
GROUP INSURANCE - DISABILITY CLAIMS

19135E (2019-12)

School district no. 	 Union affiliation	 Date

From: 	 Name of Absence Advisor

	 Address

	 Phone number			   Fax number

	 Email address

	 c.c.:

EMPLOYEE INFORMATION
Last name and first name 		  Sex	 Date of birth

Mailing address

Email address

Home phone number		  Cell-phone number

Last day worked			   Date of hire

Occupation

Hours per week 	 Months per year 			   Effective date of coverage

Employee number  (school district no. (e.g. 36) + employee no.) 	 Worksafe claim 

PEBT JEIS REFERRAL FORM
POLICY 64090L

	 YYYY	 MM	 DD

	 YYYY	 MM	 DD M 	  F

	 YYYY	 MM	 DD 	 YYYY	 MM	 DD

  No	   Yes	  Pending

By fax:
1-833-436-6274 (toll free)

Keep original forms for your records.

Submit online:*
age_groups_eng@desjardins.com

Complete and save the form on your 
computer first.
Keep original forms for your records.

* Important: This email address is for JEIS forms only. Please do not use it to send any other documents or information.
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