see ‘Quick Facts on Disability Pension’ at optrust.com for more information.
« Section A is to be completed by the Member.

« Section B is to be completed by a physician or nurse practitioner licensed to practice under the laws of the province
or place where the Member resides.

A - MEMBER INFORMATION - MEMBER TO COMPLETE THIS SECTION

Last name First name
OPTrust ID or employee number Email address Date of birth (Day-Month-Year)
Mailing address City/Town Province  Postal code

| | |

Member’s authorization - Please carefully read all the statements below before signing

I AUTHORIZE any physician, medical practitioner, agency providing disability benefits, hospital, clinic, or other medical or
medically related facility orinsurance company, having information available as to the diagnosis, treatment and prognosis
with respect to any physical or mental condition and/or treatment or test of me, to give OPTrust, its medical consultants, or
its legal representatives (collectively, the “Recipients”), any and all such information which the Recipients deem necessary to
process my application.

I AUTHORIZE the Recipients to receive, share and use the information provided to determine my eligibility for a disability
pension (or special disability refund), and to contact me, or any party having provided information in relation to my
application, directly for further information if needed.

| UNDERSTAND the information obtained by use of this authorization will only be used by the Recipients in the evaluation
of my application for a disability pension (or special disability refund). The information obtained will not be released by
OPTrust except to persons or organizations performing business or legal services in connection with my application, or as
may be otherwise permitted by law or as | may further authorize.

Signature: Date (Day-Month-Year):

OPTrust 3003 02/25 Keep a copy of this form for your records.
OPTrust is committed to creating an accessible organization. Alternate formats of this communication are available upon request.



B - MEDICAL REPORT - PHYSICIAN OR NURSE PRACTITIONER TO COMPLETE THE REST OF THIS REPORT

Instructions for Physician or Nurse Practitioner: To be eligible for a disability pension (or a special disability refund)
from the Plan, the Member must be found to be “totally and permanently” disabled using the information included

in this report and any medical reports included. Under the Plan, this means a member has a physical or mental
impairment that prevents them from engaging in any employment for which they are reasonably suited by
virtue of their education, training, or experience and that can reasonably be expected to last for the remainder
of their lifetime.

Please completeallsections and strikeoutnon-applicable areas. Please provide precise details. If you need more
space to answer the questions below, please attach a separate sheet and number your answers according to the questions
below.

This form and all supporting medical documents should be given to the Member to send to OPTrust. Supporting
documents may include clinical notes, consultation reports, test results, initial assessment reports, psychological initial
reports, progress notes, treatment plan, etc.

Member’s disability history

1.  When did the symptoms first appear, accident happen, or medical condition begin? Please include relevant details and date:
Date (Day-Month-Year)

2. Hasthe Member ever had the same or a similar condition?

Q Yes Q No Q Unknown  If“Yes” state when and please explain:

3. Was the Member’s medical condition caused by their employment?

O Yes O No O Unknown

IMPORTANT: Please attach copies of all relevant investigation and consultation reports
for the Member to send to OPTrust as part of their application.

Diagnosis

4. Primary diagnosis (including any complications):

|

Secondary diagnosis (if applicable):

5. Subjective symptoms:

6. Objective findings (specify the findings of any special tests including results of current x-rays, EKGs or any other relevant tests):

OPTrust 3003 02/25 Keep a copy of this form for your records.
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7. Other findings (please specify):

8. Describe any treatment (e.g., drugs, therapy) and projected duration of treatment program:

9. Date of first visit: ’ ‘ Date of latest visit: ’ ‘
Frequency: O Weekly O Monthly O Other (specify): ’ ‘
10. Is the Member following the recommend treatment program? O Yes O No

11. Has the Member improved? O Recovered O Improved O No improvement O Retrogressed

12. What other treatments, if any, would you recommend?

Physical / mental incapacity

13. Degrees of restriction in the activities of daily work (please select one option below):

O A MILD LIMITATION is one in which the restriction resulting from the mental or physical impairment is such that, in the absence
of treatment or aids, the individual is not prevented from, or is only rarely or intermittently restricted by the impairment in the
performance of, or where the continuous use of aids (e.g., eyeglasses, hearing aids, etc.) or medications restores full or nearly full
competence in the performance of the activities or duties of the position.

O A MODERATE LIMITATION is one in which the restriction resulting from the mental or physical impairment is such that aids or
medications fail to produce sufficient compensation of the impairment, with the result that the individual experiences great difficulty in
the regular duties of the position, but is still capable of working with little reliance on other persons in the performance of their duties.

O A MARKED LIMITATION is one in which aids or medications substantially fail to produce sufficient compensation of the impairment with
the result that the individual experiences great limitations on his/her ability to perform the duties of the position.

Q A SEVERE LIMITATION means the impairment markedly restricts the person’s performance of regular duties. What must be considered is
not so much the presence of an ailment or condition, but rather how the condition/impairment affects the person’s ability and capacity
to perform the regular duties of the position.

14. Biomechanical limitations:

15. Neuropsychological limitations:

OPTrust 3003 02/25 Keep a copy of this form for your records.
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Impact and prognosis

16. If applicable, please specify possible physical/medical accommodation(s):

17. Is the Member a suitable candidate for any other employment (please explain)?

18. When do you estimate the Member might be able to resume working (please explain)?

Additional remarks (if any)

Contact information

Physician or Nurse Practitioner’s name (please print)

|

Certified specialist? If“Yes," indicate speciality

O Yes O No ’

License number Email Address

|

Address (Number and street)

Suite / office number

|

| |

City/Town Province  Postal Code Phone number

Signature Stamp or seal, if applicable
Date signed

OPTrust 3003 02/25 Keep a copy of this form for your records.
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