LEAVE OF ABSENCE / COVID-19-RELATED LEAVE FORM
UFCW - CANADA SAFEWAY LIMITED PART-TIME EMPLOYEE BENEFIT TRUST FUND (ALBERTA)

YOUR COMPLETED FORM MUST BE RECEIVED BY THE ADMINISTRATOR WITHIN 12 WEEKS OF THE DATE YDUR ABSENCE COMMENCED

Please Print:

Employee First Name Employee Last Name SIN or Ceriificate Number,

Complete Mailing Address

City Provinge Postal Code Phone Number

Date Your Absence Commenced Expected Date of Return

s Posiion/Deparimen

*For more information about the Canada Recovery Sickness Benefit, Canada Recovery Caregiving Benefit, or other COVID-19
gevemment sponsored programs, please go to: hitps:/iwww.canada.ca/en/department-finance/economic-response-plan.htmi

NOTE - Please provide documentation If your doctor recommends a return-to-work/modified duties plan resulting in warked hours below
the minimum number required to qualify for the Plan. That will ensurs your benefits do not lapse while on modified duties.

RETURN YOUR COMPLETED FORM TO: PBAS (THE ADMINISTRATOR)
SUITE 101, 46 HOPEWEI.L WAY NE
CALGARY, ALBERTA T3J 5H7
Toll-free: 1-866-544-3686 Email: ufcwsafewayptbenefits@pbas.ca
Fax: 1-403-250-9236

To Be Signed By The Employee:

I hereby certify that the above information is true, correct and complete, and | have not engaged in any occupation or
empioyment since my absence commenced.

Date Signed Employee Signature
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