Loy R A

CINUP  ENROLMENT APPLICATION

[ For CINUP use only: Company # |

Please mail the original completed in ink to CINUP

and keap a photocopy for your records. Fiemn &
Certificate
TO BE COMPLETED BY EMPLOYER (Please print clearly in INK) (3 New Employee ] Reinstatement
Employer Name Nishnawbe-Aski Legal Services
Employer Code Date of Erployment {YYYYMM/DD)
Employee Oceupation
Reguler Esrnings Frequercy [ Annually [18i-Weekly ~ TJWeekly
C Semi-Monthly [JManthly [ Hourly
# hours/week
s Stotus employce tax exerapt {for RST purposes)? (T Yes (L)
Waive waiting pariod? O Yes [ONe
Authorized Employer Signature Date (YYYY/MWDD)
EMPLOYEE INFORMATION (To be comploted by the employee — Please print clearly in INK)
Employee’sName C ey E Ht:".?V\ 5
A -171 / = TIAL
Gender M Mole [1Femsle  Date of Birth (YYYY/MMDD) 977 [ O] | K
Aboriginal Status O Non-Status  [WStatus Status Registry Number (10 digits) LIte! H¥O I

Marital Status —Single  [JComon Law — Date Startad Living Tagether (YYYY/MM/DD)
p¥Married [JDiverced [ 1Seporated

Address (Number, Street, Apt. Number) P | & City/Town Sand
Province [ e M 4 Postal Code o \\JO Phonel¢1 1174 -4 24
Email Address

DEPENDENT INFORMATION ~ Lizt your spouse and children below (Please print oleady in INK)

Dopendarts age 21 sad over must be full-time students, IF applicable, pleass cesp'eate the Confirmation of School Attand form.
First Nams Last Nome Akariginal Datcof Bith Gender  Relationship
Status DYYYINMIDD)
oo & Stotue ¥ttlss, |OM '
ot on ﬁ!‘&vﬂ" Q7bd VS Covron [ Non-Status / 14| BEF w ke
A |Ro0 &M
R\,‘ ley\ O YovyuL ] Non-Status %"/ 13 OF | S\
Whtatus 2003} m
_— 2‘9‘997""' C’UW{, ) Non-Statws /131)5‘ ar | Son
ild-2n
: MWtatus 2ol COm
Rubens Cront [ Non-Status lbf/;;q It |dadder
[ Statun Om
[0 Non-Status aF
Continued Next Page

CINUP | 1051 King Edward Streez| Winnipeg, MB |R3H OR4 TF 1 800.665.1224 | TF Fax 1 B33,702.4687 | admin(@cinup.ca
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CINUP  EMROLMENT APPLICATION

COVERAGE REQUESTED | , -

+ve Extanded Health Care and Dental Care Benafits for yourself and your dgpendent(s) ONLY if you are coverad for similor
:Z:ggmz y:u::pouse's plan, You may apply ot a later date for benefits you hava waivad but certain restrictions may apply. Please see
your Plan Administrator for details.

Extended Health Care (chack one ONLY) Dowtal Care (check one ONLY?
ClSingle —! Single

[ Family 0O Fan.|i|y

(] Waiva: Name of Other Insurer [} Waive: Name of Other lnsurer

BENEFICIARY DESIGNATION — Please print clearly in INK (If information Is revised, tava employee initial)

1 hereby name the followirg beneficiary of any Life Insuronce benefits payoble s a esult of my participation in this plan, af; Sou designete
more than one beneficiory, please indicate what portion of the benefit eoch indiiduol is to receive and ensure the total adds up to 100%.)

Firct Narme Last Name Initial Rebitioship ~ DatecfBirth % of Bereft
Y YemDD)  (mustequel DOR)

Crlodys C e t lwbe |qriaim] 25°%
Rulen Corewe w | Sen foi | 12| RS 6
Poloz vt Crowe K | 2esn o n)s| 25
Rubena Crowe. . | dauhteriget s8] 25%

If the beneficiary is under the sge of majority, | appoint the trustee named below to recaive any smount payable to a mines beneficiary under
this palicy. Tha trustee shall discharge the Insurer for the amount paid. | authorize the trustee to spend all or part of the amount, or interest
earnad on it, for the support of education of the minor.

Srosseeame 2 & By len Crenwe Reletinship __ >~

bt

AUTHORIZATION AND CONSENT

) ynderstand the persana: information pravidad hereln as viell 3 any other personal infarmation currently held or eollected in tae Future by JG Benefits Inc.
and theinsurance earriers of my group insurance policy may ba collected, used, or diselosed to sdministaer the teems of the group pslicy of whichk [ aman
cligible member. to develop and recommend suitable praducts ard sarvices to me and my employer, and to manage the orgenization’s business.

Dapanding on the type of eaverage | carry, limited parsonol infarmation may be callected fram andfor relcased to a third party. These ingludn the insurance
carriees of my group insurance policy, licensad physicians and/ar any othee healt™ care p Feasienals or institutions, hualth 3nd |'fe insurers, government and
~eguintory authorities, end other third parties when required to ac miristar tha benefits owtlined in the group palicy of which 1 am an eligibls member.

) underatand the persomal information will be kept confidential end securs. | understand | may revoke my concont at any time; howaver, if corstent is withheld
or revoked, the coverage may be declined or rascinded, | acknewledge moee specific information ahout collsetion and use of my personal informatien can be
found in the Privacy and Terms of Use seetian of wwwnsinup.ca or from the sdministator of my benefit program.

I eartify allinformstian cantained herin is corract and hereby confirm the bancficiary designation and authorize payro'l deductions. if required,

1 undarstand the coverage will only be effective if this spolication is accepted by tha insurance carriar and such coverage shall not be effective prior to the

effective dota as outlined in the ag t batwaen the i eartier and my employor.
1f applying for coverage far my spouse and/ar deperdents, | confirm | am authorized to act on their behalf.

Signature of Appliaant = e Date Pt (4 Ze2_

CINUP | 1081 King Edward Stract | Winnipeg, MB | R3H OR4 | TF 1800.665.1234 | TF Fax 1 8337024687 admin{@cinup.ca CUov g 119 ¢



