
LJ.U.N,A. �OCAL 1059 BENEFIT TRUST' 

CLAJIYI FORM FORBEREAVEMENTJ3ErlJqFIT 

INS.TllUCT�ONS TO MF;MBERS: 

1. Complete Part A.

2. HAVE YOUR.EMPLOYER COMPLETE PART 8;
�-: . .... •·'•: -- . - \ 

3. .Either' mail the! completed forrn to: GLOBAL BENEFITS. . . . 
88 ST. �EGIS OR.ESGJ;NT SOUTJ1 
TORONTO, ON.M3J 1Y8 

or email to: benefits@globalben.com 

.PARTA-Tb BE COMPLETED BY·MEMBE!R, 
. - ·- - -

MEMBER'S NAME: 

DATE OF BIRTH: DAY(,__ _ _,) MONTH( _____ __,) YEAR(.__ __ __,) 

MEMBER'S SOCIAL INSURANCE NO. 

,MEMBERS ADDRESS: ,..,_,-�...,._._a•.......,.,-··.,....··.-··...., .. __ .... ".......;............,......._...;.............,........., .................
APT. #. ' 

. · 
STREET NAME 

POSTAL CODE 

N�NlE OF DECEASED FAMILY MEMBER: 

RELATIONSHIP TO MEMBER: 

DATE OF DEATH: �-�·-· ...... ·�--------DATE OF FUNERAL:. ___ ........,,....._.._.. __ 

CITY/TOWN AND COUNTRY WHERE FUNERAL WAS HELD: 
. 

·--------

NUMBERS OF DAYS EARNINGS WERE LOST: __ .......,...__......_......,,........,,.,. ____ _,.., 

Ma�imum 3 working days (excluding weekends) between the date of death and the date of the
funeral. 

. " . 

I hereby claim the bereavement benefit payable to. me by the L.1.U.N.A. Local 1059 Benefit Trust and 
declare that the information given above_js true apd accurate. I understand that proof of death may be 
requested by the Administrator in order t6 process this claim. 

DATE MEMBERS SIGNATURE 

NOTE: Bereavement Benefit is a wage replacement .benefit and as such is a taxable income for 
which you will receive a T 4A. 




