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Critical Illness Quick Look Summary
Plan Critical Illness Term 10 and Level to 75

Issue Age (Age Last) 18-60

Paid Up Date Anniversary following age 75

Maturity Date Anniversary following age 75

Policy Fee $50

Minimum Premium None

Minimum Face Amount $ 25,000

Maximum Face Amount $ 1,000,000

Premium Payment Method Monthly: Pre-Authorized Debit (PAD)

Annual: PAD, Billing, Credit Card (Visa, Mastercard)

Premium Modes Annual (1.00), Monthly (.086)

Premium Bands $25,000 - $99,999 
$100,000 - $199,999 
$200,000 - $249,999 
$250,000 - $499,999 
$500,000 - $1,000,000

Riders Accidental Death Benefit 
Children Protection Benefit 
Child Critical Illness Rider 
Refund of Premium Rider on death 
Waiver of Premium Rider

Convertible Yes, Term 10 may be converted to Level to 75 prior to the insured’s age 60.

CRITICAL ILLNESS At a Glance



CRITICAL ILLNESS DETAILS
Critical Illness insurance is one of the most sought after products in Canada because a Critical Illness can affect 
anyone.

THE SOLUTION IS CRITICAL ILLNESS INSURANCE

It has been designed specifically to meet the needs of a growing number of Canadians who are concerned about 
protecting their quality of life after the onset and survival of a critical illness.

This guide to critical illness definitions will help you understand the illnesses and procedures covered by the 
critical illness insurance policy. Each of the covered illnesses is defined and then explained. We have also outlined 
any exclusion(s) and the survival period(s) required.

The critical illness insurance policy:

 •  Defines the illnesses that are insured, and

 • Includes the terms and conditions that are required in order to receive the critical illness insurance 
  benefit.

Illnesses not specifically mentioned or not meeting the stated criteria are not covered. All illnesses must satisfy 
the description in the policy in order to be covered.

ELIGIBILITY
Issue Age (age last birthday):
 
18 to 60

Place of residence:
 
We are able to consider applications for coverage only from residents of Canada. Individuals who intend to reside 
outside of Canada are not eligible.

Persons applying for critical illness insurance must have Canadian citizenship or permanent resident status and 
have no intention of returning to his/her native land except as an occasional visitor.

AVAILABLE PLANS

10 Year Renewable to age 75

Level Term to age 75

BENEFIT AMOUNTS
Minimum face amount $25,000

Maximum face amount $1,000,000

RISK CLASS
Risk class includes tobacco users and non-tobacco users.

SMOKER DEFINITION
Anyone who uses any form of tobacco or other nicotine products in the last 12 months, including cigarettes, 
cigars, cigarillos, colts, pipes, snuff, chewing tobacco, vaporizers, e-cigarettes, nicotine gum or nicotine pataches, 
or any form of nicotine substitute. Vaping and e-cigarettes without nicotine are considered at smoker rates.



PERSONAL CRITICAL ILLNESS INSURANCE - MAXIMUM LIMIT

BUSINESS CRITICAL ILLNESS INSURANCE

The amount of coverage should be proportionate to the anticipated loss in the event a key person becomes 
critically ill. It is common to limit the amount to 5 to 7 times the earned income. A financial statement is required 
for amounts greater than $250,000.

For stock repurchase and buy/sell coverage the amount applied for must be consistent with the proposed 
insured’s share of the business. All owners should be insured for their proportionate share. If any owner does not 
have coverage, an explanation will be required.

For creditor insurance, the amount of insurance should relate to the loan amount.

Under age 55

Age 55 - 60

7 times earned income

5 times earned income

Students and recent graduates

Non-working spouse

$100,000

$250,000



CRITICAL ILLNESS PRE-SCREENER

Critical Illness insurance is subject to a more rigorous underwriting process than life insurance. 
The pre-screener has been created to assist you in a thorough evaluation of the proposed insured prior to 
submitting an application for critical illness insurance.

Critical Illness insurance is not offered to anyone who previously had or currently has one of the following 
illnesses or conditions listed below. Do not submit an application.

Medical Conditions:

AIDS, a positive HIV test or AIDS related disease

Alcohol or drug abuse within 3 years

Alzheimer’s disease

Amyotrophic lateral sclerosis (ALS or Lou Gehrig’s disease)

Cancer

Cirrhosis of the liver

Cystic fibrosis

Diabetes

Heart disease, including heart attack, angina, valvular surgery, coronary bypass surgery or angioplasty

Hemophilia

Hepatitis, other than Hepatitis A

Huntington’s chorea

Kidney disease, other than kidney stone

Major organ transplant

Multiple sclerosis

Parkinson’s disease

Permanent paralysis

Polycystic kidney disease (PKD)

Stroke or transient ischemic attack (TIA)

Systemic lupus erythematosus (SLE)

While the checklist is not part of the application, it is an important part of the pre-screening process. Before 
completing an application, please review this pre-screener with the proposed insured. There may, of course, be 
other impairments where Critical Illness coverage is not available. If you are unsure, please consult directly with 
the Underwriting department for more information.

If any member of the proposed insured’s immediate family (i.e. siblings and parents) has had one of the above 
conditions, the policy may be rated or in some cases, declined.



