Employee Benefits Termination of Form
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Send to HBA by Termination of Employment Date

Employer:  ---
EMPLOYEE INFORMATION
Last Name:
First Name:
Date of Birth:
dd-mmme-yyyy

Last Day of AcBve Employment:

dd-mmme-yyyy
Date to Terminate Benefits:

dd-mmm-yyyy

Are benefits being 0 ered as a part of a terminabon seZlement?

D Yes If YES, (LTD) Indicate how many weeks of minimum statutory no6ce:

|:|NO

OpBon to convert Life Insurance and Personal Accident ProtecBon Plan was explained to employee?

Yes
D N/A (65 yrs+ for Life Insurance / 70 yrs+ for Accident Protec6on)
To your knowledge, is the employee transferring to another denominadonal employer in Canada?
D Yes  If YES, list new employer:
D No
Is employee reéring?
|:| Yes
D No

Completed By: Date:
Name dd-mmm-yyyy
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