£ 3"
m Manulife Group Benefits
' Enrolment or Re-enrolment Application
Please print clearly in dark ink using CAPITAL LETTERS.

Section 1 s to be completed by the plan administrator. The remaining sections and Beneficiary Designation form are to be completed by the
plan member,

1 Plan sponsor j‘
statement Plan sponsor name

@oontract number
%
Billing division Account/Division number Plan member's certificate number

Do you want the waiting period added to the hire date? (OYes (O No Permanent hire date (dd/mmm/yyyy) mﬂf

Re-hire date (dd/mmm/yyyy) If a re-hire, date previous employment ended (dd/mmmiyyyy)

Ocoupation‘f ﬂ%h@ 7 iSS qubass ,ﬁf ¥ Hours worked/week _ =33 Salary $48JV gdd F ’“WencyE

| certify that the plan member listed below Is actively at work at their usual place of employment in Canada. Actively at work means the plan member works
a normal work schedule of al least the set minimum hours per week gg7siated in the plan contract over a 52 week period including paid vacation.

Date (adimmmiyyyy) _ YT [T (0] 7

Plan administrator signature

7
/,
Is evidence of insurability required? (OYes (ONo (In order to determine if evidence of insurability is required, please refer to
your contract.)
If yes, please complele form GLODO4E and send to Manulife for processing.
2 Plan me':nber Plan member's last name C—\—\E EC-\‘X'DO First name __~J O A “ N &
information
Date of birth (dd/mmm/yyyy) 25{ 03 l"l & Gender (OMale (R Female Province of residence & N
To be completed by -
employee Language (R English O French Do you have a spouse? (married, common law or civil union?) @ Yes (O No
3 ::::;:,;::mber Address (number, street, apt) 7. 259 MOULNTAIAN RO RD
cty. VHUNDE 2 RO Province _ O WJ Postalcode_ 2 1T L £\
4 For Quebec residents (age 65 or over) Are you participating in the RAMQ drug plan? (OYes () No
5 Application for g;.q nians aliow refusal of certain banedts If the plan member has coverage under their spouse’s plan. If you wish to add coverage al
coverage a later date, you may reapply fot these benefits al which lime satisfactory medical evidence may be required.
I am applying for Extended Health Care for | am applying for Extended Dental Care for
(O Myself only (O Myself only
() Myself and 1 dependant (child or spouse) () Myself and 1 dependant (child or spouse)
D, Myself and 2 or more dependants (spouse and children) W Myself and 2 or more dependants (spouse and children)
() None, because my spouse has coverage () None, because my spouse has coverage

Are you applying for Dependant Life? QlYes (ONo  Dependant Life may be mandatory. Refer to the palicy details.

6 Coordination s section is required if you are applying for coverage on your dependants.

of benefits Do you or your dependants (spouse and/or children) have benefit coverage under another benefits plan? @ Yes (ONo
If yes, please provide the following details: Name of other insurer M A M U Ll [': E
Insured's lastname_C \WYEES CHOO Firstname O ETE - Date of birth (dd/mmmyyyyy) ‘OO | T
Effective date of coverage (dd/mmm/yyyy) OI '( )&l | I Identification/certificate number ‘48 Policy number !'Dfﬂbé 1
Please Indicate type of coverags under other plan: Extended Health Benefits Dental Care
| " i (O single (O Single
n cases where the information is not complete a
detault value will be appiied. O Couple O Couple
& Family @&, Family
(O None (O None

Continued on the next page
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f
7 Dependant Complete the following section if the plan Includes health and/or dental coverage and you have not refused benefits for your dependants
information in Section § Applicalion for coverags,
Spouse Lastname CHE=C OO Firstname _F'EE T E @ Date of birth (ddimmayyyy) 1IN 1Y
f , n
:'ot:;r teolzsr:oytcir:ough Gender @ Male (OFemale  If common law, please provide the effective date of cohabitation (dd/mmmfyyyy)
dependants, attach
details on a separate 10 @pply for over-age disabled dependant coverage, please compiete form GLOS14E
sheet. _ Gender Over-age Over-age
Last name First name Date of birth (dd/mmm/yyyy) Male Female student disabled
dependant™*
CUEE c VOO MaeT iy 271 | 0% [ & O O O
CHEECNE O AN D REW) 2 o |99 & O o O
O @ O O
O @] O @)