CRITICAL ILLNESS BENEFIT

The Critical Illness benefit will be payable if the insured person was diagnosed by a specialist with a covered 
Critical Illness or covered medical condition(s) as defined in the policy and survives for thirty (30) days following 
the date of diagnosis or longer period as described in the policy. The diagnosis must be established after the 
policy date and while the policy is inforce. The Critical Illness benefit is only payable once and the policy then 
terminates, regardless of the number of critical illnesses that may be diagnosed. Payment of the Critical Illness 
benefit will represent full and final discharge of all claims under the policy.

COVERED CRITICAL ILLNESS CONDITION(S)

The policy provides 25 critical illness conditions and should be read in conjunction with the policy definitions 
and provisions.

1. Alzheimer’s disease

2. Aortic surgery

3. Aplastic anemia

4. Bacterial meningitis

5. Benign brain tumour

6. Blindness

7. Cancer (life-threatening)

8. Coma

9. Coronary artery by-pass surgery

10. Deafness

11. Heart attack

12. Heart valve replacement

13. Kidney failure

14. Loss of independent existence

15. Loss of limbs

16. Loss of speech

17. Major organ failure on waiting list

18. Major organ transplant

19. Motor neuron disease

20. Multiple sclerosis

21. Occupational HIV

22. Paralysis

23. Parkinson’s disease

24. Severe burns

25. Stroke



1. Alzheimer’s Disease 

Definition 

Alzheimer’s disease is defined as “a definite diagnosis of a progressive degenerative disease of the brain. The 
insured person must exhibit the loss of intellectual capacity involving impairment of memory and judgment, 
which results in a significant reduction in mental and social functioning, and requires a minimum of 8 hours of 
daily supervision. The diagnosis of Alzheimer’s disease must be made by a specialist.”

Survival period 
The insured person must survive for 30 days following the date of diagnosis.

Exclusion 
No benefit will be payable under this condition for all other dementing organic brain disorders and psychiatric 
illnesses.

CRITICAL ILLNESS DEFINITIONS

Explanation 
Alzheimer’s disease is the leading cause of dementia. Its symptoms include loss of memory, judgment and 
reasoning and changes in mood and behavior. Alzheimer’s disease gradually destroys vital nerve cells in the 
brain. It is not a normal part of aging.

2. Aortic Surgery
 
Definition 
Aortic surgery is defined as “the undergoing of surgery for disease of the aorta requiring excision and surgical 
replacement of the diseased aorta with a graft. Aorta refers to the thoracic and abdominal aorta but not its 
branches. The surgery must be determined to be medically necessary by a specialist.”

Survival period 
The insured person must survive for 30 days following the date of surgery.

Explanation 
The diseased artery must be surgically replaced.

3. Aplastic Anemia 

Definition 
Aplastic anemia is defined as “a definite diagnosis of a chronic persistent bone marrow failure, confirmed by 
biopsy, which results in anemia, neutropenia and thrombocytopenia requiring blood product transfusion, and 
treatment with at least one of the following:

 • marrow stimulating agents;

 • immunosuppressive agents;
 • bone marrow transplantation.

The diagnosis of aplastic anemia must be made by a specialist.”



4. Bacterial Meningitis 

Definition 
Bacterial meningitis is defined as “a definite diagnosis of meningitis, confirmed by cerebrospinal fluid showing 
growth of pathogenic bacteria in culture, resulting in neurological deficit documented for at least 90 days from 
the date of diagnosis. The diagnosis of bacterial meningitis must be made by a specialist.”

Survival period 
The insured person must survive for 90 days following the date of diagnosis.

Exclusion 
No benefit will be payable under this condition for viral meningitis.

Explanation 
Meningitis is an infection of the fluid of a person’s spinal cord and the fluid that surrounds the brain. Bacterial 
meningitis is caused by one of many bacteria and requires in-hospital antibiotic treatment. It can be infectious. 
Laboratory analysis of the spinal fluid is necessary and must demonstrate the presence of a bacterial infection.

5. Benign Brain Tumour 

Definition 
Benign brain tumour is defined as “a definite diagnosis of a non-malignant tumour located in the cranial vault 
and limited to the brain, meninges, cranial nerves or pituitary gland. The tumour must require surgical or 
radiation treatment or cause irreversible objective neurological deficit(s). The diagnosis of benign brain tumour 
must be made by a specialist.”

Survival period 
The insured person must survive for 30 days following the date of diagnosis.

Exclusion 
No benefit will be payable under this condition for pituitary adenomas less than 10 mm.

No benefit will be payable under this condition if within the first 90 days following the later of: 
 • the effective date of the policy, or

 • the effective date of last reinstatement of the policy, 

the insured person has any of the following:
 • signs, symptoms or investigations that lead to a diagnosis of benign brain tumour, regardless of 
  when the diagnosis is made, 
 • a diagnosis of benign brain tumour.

Survival period 
The insured person must survive for 30 days following the date of diagnosis.

Explanation 
Aplastic anemia is a rare and serious disorder. In aplastic anemia, the bone marrow stops producing enough new 
blood cells. It is not reversible. This means that there will be a deficit of red and white blood cells and platelets. 
Infections, serious uncontrolled bleeding and fatigue can occur. An examination of the bone marrow is necessary 
to make this diagnosis. The cause is often unknown.

3. Aplastic Anemia (continuation)



6. Blindness 

Definition 
Blindness is defined as “a definite diagnosis of the total and irreversible loss of vision in both eyes, evidenced by:

 • the corrected visual acuity being 20/200 or less in both eyes; or,

 • the field of vision being less than 20 degrees in both eyes. 
The diagnosis of blindness must be made by a specialist.”

