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/(( 87 OPTrust DEATH OF PLAN MEMBER

1 Adelaide Street East, Suite 2900 Telephone: 416-681-6100 Toll-free: 1-800-637-0024

Toronto ON M5C 3A7 Email: email@optrust.com Website: optrust.com

Employers must complete this form to report the death of an active member, including members that were receiving Long Term
Income Protection (LTIP) immediately before their death, and submit it to OPTrust through Online Services.

A — Deceased Member Information

Last Name First Name OPTrust ID or Employee/ WIN Number

| | | |

Date of Death (Day-Month-Year) Marital Status at date of death

’ ‘ D single D married D common-law D separated D widowed

B — Spousal Information

If the member was married or in a common-law relationship, please provide their spouse’s contact information.

Spouse’s Last Name Spouse’s First Name Date of Birth (Day-Month-Year)
Email Telephone
Mailing Address City/Town Province  Postal Code

| | )

C — Information of person who reported the death (if different than B)

Last Name First Name Relationship to deceased

| | |

Email Telephone

| | |

Did the member have dependent children at their date of death? D Yes, listed below D No D Unknown

Child’s Last Name Child'’s First Name Date of Birth (Day-Month-Year)

| | |

Child’s Last Name Child'’s First Name Date of Birth (Day-Month-Year)

Check this box if insufficient space above and attach a separate sheet D

OPTrust 1063 1/24 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.


https://onlineservices.optrust.com/employer/penweb/app/login

E — Employment Information

Date of last change to salary rate (Day-Month-Year) Final salary rate

| S |

Were there any leaves of absence for which contributions were not made? D Yes D No
If yes, please indicate:

Start Date (Day-Month-Year) End Date (Day-Month-Year) Leave Type

| || || |
| || || |

If the member was on LTIP, the LTIP pension accrual report is required. The report:

D is attached
| willfollow shortly

F — Declaration

| certify that the information on this form is, to the best of my knowledge, complete and accurate.

Employer Name Employer Contact Name
Email Telephone

Signature Date (Day-Month-Year)
OPTrust 1063 1/24 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.
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