8 Direct deposit
o Transit number O .?) % D «Q

Complete the following

section if you would  Institution number 00D :‘_""'“;a' TP yR TR v

like to sign up for direct . . s v ”

depasit of your claim (5 0B8R <

payments. Bank acoount number _) L 5 Transit number  Institution number ~ Account number

Electronic claim By providing your email address, you will receive an invitation to register for an online member account,

statement ¥ L€ ' .
Work emall address iczk)e’.gg‘- Neo @ I}Q()\@ I ?‘Qsonaltmall address J; C‘\eé?c.x\(:vc: & 5"\&“) e

9 Authaorization and consent

Lhareby apply for coverage ("Coverage®) under the Group Benefits plan issued to my plan sponsor by Manulife Financial (*Manulife"). Lunderstand that
certaln aspects of such Coverage may extend to my spouss and eligible dependants (collectively, “Dependants”). | certify thet the information in this form is
true and complete to the best of my knowledge. | understand that as the applicant, it Is my responsibility to ensure that any further verbal or written statement
provided by me, and/or my Dependants, in the future s trus and complete to the best of our knowledge. | acknowledge and agree that this Goverage or any
portion of this Coverage, and future claims thereunder may be denled or terminated as a result of the provision of false, incomplete, or misleading information.

Manulife o collect, use, maintain and disclose personal information relevant to this application (“Information”) for the purposes of Group Benefits
plan administration, audit, assessment, investigation, claim management, underwriting and for determining plan eligibility (“Purposes”). Lauthorize any person
or organization with Information, inciuding any medical and health professionals, facilities or providers, professlonal regulatory bodies, any employer, group
plan administrator, insurer, invesligalive agency, and any administrators of other benefits programs to collect, use, maintain and exchange this information with
each other and with Manulife, its reinsurers and/or its service providers, for the Purposes. | am authorized by my Dependants to consent to this Authorization,
on their behalf as if they were signing it themselves, and to disclose and recelve thelr Information, for the Purposes. | authorize my plan sponsor to make
deductions from my pay for my Group Benefits plan, if applicable. L authorize the use of my Social Insurance Number ("SIN") for the purposes of identification
and administration, if my SIN is used as my plan member ceriificate number. | agree a photocopy or electronic version of this authorization is valid.

if applicable, | authorize Manulife to deposit all payments (*Payments”) due to me from the above referenced Group Benefits policy ("Palicy”), into the bank
account ("Account”) that | have identified on this form. | confirm that this direct bank deposit authorization applies to the financial institution herein named by
me and any other financial institution | choose to name In the futurs; and shall remain valid until revaked In writing by me, or my duly authorized representative.

that upon the deposit of any Payment(s) into the Account, Manulife is fully discharged from any further liability with respect to such
Paymeni(s). | also understand and agree thal Manulife may, at any time and without prior notice, discontinue the direct deposit of Payment(s), as requested
hereln, and require my personal written endorsement relating to future Payment(s). L also hereby acknowledge and agree that any Payment(s) made by
Manulife into the Account, to which | am not entitied, either by contract or by law, shall not form part of my property, and shall be immediately refunded to
Manulife, either by me or by representativas of my estate.

If applicable, L authorize Manulife to correspond with me through the emall address identified on this form regarding my Coverage, for the Purposes. L
understand such correspendence may contain Information; and that the Information is being sent in a manner that is not guaranteed as a secured means of
communication. | agree that Manulife is not liable for damages which | may incur as a result of interception by a third party of an email transmission sent by
Manulife or by me pursuant to this authorization. | agree should the email address identified on this form change that | am responsible for updating the email
address maintained by Manulife. L understand that if | do not wish to receive emails from Manulife, | can remove my email address online or by contacting the
Customer Service Center.
Lunderstand that any Information provided to or collected by Manulife in accordance with this authorization, will be kept in a Group Benefits life, health or
disability file. Access to my Information will be limited to:

+ Manulife employees, representatives, reinsurers, and sarvice providers in the performance of thelr jobs;

« persons to whom | have granted access; and

« persons authorized by law.
| have the right to request access to the personal information in my file, and, where appropriate, to have any inaccurate information corrected.