Survival period 
The insured person must survive for 30 days following the date of diagnosis.

Responsibility to report benign brain tumor 
This medical information as described above must be reported to Wawanesa Life within 6 months of the date of 
the diagnosis. If this information is not provided, Wawanesa Life has the right to deny any claim for benign brain 
tumour or, any critical illness caused by any benign brain tumour or its treatment.

Explanation 
A benign brain tumor is a non-cancerous tumor (mass of extra cells) arising from the brain or its protective 
membranes (meninges).

5. Benign Brain Tumour (continuation)

Explanation 
A person may be registered as blind with only partial loss of sight. Therefore being registered as blind will not 
necessarily validate a claim. It is necessary to demonstrate permanent and irreversible loss of sight such that the 
corrected visual acuity is 20/200 or worse in both eyes, or the field of vision is less than 20 degrees in both eyes.



7. Cancer (Life-Threatening) 

Definition 
Cancer (life-threatening) is defined as “a definite diagnosis of a tumour characterized by the uncontrolled growth 
and spread of malignant cells and the invasion of tissue. The diagnosis of cancer must be made by a specialist.”

Survival period 
The insured person must survive for 30 days following the date of diagnosis.

Responsibility to report cancer 
This medical information as described above must be reported to the Company within 6 months of the date of 
the diagnosis. If this information is not provided, the Company has the right to deny any claim for cancer or, any 
critical illness caused by any cancer or its treatment.

Explanation 
Cancer (also known as carcinoma) is the abnormal or malignant growth of cells which spread throughout the 
body destroying healthy tissue. Critical Illness insurance covers all life-threatening cancers, leukemia, lymphoma, 
Hodgkin’s disease as well as tumors in the presence of Human Immunodeficiency Virus (HIV).

Cancer is a general term used to describe a wide variety of growths, some less serious than others, including 
those that are not critical. The less serious and those not critical are excluded from the list of covered illness. An 
example of an excluded cancer is cancer-in-situ of the cervix, which is usually identified and treated before the 
malignant cells have invaded adjacent tissues.

Note: Refer also to early diagnosed benefit and conditions.

Exclusion 
No benefit will be payable under this condition for the following non-life-threatening cancers:

• Carcinoma in situ, or

• Stage 1A malignant melanoma (melanoma less than or equal to 1.0 mm in thickness, not ulcerated and 
without Clark level IV or level V invasion), or

• Any non-melanoma skin cancer that has not metastasized, or

• Stage A (T1a or T1b) prostate cancer.

No benefit will be payable under this condition if within the first 90 days following the later of:

• The effective date of the policy, or

• The effective date of last reinstatement of the policy,

The insured person has any of the following:

• Signs, symptoms or investigations, that lead to a diagnosis of cancer (covered or excluded under the 
policy), regardless of when the diagnosis is made,

• A diagnosis of cancer (covered or excluded under the policy).



8. Coma 

Definition 
Coma is defined as “a definite diagnosis of a state of unconsciousness with no reaction to external stimuli or 
response to internal needs for a continuous period of at least 96 hours, and for which period the Glasgow coma 
score must be 4 or less. The diagnosis of coma must be made by a specialist.”

Survival period 
The insured person must survive for 30 days following the date of diagnosis.

Exclusion 
No benefit will be payable under this condition for: 
 • a medically induced coma; or,

 • a coma which results directly from alcohol or drug use; or, 
  • a diagnosis of brain death.

Explanation 
A coma is a state of deep unconsciousness from which a person cannot be aroused, even with intense external 
stimulation. It is necessary for this state to persist continuously for at least four (4) days. The Glasgow Coma 
Scale is designed to assess the depth and duration of coma and impaired consciousness. It is based on the motor 
responsiveness, verbal performance and eye opening to appropriated stimuli. It is repeated over the course of the 
coma to assess the progression of the coma. The range of the scale is 3 to 15 with 15 being awake and responsive 
and 3 being totally unresponsive to everything. It is universally used in cases of coma.

9. Coronary Artery Bypass Surgery 

Definition 
Coronary artery bypass surgery is defined as “the undergoing of heart surgery to correct narrowing or blockage 
of one or more coronary arteries with bypass graft(s), excluding any non-surgical or trans-catheter techniques 
such as balloon angioplasty or laser relief of an obstruction. The surgery must be determined to be medically 
necessary by a specialist.”

Survival period 
The insured person must survive for 30 days following the date of diagnosis.

Explanation 
The heart, like any other organ in the body, needs an adequate supply of oxygen that is normally provided by 
the coronary arteries. If these become blocked, the blood flow may be interrupted. The chances of having a 
heart attack are greatly increased. In such cases it may be advisable to undergo open-heart surgery to bypass the 
blockage. Because bypass surgery is a critical surgical procedure, it is included in the list of covered illness, while 
less traumatic procedures are not included.

10. Deafness 

Definition 
Deafness is defined as “a definite diagnosis of the total and irreversible loss of hearing in both ears, with an 
auditory threshold of 90 decibels or greater within the speech threshold of 500 to 3,000 hertz. The diagnosis of 
deafness must be made by a specialist.”

Survival period 
The insured person must survive for 30 days following the date of diagnosis.

Explanation 
It is necessary to demonstrate total and irreversible loss of hearing such that the auditory threshold in each ear is 
more than 90 decibels (sounds of less than 90 decibels cannot be distinguished).



