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MEMBER’S STATEMENT ON DISABILITY
Telephone: 416-681-6100   Toll-free: 1-800-637-0024

Email: email@optrust.com   Website: optrust.com
1 Adelaide Street East, Suite 2900
Toronto ON  M5C 3A7 

B - Member employment information

Members who are still employed but cannot work due to a total and permanent disability should use this form to apply to 
OPTrust for a disability pension or a special disability refund. Your application must also include an Employer’s Statement 
on Disability (OPTrust Form 3002) which your employer should provide to OPTrust and a Medical Examination Report 
(OPTrust Form 3003) and any supporting medical reports provided to you by your health practitioner(s). You can send your 
application by mail (see contact information in the header), or by secure message through your Online Services account.  
If you need more space to answer the questions below, please attach a separate sheet and number your answers according 
to the questions below. Please see ‘Quick Facts on Disability Pension’ at optrust.com for more information.

Instructions

6. 	 Has your employment ended? No Yes – Termination date:

A – Member information
First name and initialsLast name

Mailing address City/Town Province Postal code

OPTrust ID or employee number Email address Date of birth (Day-Month-Year)

1. 	 Who is your current employer?

2. 	 What is your current title / role?

3. 	 When did you start working in your current position?

4. 	 What was your last day at work? Not applicable, still workingOr: 

5. 	 Are you currently on an employer-approved leave of absence? Yes No

If “Yes,” date leave started: Nature of leave (i.e. illness):

Note: You cannot apply for disability benefits from the Plan if you are no longer employed with your participating employer.  
If you are approved for disability benefits, your employment must end before the disability benefits can be paid.

C – Description of Member’s medical condition and impact on work

7. 	 What is the nature of your medical condition and how did it occur? Please explain in your own words:
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D - Other disability benefits

10. 	 Please descibe briefly how your medical condition has impacted your regular:

a) Hours of work:

b) Job duties:

c) Job performance:

11. 	Has your employer offered you alternative employment or offered to modify your current duties to 
accomodate your medical condition? Pick ‘yes’ or ‘no’ and explain below: NoYes

15. 	Have you applied for Long Term Income Protection (LTIP) benefits? NoYes

If “yes,” was the LTIP application (select all that apply):

Approved, effective: Denied Pending Under appeal

16. 	Have you applied for disability benefits from the Workplace Safety and Insurance Board (WSIB)? No

If “yes,” was your WSIB application (select all that apply):

Approved, effective: Denied Pending Under appeal

8. 	 When did your medical condition begin or symptoms first appear?
9. 	 If your condition was the result of an accident, when did the 

accident happen?

d) Job satisfaction:

12. 	Have you sought assistance from employee counselling services? 		               If ‘yes,’ what has been the outcome?NoYes

13. 	Do you expect to return to active employment? 		              	 Please explain and indicate timing, if any:NoYes

14. 	Based on your education, experience and training, is there any other type of work you 
believe you could perform if it was available through your employer or other employment? 
Pick ‘yes’ or ‘no’ and explain below:

NoYes

Are you currently in receipt of LTIP benefits? NoYes

What kind of LTIP benefits are you currently receiving? Stage Two (2+ years)Stage One (1-2 years)

Yes

And, were you approved for: Full benefits Partial benefits
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20. 	What was your certificate/diploma/degree type and field of study (e.g., Bachelor of Arts, History)? 

F. Member’s authorization - Please carefully read all the statements below before signing
I CERTIFY that the foregoing answers and the information contained in other documents supporting my application for a disability pension  
(or disability refund), from the OPSEU Pension Plan, are to the best of my knowledge true, accurate and complete. 

I AUTHORIZE any physician, medical practitioner, agency providing disability benefits, hospital, clinic, or other medical or medically related 
facility or insurance 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 also AUTHORIZE my employer to provide any and all such information to the Recipients as requested or required to determine my eligibility 
for a disability pension (or special disability refund). 

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

I 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 I may further authorize.

E. Member’s education, training and experience 

17. 	Have you applied for disability benefits from the Canadian Pension Plan (CPP)? No

If “yes,” was your CPP application (select all that apply):

Approved, effective: Denied Pending Under appeal

Yes

18. 	 If no application was made for these other disability programs, or a claim was denied, please explain:

Member’s signature Date signed (Day-Month-Year)

High school College University Postgraduate

19. 	What is the highest level of education you have achieved?

Other:

Graduation year:

21. 	What other types of work and/or volunteer experience do you have?

22. 	Do you have any other formal skills training or professional qualifications? 

Note: For the other disability benefit programs listed above,  
please attach copies of any status or decision letters related to your claim.
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