L acknowledge that more specific detalls regarding how and why Manulife collects, uses, maintains, and discloses my persenal information can be found in
Manulife's Privacy Policy and Privacy Information Package, available at www.manulife.ca/planmember, or from my Plan Sponsor.

Plan member signature W Date signed (dd/mmm/yyyy), (QZ /3 Z I 7

10 Mailing instructions  Plan Member Administration
Manulife Financial
PO BOX 11006, STN CENTRE-VILLE
MONTREAL QC H3C 4T8
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Please soa reverse for asalstance In o:ompleting this form.

Send the completed form to: Plan Mambor Administration
Manulife Financial

PO BOX 11008, STN CENTRE-VILLE
MONTREAL QC H3C 478

Beneficiary Deslignation
All sections of this page should be completed as it will replace any prior designations.

1 Plan member information

Primary beneficiary

List all primary beneficiaries for
Baslc Life and/or Baslc Accidental
Death,

Percentagas must {otal 100% to
be valid.

Irrevocabllity

3 Optlonal soverage
{if applicahle)

Plan eonlract number

Fax: 1-877-733.4233

Plan contract number

Plan membar certificate numbear

Nams of beneficiary (last, first and migddla Initial)

CHECcHo O, Perer R

Province of residence

Date of birth (ddimmmiyyyy)

1olo -7

Dale of birth tddﬂnmmlyyyy)

Rulatmnshlp to plan member

BOOUS £

Parcentage
%

Name of beneficlary (last, first and middla initial)

Date of birth (dd/mmmlyyyy)

EN¥]97

Relationship to plan member

SO

Peicantage

Date of binh {dd/mmmiyyyy)

Parcenlage

Relationship to plan mamber

r
%

For Quehec residents only
Tn Quebec, the designalion of your epnuaa as benaficiary Is Imevocable
tnless otherwisa npeclfed,
I spouse Is beneficiary, the designation is:

(O Revocable (O Imevacable

Name of beneficiary (last, fest and middle Inltial) Dale of birth {dd/mmmiyyyy) § Relationship lo plan member JPercantage
%
Relationehip to plan member IPercanr.age

%

Name of beneficiary (last, fast and middle Initlal} Data of birth {ddfmmmilyyyy)

List all benaficiaries for Oplional
Life and/or Optional Accldental
Death.

Irravocability

Contingent beneficiary

5 Trustee appointment

Complete If any beneficlary named
Is under the age of malority.

& Declaration and
authorization

Bue to the legal significance of
& beneflclary appointment this
deslgnation must be signed and
dated to be valld,

Acopy, fax, scan or image of the

beneficiary designation In this form
Is as valid as the original,

‘The Manufacturers Lifo Insurance Company

Name of beneficiary {last, firsl and middls initial} Blate of hidh {dd/mmmiyyyy) § Relaticnship [o plan member §Parcantage

For Quebac rogldents only
In Quebec, the deslgnation of your spousa as benaficiary Is Irevocahle
unless otherwise specified.
1f spouse Is benaftclarny, the designatlon Is;

O Revocable (O Irrevocable

Neme of contingent benaficlary (1ast, first and middle [altta)
H

Date of birth (dd/mmmiyyyy) { Relalionahip to plan member
: -y
. =2 £ olio /T \Te=spriat
Name of contingent beneficiary (Tast, first and middle initial) Dato of birth {dd/mmm/yyyy) lialalionship to plan member

! appaint
any beneficlary under tha age of majorily (not applicable in Quebsac).

as ‘l'ruaLe 1o recalve any amount due to

Lhoroby revoke any pravicus beneficiary designations in relation to my foregoing coverage(s) and designate the
person(s) named abave,