11. Heart Attack 

Definition 
Heart attack is defined as “a definite diagnosis of the death of heart muscle due to obstruction of blood flow, that 
results in a rise and fall of biochemical cardiac markers to levels considered diagnostic of myocardial infarction, 
with at least one of the following: 
 • heart attack symptoms 
  • new electrocardiogram (ECG) changes consistent with a heart attack

 • development of new Q waves during or immediately following an intra-arterial cardiac procedure 
  including, but not limited to, coronary angiography and coronary angioplasty. 
The diagnosis of heart attack must be made by a specialist.”

Survival period 
The insured person must survive for 30 days following the date of diagnosis.

Exclusion 
No benefit will be payable under this condition for: 
 • elevated biochemical cardiac markers as a result of an intra-arterial cardiac procedure including, 
  but not limited to, coronary angiography and coronary angioplasty, in the absence of new Q waves, 
  or

 • ECG changes suggesting a prior myocardial infarction, which do not meet the heart attack definition 
  as described above.

Explanation 
A heart attack (also known as myocardial infarction or coronary thrombosis) may occur when the normal supply 
of blood to the heart is interrupted by a blocked artery or clot, causing part of the heart muscle to die. The 
usual symptom is acute chest pain but symptoms are not limited to chest pain. The diagnosis of a recent attack 
therefore, is confirmed by the detection of abnormal electrical activity over the surface of the heart, which is seen 
on an electrocardiograph (ECG) and the detection of raised levels of cardiac biochemical markers released from 
the damaged heart muscle tissue.

Survival period 
The insured person must survive for 30 days following the date of diagnosis.

Exclusion 
No benefit will be payable under this condition for heart valve repair.

Explanation 
The disease valve must be surgically removed and replaced.

12. Heart Valve Replacement 

Definition 
Heart valve replacement is defined as “the undergoing of surgery to replace any heart valve with either a natural 
or mechanical valve. The surgery must be determined to be medically necessary by a specialist.”



13. Kidney Failure 

Definition 
Kidney failure is defined as “a definite diagnosis of chronic irreversible failure of both kidneys to function, as a 
result of which regular haemodialysis, peritoneal dialysis or renal transplantation is initiated. The diagnosis of 
kidney failure must be made by a specialist.”

Survival period 
The insured person must survive for 30 days following the date of diagnosis.

Explanation 
Kidneys can fail for a variety of reasons, but whatever the cause, the result is an inability to remove waste material 
from the blood. If both kidneys fail, the build-up of these waste products can eventually be life threatening, 
requiring one of two forms of treatment. Renal dialysis involves regular connection to a machine that replaces the 
kidney function. Transplant surgery replaces the failed kidneys with a healthy donor kidney.

14. Loss of Independent Existence 

Definition 
Loss of independent existence is defined as “a definite diagnosis of: 
 • a total inability to perform, by oneself, at least 2 of the following 6 Activities of Daily Living, or,

 • cognitive impairment, as defined below, for a continuous period of at least 90 days with no 
  reasonable chance of recovery.

The diagnosis of loss of independent existence must be made by a specialist.”

Activities of daily living are: 
 • bathing – the ability to wash oneself in a bathtub, shower or by sponge bath, with or without the aid 
  of equipment.

 • dressing – the ability to put on and remove necessary clothing including braces, artificial limbs or 
  other surgical appliances. 
 • toileting – the ability to get on and off the toilet and maintain personal hygiene.

 • bladder and bowel continence – the ability to manage bowel and bladder function with or without 
  protective undergarments or surgical appliances so that a reasonable level of hygiene is maintained. 
 • transferring – the ability to move in and out of a bed, chair or wheelchair, with or without the use of 
  equipment. 
 • feeding – the ability to consume food or drink that already has been prepared and made available, 
  with or without the use of adaptive utensils.

Cognitive Impairment is defined as “mental deterioration and loss of intellectual ability, evidenced by 
deterioration in memory, orientation and reasoning, which are measurable and result from demonstrable organic 
cause as diagnosed by a specialist”. The degree of cognitive impairment must be sufficiently severe as to require 
a minimum of 8 hours of daily supervision. Determination of a cognitive impairment will be made on the basis of 
clinical data and valid standardized measures of such impairments.

Survival period 
The insured person must survive for 90 days following the date of diagnosis.



Exclusion 
No benefit will be payable under this condition for any mental or nervous disorder without a demonstrable 
organic cause.

Explanation 
Activities of daily living - the insured person must be totally and permanently unable to perform, whether with or 
without the use of any equipment at least two of the above-mentioned six activities of daily living for a period of 
90 consecutive days in order to be eligible for benefits .

Cognitive impairment – means mental deterioration and loss of intellectual ability, as evidenced by a 
deterioration in memory, orientation and reasoning, which is measurable and results from demonstrable organic 
cause. The cognitive impairment must be sufficiently severe as to require continuous daily supervision.

15. Loss of Limbs 

Definition 
Loss of limbs is defined as “a definite diagnosis of the complete severance of two or more limbs at or above the 
wrist or ankle joint as the result of an accident or medically required amputation. The diagnosis of loss of limbs 
must be made by a specialist.”

Survival period 
The insured person must survive for 30 days following the date of diagnosis.

