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• This form is use only for a reinstatement request for a Prohealth Income Insurance – Accident Only.

• Include the premium payment due and the the “Pre-Authorized Debit Payment Agreement” form, if the policy is paid monthly by a bank 

account, or the “Pre-Authorized Credit Card Payment Agreement” if the policy is paid monthly by a credit card.

• Write legibly in blue or black ink in block letters.

• The form must be signed by the person insured.

• This form must be signed by the policyowner.

• This form is used to reinstate this policy under the terms and conditions of your contract on the date it was cancelled.

• The period related to incontestability and suicide apply again as of the date of the last reinstatement.

Instructions

Declaration of insurability
for Prohealth Income Insurance - Accident 

Policy n°:

Insured First Name:

Insured Last Name:  Sex: F M

Phone Number:

Date of Birth:

Part 1 - Identifi cation

 year / month / day

 1. Does the insured currently have more than $10,000 in monthly indemnity on other individual disability contract(s) in 

force or pending, excluding this present application and all mortgage insurance with a fi nancial institution? ................

 2. Does the insured currently have any restrictions caused by an illness or injury that prevents them from performing their 

daily living activities? Defi nition "Daily living activities" included but not limited to working, doing groceries or clea-
ning, taking care of children, playing your favorite sport, etc. If the activity is not able to be performed due to a cause 
beyond the control of the insured (confi nement, off-season, etc.), the insured mus answer yes if the injury or illness 
would still prevent them from performing the activity even without the external cause. ................................................

 3. Has the insured had an accident, been off work or applied for disability benefi ts in the last 3 months? .........................

Part 2 - General Information
Yes No
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 1. Is the insured currently employed and working a minimum of 21 hours a week for, at least, 35 weeks a year? ..............

 2. Has there been a change in the insured's occupation since this insurance contract was applied for? .............................

• If yes, please confi rm the current occupation: _________________________________________________

 3. Which of the following best represents the insured’s situation?

 Salaried employee      Self-employed      Business owner

• If Salaried employee:

- What was the gross annual employment income as indicated on the last Federal Income Tax Return (Box 14 
of the T4 slip or line 10100 of the T1 form): _______________________________________________

• If Self-employed:

- Net income as indicated on your last federal income tax return: ________________________________

• If Business owner:

- Based on the percentage of shares held by the insured, what were the company's net profi ts before taxes for 

the last completed fi scal year? (Company’s income statement): _________________________________

Part 3 - Employment
Yes No
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I, the undersigned, as the Policyowner or the proposed Insured, declare that the information provided is complete and true, 

and I accept that it is an integral part of my application for insurance. I acknowledge that any false declaration or omission 

could void the coverage obtained through this application. 

I authorize Humania Assurance Inc. to exchange the personal information collected about me with its Business Partners, whether located in or 

outside Quebec, where the exchange of such information is necessary to carry out their mandate.

A paper or digital copy of this authorization is as valid as the original. An electronic signature has the same value as a handwritten signature.

I declare that I am aware of the rights granted by the Act respecting the protection of personal information in the private sector, including but not 

limited to the right to access my information, the right to have that information corrected, if need be, and the right to withdraw, at any time, this 

authorization to share and use my personal information.

The Insurer may contest any fraudulent statement beyond the contestability period. I acknowledge that I have understood 

any Conditional Insurance Receipt and that I have received and read the Personal Information Notice, and the Disclosure Sta-

tement under the Financial Institutions Act. An insurance contract is based on good faith. Any incomplete disclosure of impor-

tant facts in this declaration of insurability constitutes a breach that may result in the cancellation of the policy. Any policy 

issued in connection with this declaration of insurability will take effect on the date the Insurer approves the risk, provided 

that it is approved without change, the fi  rst premium has been paid, and no change has occurred in the proposed Insured’s 

insurability since this declaration of insurability was signed.

Signed at: On:

Signature of Representative: Signature of Person to be insured:

Signature of Policyowner:

Part 4 - Authorizations and Signatures
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Personnal Information

Notice Concerning Files and Personal Information

For the purposes of administering your insurance fi le and ensuring its confi dential nature, Humania Assurance Inc. will create an insurance fi le 

containing the information regarding your (Policyowner and/or Insured) application for insurance, as well as information on any insurance claims.

Only employees or agents responsible for underwriting, investigations or claims, as well as any other people authorized by you, will have access 

to this fi le. Your fi le will be kept at the Company’s head offi ce.

You have the right to review the personal information contained in this fi le and, if required, have it corrected by submitting a written request to: 

Access to Information Offi cer: Humania Assurance Inc., 1555 Girouard Street West, Saint-Hyacinthe, Quebec J2S 2Z6.

You also have the right to withdraw, at any time, any authorization given in connection with the communication and use of the personal infor-

mation contained in your fi le.

As part of the standard processing of insurance proposals, all insurance companies, including Humania Assurance Inc., may request a personal 

investigation or a consumer report containing personal information on the individuals to be insured. You may be contacted to this effect. 

TO BE GIVEN TO THE PROPOSED INSURED OR POLICYOWNER
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HUMANIA ASSURANCE INC.

1555 Girouard Street West, Saint-Hyacinthe, Quebec J2S 2Z6
Web site: www.humania.ca
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