Al Manulifa Financlal, we know thal confidentiality of personal information is Important. Any information you provide
to us will be kept In & Group Life and Health Benefits file. Access to yaur information will be limited to:

* our employees and servica representatives in the performance of their jobs;

= perscns to whom you have grantad access; and

= persons authorized by law, 1
;r?;- ha\;!e the right to request access lo the personal Information In your fife and, If necessary. correct any inaccurate
nformation.

that more detalled informatlon conceming how and why Manulife Financial coVlects, uses and
discloses my persanal information is available at www.manulile.cafplanmember, or by requasting a copy from my

plan sponsor.
Ol

Plan mamber signature
Qe tpld
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Manulife Financial assumes no responsibility for the validity or sufficiency of the content provided by you. The items ‘you’
and ‘yours’ refer fo the plan member, the term “Plan Sponsor” refers to the entity that offers the group benefits plan, such as
an employer.

What is the purpose of a beneficiary?

If you intend for some or all of your death benefit to go to specific individuals, it Is important to make sure that you plan ahead
and select those beneficiaries. Having an up-to-date beneficlary designation will make this possible by listing your primary
and contingent beneficiaries and intended allocations.

Beneficiary: the person, people or entity who wiil receive any death benefit from the basic or optional coverage you have
selected through your group benefits plan thal becomes payable upon your death. Basic and optional beneficiaries may differ.

Types of beneficiary — Primary vs. Contingent

Primary: the person, people or entity you choose to receive the death benefits. If you choose more than one beneficiary,
you will need lo indicate what percentage of the benefit you would like each persaon lo receive. When multiple primary
beneficiaries are named, the lotal of the percentages aflocated to each primary beneficiary must add up fo 100%.

Contingent: the person, people or entity you designate to receive the death benefits if all of the primary beneficiaries die
before you. If you select more than one contingent beneficiary, the benefit will be split evenly batween the contingent
beneficiaries.

What happens to the death benefit when...
The primary beneficiary dies before you and no contingent The death benefit will be paid to your estate.
bensficiary is named.

The primary beneficiary dies before you, but there is a The benefit will be paid to the contingent beneficiary(ies).
contingent beneficiary(ies) designated.

You assign two primary beneficiaries, and one beneficiary The entire death benefit that would have been paid to the
dies before you, and you have not updated your Beneficiary | deceased beneficiary will be paid to the surviving primary
Form information. beneficiary.

Irrevocable vs. Revocable

Irrevocable: the beneficiary you choose cannot be changed without the written permission of that individual
For example, if you choose your spousa or partner to be the designated beneficiary and you end up separating, you will not
be able to change the beneficiary designation without a completed release form from them.

In Quebec, naming your spouse (must be a civil union) as a beneficiary automatically means that he/she Is an
irrevocable beneficlary, unless you specify otherwise or divorce.

Revocable: A revocable beneficiary means that the beneficiary you choose can be changed at any time without the
permission of that individual.

For example, if you choose your spouse or partner to be the designaled beneficiary and you end up separating, you can then
change that beneficiary designation without asking for that person’s permission.

Naming a minor as a beneficiary

If a benefit becomes payable to a minor who is named as a primary or contingent beneficiary, the benefit can only be paid
on behalf of the minor to a trustee or guardian for property, otherwise it will be paid into court to be held until the beneficiary
has reached the age of majority for your specific province. It is important therefore, if you are choosing a beneficiary who is a
minor at the time of the designation to also name a trustee.

If you are a Quebec resident, the parents are considered tutors of their child.

If a minor has been designated as an irrevocable beneficiary, the policy is automatically frozen until the beneficiary has
reached the age of majority for your specific province. A parent, guardian or trustee cannaot consent to a beneficiary change
on behalf of a minor.

Minaor: a paerson named as a beneficiary who is under the age of majority for your specific province.

Trustee: a person appointed by you to hold the minor's proceeds in trust until the minor reaches the age of majonty for your
specific province.

Tutor: a tutor acts like a frustee.
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