Explanation 
Loss of limbs is also referred to as dismemberment or severance. In order to submit a claim, the insured person 
must lose two or more limbs. The arm must be lost at the wrist or higher up the arm; the leg must be lost at the 
ankle or higher up the leg. The severance must be permanent, therefore unable to be corrected by surgery or 
other means.

16. Loss of Speech 

Definition 
Loss of speech is defined as “a definite diagnosis of the total and irreversible loss of the ability to speak as the 
result of physical injury or disease, for a period of at least 180 days. The diagnosis of loss of speech must be made 
by a specialist.”

Survival period 
The insured person must survive for 180 days following the date of diagnosis.

Exclusion 
No benefit will be payable under this condition for all psychiatric related causes.

Explanation 
The inability to speak must be total and permanent, and therefore unable to be corrected by surgery or other 
means. This could be the result of injury or illness but it excludes all psychiatric related cases.

14. Loss of Independent Existence (continuation)



17. Major Organ Failure on Waiting List 

Definition 
Major organ failure on waiting list is defined as “a definite diagnosis of the irreversible failure of the heart, both 
lungs, liver, both kidneys or bone marrow, and transplantation must be medically necessary. To qualify under 
major organ failure on waiting list, the insured person must become enrolled as the recipient in a recognized 
transplant centre in Canada or the United States that performs the required form of transplant surgery. For 
the purposes of the survival period, the date of diagnosis is the date of the insured person’s enrolment in the 
transplant centre. The diagnosis of the major organ failure must be made by a specialist.”

Survival period 
The insured person must survive for 30 days following the date of diagnosis.

18. Major Organ Transplant 

Definition 
Major organ transplant is defined as “a definite diagnosis of the irreversible failure of the heart, both lungs, liver, 
both kidneys or bone marrow, and transplantation must be medically necessary. To qualify under major organ 
transplant, the insured person must undergo a transplantation procedure as the recipient of a heart, lung, liver, 
kidney or bone marrow, and limited to these entities. The diagnosis of the major organ failure must be made by a 
specialist.”

Survival period 
The insured person must survive for 30 days following the date of diagnosis.

Explanation 
In certain conditions, one or more of the major organs may be so seriously diseased that the only effective 
treatment is an organ or tissue transplant.

19. Motor Neuron Disease 

Definition 
Motor neuron disease is defined as “a definite diagnosis of one of the following: amyotrophic lateral sclerosis 
(ALS or Lou Gehrig’s disease), primary lateral sclerosis, progressive spinal muscular atrophy, progressive bulbar 
palsy, or pseudo bulbar palsy, and limited to these conditions. The diagnosis of motor neuron disease must be 
made by a specialist.”

Survival period 
The insured person must survive for 30 days following the date of diagnosis.

Explanation 
ALS is a degenerative disease that attacks the motor neurons responsible for transmitting electrical impulses from 
the brain to the voluntary muscles throughout the body. The muscles eventually lose strength, atrophy and die. 
There is no known treatment. Because it attacks only motor neurons, ALS does not affect the mind. The person 
with ALS remains mentally sharp and in full possession of the sense of sight, hearing, taste, smell and touch.

Explanation 
Because the time required to find a suitable donor is usually unpredictable, it is not necessary to have undergone 
transplant surgery in order to submit claim. Once accepted onto the waiting list of a recognized Canadian 
transplant program, or in another transplant program acceptable to us, a claim can be made.



20. Multiple Sclerosis 

Definition 
Multiple sclerosis is defined as “a definite diagnosis of at least one of the following: 
 • two or more separate clinical attacks, confirmed by magnetic resonance imaging (MRI) of the 
  nervous system, showing multiple lesions of demyelination; or, 
  • well-defined neurological abnormalities lasting more than 6 months, confirmed by MRI imaging  
  of the nervous system, showing multiple lesions of demyelination; or,

 • a single attack, confirmed by repeated MRI imaging of the nervous system, which shows multiple 
  lesions of demyelination which have developed at intervals at least one month apart. 
The diagnosis of multiple sclerosis must be made by a specialist.”

Survival period 
The insured person must survive for 30 days following the date of diagnosis.

Explanation 
Multiple sclerosis is a progressive disease where nerve fibers in the brain and spinal cord lose their insulating 
cover of myelin with a resulting loss of nerve function. The symptoms and severity of the illness are dependent 
on which areas of the nervous system are affected. The symptoms may last for long or short periods with 
intermittent periods of remission and relapse. For these reasons, multiple sclerosis can be difficult to diagnose.

21. Occupational HIV Infection 

Definition 
Occupational HIV infection is defined as “a definite diagnosis of infection with Human Immunodeficiency Virus 
(HIV) resulting from accidental injury during the course of the insured person’s normal occupation, which 
exposed the person to HIV contaminated body fluids. The accidental injury leading to the infection must have 
occurred after the later of the effective date of the policy, or the effective date of last reinstatement of the policy. 
Payment under this condition requires satisfaction of all of the following:

 • the accidental injury must be reported to the insurer within 14 days of the accidental injury; 
  • a serum HIV test must be taken within 14 days of the accidental injury and the result must be  
  negative;

 • a serum HIV test must be taken between 90 days and 180 days after the accidental injury and 
  the result must be positive; 
 • all HIV tests must be performed by a duly licensed laboratory in Canada or the United States; 
 • the accidental injury must have been reported, investigated and documented in accordance with 
  current Canadian or United States workplace guidelines.

The diagnosis of Occupational HIV Infection must be made by a specialist.”

Survival period 
The insured person must survive for 30 days following the date of diagnosis.

Exclusion 
No benefit will be payable under this condition if: 
 • the insured person has elected not to take any available licensed vaccine offering protection 
  against HIV; or,

 • a licensed cure for HIV infection has become available prior to the accidental injury; or, 
 
 • HIV infection has occurred as a result of non-accidental injury including, but not limited to, sexual 
  transmission and intravenous (IV) drug use.



Explanation 
The HIV infection must result from accidental exposure to HIV contaminated body fluids during the normal 
course of performing an occupation for which remuneration is earned. To prove no HIV was present before the 
accident, an HIV test showing negative results must be performed 14 days following the accident. To prove HIV 
contamination resulted from the accident, an HIV test with positive results must be performed between 90 and 
180 days following the accident.

To prove the injury was a result of an accident while at work, appropriate documentation and investigations 
must be present with the claim. These and other requirements for claim are explained in detail in the policy.

22. Paralysis 

Definition 
Paralysis is defined as “a definite diagnosis of the total loss of muscle function of two or more limbs as a result of 
injury or disease to the nerve supply of those limbs, for a period of at least 90 days following the precipitating 
event. The diagnosis of paralysis must be made by a specialist.”

Survival period 
The insured person must survive for 90 days following the date of diagnosis.

Explanation 
Paralysis occurs when the messages that normally travel from the brain and spinal cord to the muscles are 
prevented from doing so. Whether the cause is disease or injury, the result is a complete loss of voluntary 
movement in an arm or leg. Hemiplegia is paralysis of one side of the body, paraplegia generally refers to 
paralysis of the legs and quadriplegia affects all four limbs. Hemiplegia, paraplegia and quadriplegia are all 
covered by the policy.

21. Occupational HIV Infection (continuation)



23. Parkinson’s Disease 

Definition 
Parkinson’s disease is defined as “a definite diagnosis of primary idiopathic Parkinson’s disease, which is 
characterized by a minimum of two or more of the following clinical manifestations: muscle rigidity, tremor, or 
bradykinesis (abnormal slowness of movement, sluggishness of physical and mental responses). The insured 
person must require substantial physical assistance from another adult to perform at least 2 of the following 6 
activities of daily living. The diagnosis of Parkinson’s disease must be made by a specialist.”

Activities of daily living are: 
 • bathing – the ability to wash oneself in a bathtub, shower or by sponge bath, with or without the aid 
  of equipment.

 • dressing – the ability to put on and remove necessary clothing including braces, artificial limbs or 
  other surgical appliances. 
 • toileting – the ability to get on and off the toilet and maintain personal hygiene.

 • bladder and bowel continence – the ability to manage bowel and bladder function with or without 
  protective undergarments or surgical appliances so that a reasonable level of hygiene is maintained. 
 • transferring – the ability to move in and out of a bed, chair or wheelchair, with or without the use of 
  equipment. 
 • feeding – the ability to consume food or drink that already has been prepared and made available, 
  with or without the use of adaptive utensils.

Survival period 
The insured person must satisfy the above conditions and survive for 30 days following the date all these 
conditions are met.

Exclusion 
No benefit will be payable under this condition for all other types of Parkinsonism.

Explanation 
Parkinson’s disease progressively attacks the central nervous system. People with the disease usually experience a 
decrease in spontaneous movements and have difficulty with walking and balance. They also suffer from muscle 
rigidity and tremor.

24. Severe Burns 

Definition 
Severe burn(s) is defined as “a definite diagnosis of third-degree burns over at least 20% of the body surface. The 
diagnosis of severe burns must be made by a specialist.”

Survival period 
The insured person must survive for 30 days following the date of diagnosis.

Explanation 
A third degree burn affects all layers of the skin. Third-degree burns over at least 20% of the body are covered.



25. Stroke 

Definition 
Stroke (cerebrovascular accident) is defined as “a definite diagnosis of an acute cerebrovascular event caused by 
intra-cranial thrombosis or haemorrhage, or embolism from an extra-cranial source, with: 
 • acute onset of new neurological symptoms, and

 • new objective neurological deficits on clinical examination, 
persisting for more than 30 days following the date of diagnosis. These new symptoms and deficits must be 
corroborated by diagnostic imaging testing. The diagnosis of stroke must be made by a specialist.”

Survival period 
The insured person must survive for 30 days following the date of diagnosis.

Exclusion 
No benefit will be payable under this condition for: 
 • transient ischaemic attacks (TIA’s); or,

 • intracerebral vascular events due to trauma; or,

 • lacunar infarcts which do not meet the definition of stroke as described above.

Explanation 
A stroke, also known as cerebrovascular accident, (CVA) occurs when the blood supply to the brain is reduced 
either by a blockage (embolus) or a blood clot (thrombosis) or due to haemorrhage, resulting in permanent 
damage to functions controlled by the brain. Depending on which part of the brain is damaged, this can result 
in paralysis to one side of the body and impairment of speech or vision. Tiny mini-strokes that do not produce 
symptoms or persisting neurological impairments are not covered.



COVERED EARLY DIAGNOSED CONDITION(S)

The policy provides for a partial benefit for 4 early diagnosed conditions and should be read in conjunction with 
the policy definitions and provisions.

1. Angioplasty
2. Ductal carcinoma in-situ of the breast
3. Early prostate cancer
4. Superficial malignant melanoma

1. Angioplasty 

Coronary angioplasty is the undergoing of an interventional procedure to unblock or widen a coronary artery 
that supplies blood to the heart to allow an uninterrupted flow of blood. The procedure must be determined to 
be medically necessary by a specialist.
Survival period 
The 30 days following the date of the procedure.

2. Ductal Carcinoma in situ of the Breast 

The diagnosis of ductal carcinoma in situ of the breast. The condition must be confirmed by biopsy.

Survival period 
The 30 days following the date the condition is diagnosed.

3. Early Prostate Cancer 

The diagnosis of early (Stage T1a or T1b) prostate cancer as confirmed by biopsy.

Survival period 
The 30 days following the date the condition is diagnosed.

4. Superficial Malignant Melanoma 
The diagnosis of superficial malignant melanoma to a depth of 0.75 mm or less, excluding malignant melanoma 
in situ, as confirmed by biopsy.

Survival period 
The 30 days following the date the condition is diagnosed.

An early diagnosed benefit is payable to the proposed insured on the occurrence of one of the covered early 
diagnosed conditions if:

a. The insured person is diagnosed with a covered early diagnosed condition as defined in the policy; 
 and
b. Completed the waiting period of thirty (30) days following the date of diagnosis or procedure; 
 and
c. Has met the other terms and conditions of the contract.

If an early diagnosed benefit is payable, the amount of the benefit is the lesser of:
a. 10% of the amount of insurance or
b. $25,000.

The early diagnosed benefit is payable only once, regardless of the number of covered early diagnosed 
condition(s) the insured person may have. Payment of the early diagnosed benefit will not cause the policy 
to terminate and the critical illness benefit will not be reduced by the amount of the early diagnosed benefit 
payable.

EARLY DIAGNOSED BENEFIT

EARLY DIAGNOSED DEFINITION



The following chart illustrates which policies are eligible for coverage enhancements:

Critical Illness Insurance

Term 10 Level to 75

Accidental Death Benefit Rider ü ü

Issue age 18-60 18-60

Maturity age 70 70

Child Critical Illness Benefit ü ü

Issue age 18-60 18-60

Maturity age 75 75

Child Protection Benefit ü ü

Issue age 18-60 18-60

Maturity age 75 75

Refund of Premium Rider on death ü ü

Issue age 18-60 18-60

Maturity age 75 75

Waiver of Premium Rider ü ü

Issue age 18-59 18-59

Maturity age 60 60

INSURANCE RIDERS

The following chart illustrates which riders are available only at the original point of sale of the base Critical 
Illness policy. The chart also indicates which riders are eligible to be added to inforce Critical Illness policies:

Point of Sale Add to Inforce

Accidental Death Benefit Rider ü ü

Child Critical Illness Benefit ü ü

Child Protection Benefit ü ü

Refund of Premium Rider on death ü

Waiver of Premium Rider ü ü

RIDERS DEFINITION



ACCIDENTAL DEATH BENEFIT RIDER

The Accidental Death Benefit Rider provides $250,000 of coverage in the event of death caused by accidental 
means. The premium for the rider is $125 per year for females or $250 per year for males. Acceptance for this 
rider is based solely on the underwriting for the base policy. The Accidental Death Benefit Rider is not convertible.

CHILD CRITICAL ILLNESS RIDER

The Child Critical Illness Rider provides $10,000 or $20,000 of critical illness coverage for all children (other than 
foster children) of the insured parent, upon diagnosis of one of 15 defined critical illness conditions. The child 
must be under age 21 (or 25 if full-time student) at the time of diagnosis. The premium for the rider is $60 per 
year or $120 per year depending on the benefit amount chosen. There is no underwriting required, but there is a 
24 month pre-existing exclusion. The maximum combined benefit (from all @pprove Child Critical Illness Riders) 
for each child is $20,000. The Child Critical Illness Rider is not convertible.

The benefit or rider provides for 15 critical illness conditions and should be read in conjunction with the policy 
definitions and provisions.

1. Autism

2. Blindness

3. Cancer (life-threatening)

4. Cerebral palsy

5. Congenital heart disease

6. Cystic fibrosis

7. Deafness

8. Down’s syndrome

9. Kidney failure

10. Loss of speech

11. Major organ transplant

12. Major organ failure on waiting list

13. Muscular dystrophy

14. Paralysis

15. Severe burns

Covered Critical Illness condition(s) for children

CHILD PROTECTION BENEFIT

The Child Protection Benefit provides $10,000 or $20,000 of coverage for all children (other than foster children) 
of the insured parent who are under age 21 (or 25 if full-time student). The premium for the rider is $60 per year 
or $120 per year depending on the benefit amount chosen. There is no underwriting required, but there is a 24 
month pre-existing exclusion. The maximum combined benefit (from all @pprove Child Protection Benefits) for 
each child is $20,000. The Child Protection Benefit provides a conversion option up to 5 times the rider amount 
after 2 years inforce.

When the insured parent’s base policy is converted, within the time frames stated in the Rider Conversion 
Option, then a similar rider may be included, at the owner’s request (subject to the rules in effect at the time of 
application for the converted insurance).

RETURN OF PREMIUM ON DEATH RIDER

The Return of Premium on Death Rider is available on all Critical Illness base policies. If no claim for a critical 
illness benefit (except for early diagnosed benefit) was made under the policy, the sum of the premiums paid for 
the base policy and this rider prior to the insured persons death will be payable to the beneficiary.



WAIVER OF PREMIUM RIDER

The Waiver of Premium Rider provides payment for all premiums due (including those for benefit riders with the 
exception of the Mortgage Protection Benefit) while the insured person suffers from total disability. The premium 
for the rider is a percentage of the premium charged for the base policy plus all riders. There is a 4 month waiting 
period before benefits will commence. Acceptance for this rider is based solely on the underwriting for the base 
policy.

When the base policy is converted, before this rider terminates at age 60, then a similar rider may be included, at 
the owner’s request (subject to the rules in effect at the time of application for the converted insurance).



UNDERWRITING
UNDERWRITINGMedical Requirements for Critical Illness

Amount Application 
Choice

Age Last
18-40 41-45 46-50 51-55 56-60 61-65 66+

$99,999 or
Less

Full App - - - - - Para, Urine Para, Urine

Quick App & Tele - - - - - Vitals, Urine Vitals, Urine

$100,000 - 
249,999

Full App - - - Para, Blood, 
Urine

Para, Blood, 
Urine

Para, Blood, 
Urine

Para, Blood, 
Urine 

Quick App & Tele - - - Vitals, Blood, 
Urine

Vitals, Blood, 
Urine

Vitals, Blood, 
Urine

Vitals, Blood, 
Urine

$250,000 -
349,999

Full App - - - Para, Blood, 
Urine

Para, Blood, 
Urine

Para, Blood, 
Urine

Para, Blood, 
Urine, EKG

Quick App & Tele - - - Vitals, Blood, 
Urine

Vitals, Blood, 
Urine

Vitals, Blood, 
Urine

Vitals, Blood, 
Urine, EKG

$350,000 -
499,999

Full App - - - Para, Blood, 
Urine

Para, Blood, 
Urine

Para, Blood, 
Urine

Para, Blood, 
Urine, EKG

Quick App & Tele - - - Vitals, Blood, 
Urine

Vitals, Blood, 
Urine

Vitals, Blood, 
Urine

Vitals, Blood, 
Urine, EKG

$500,000 -
1,000,000

Full App - - Para, Blood, 
Urine

Para, Blood, 
Urine

Para, Blood, 
Urine

Para, Blood, 
Urine

Para, Blood, 
Urine, EKG

Quick App & Tele - - Vitals, Blood, 
Urine

Vitals, Blood, 
Urine

Vitals, Blood, 
Urine

Vitals,Blood, 
Urine

Vitals, Blood, 
Urine, EKG

Note: In order to obtain a Non-Tobacco User rate, the applicant must not have used any tobacco product* 
within the last 12 months immediately prior to application for the life insurance policy.

*Occasional Cigar Smokers will be granted Non-Tobacco user rates providing the applicant:  
Does not smoke more than 12 large cigars a year, does not have any traces of nicotine in the urine when fluids 
are required and makes full disclosure of smoking activities on the application or teleinterview. This ruling 
does not apply to cigarettes, cigarillos, colts, pipes, chewing tobacco, snuff, e-cigarettes, vaporizers, nicotine 
gum or patches or any form of nicotine substitute.



CUSTOMER'S GUIDE TO TELE-INTERVIEW

A “printer friendly” version of this guide can be obtained from the Documents Bulletin on @pprove. The 
following information is an excerpt from a document that Wawanesa Life has prepared for the end consumer.

This guide will provide you with information regarding our tele-interview process, which is a private and 
convenient way for you to provide Wawanesa Life with the additional information required to evaluate your 
application.

Our tele-interview and health providers are from experienced vendor(s) and are approved by Wawanesa Life.

Your agent will ask you when the best time would be to contact you for the tele-interview. If the appointed 
time happens to be inconvenient, an alternate time can be set up, or if you wish, you will be provided with a 
toll-free number to call back at your convenience. The telephone interview will be recorded and usually lasts 
approximately 15 – 20 minutes. After the tele-interview is completed, if medical tests are required (example: 
blood sample, urinalysis, height & weight, etc) a health provider will call and schedule this appointment with 
you. If medical information is required from your physician (or your child’s physician) our vendor will contact 
the attending physician.

For insurance on a child (ages 0 to 17), the child’s parent or legal guardian must provide the information in the 
telephone interview.

The tele-interviewer will cover the following topics:

1. Verification of your identity, such as stating your full legal name and date of birth.

2. Personal Information, such as:

 • Insurance history for you (or your child).

 • Hazardous activities such as, skydiving, motorized racing, etc.

3. Health information, such as:

 • Treatments by any doctor or hospital. You will be asked to provide the name(s), address(es), and 
  phone number(s) of these doctors and hospitals. You will also be asked to provide the reasons for 
  treatment, date(s), and outcomes from the treatments.

 • Medications that you (or your child) are currently taking. You will be asked to provide the dosage, 
  frequency, duration and reason for each medication.

4. Immediate family’s medical history, such as heart disease, diabetes, cancer etc. “Immediate Family” 
includes parents and siblings. In some cases a child’s grandparent(s) medical history may be included. You will 
be asked for the age and onset of any medical conditions for these individuals.

5. Financial information, may include:

 • Your occupation (including duties).

 • Your annual earned income (or your spouse’s income if you do not earn an income).

HOW DO TELE-INTERVIEWS WORK?

WHAT WILL HAPPEN DURING YOUR TELE-INTERVIEW?
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