Group Benefits ( L‘/Qﬂ tA

Enrolment or Re-enrolmant Application
Please print clearly in dark ink using CAPITAL LETTERS.

Section 1 is 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 b : )
statement Ptan sponsor name NiShnaube Ask) b edal SerpficeS Cop.  Pian contract number

"M Manulife

Billing divislon Account/Division number Plan member’s certificaie number

Do you want the waiting period added to the hira date? (OYes (O No Permanent hira date (ddlmmmfyyyy@z\}m t /"/
qu_na (dg/mmmiyyyy) If a re-hire, data previous employment ended (dd/mmmiyyyy)

Occupation [ “% Class Hours worked/week Salary § L’[S'Zw Frequency AH

| cortify that the plan member listad below is actively at work at their usual place of empioyment in Canada, Actively at work means the pian member works
a normal work scheduie of at least the sel minimum hours 2 gek as stated in the plan contracl over a 52 week penod inchuding pasd vacation

Plan administrator signature Date (ddimmmwyyyy) L Y/ DEC/3-C 4
Is evidence of insurability ?7 OYes ONo (in order to determine if evidence of insurability is required, please refer to
your contract.)
If yes, please compiete form GLODO4E and send to Manulife for processing,
2 m rml:‘er Plan member's last name _IN\ 3 Qas \~ First name _Y\€ c2 A\~ ¢
e by Date of birth (ddimmmiyyyy) DV /10 [\AES™ Gender OMale @Female  Province of residence ON)
[+] eompleled
employee Language d English O French Do you have a spouse? (married, common law or civil union?) O Yes @’No
3 gmmb" Address (number, street, apt) YO Yens mcx\or\ Drive .

cuyjh.mde_r_&y\ Province () I\ Postal code ¥ 7C. QA

4 For Quebec residents (age 85 or over) Are you participating in the RAMQ drugplan? (OYes (ONo

App“mon for Some plans atfow refusai of cerain benefits if the plan member has coverage under their spouse’s pan. if you wish to add coverage al

coverage a later date, you may raapply for these banefits at which time satisfactory medical evidence may be required
| am applying for Extended Health Care for | am applying for Extended Dental Care for
O Myself only O Myself only
(O Myseif and 1 dependant {child or spouse} (O Myself and 1 dependant (child or spouse)
g Myself and 2 or more dependants (spouss and children) @’Mysalfand 2 or more dependants (spouse and chlildren)
(O None, because my spouse has coverage (O None, becauss my spouse has coverage

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

6 cogrd';';um This 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? (O Yes (ngo
If yes, please provide the following details: Name of other insurer :
Insured’s last name First name Date of birth (dd/mmmiyyyy)
Effective date of coverage (dd/mmm/yyyy) Crib@@HEESTY; Identiication/certificate number Policy number
HA
Please Indicate type of coverage under other plan: Extended Health Benefits Dental Care
- O Single QO single
in cases where the information s not complete a Couple
defautt valus will be 2pplied, ) O Couple
O Famiy O Family
O None (O None
Continued on the next page
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# 7 Dependant  comniate the following section If the plan inciudes heallh and/or dental caverage and you frave riot refused benefits for your dependants
informatlon  In Section 5 Application for coverags.

Spousa Last nama First nama Pate of birth {dd/mmmiyyyy)
If thera Is not enough -
room to Yist your Gendar (OMale (OFemale  If common law, pleass provide the effecilve date of cohabitation (dd/mmmiyyyy)

dependants, attach .
delails on a separate T 2pply for over-age disabled dependan! coverage, please complela form GLOS14E,

sheet. Gender Over-age Overage
Last name First name Data of birth (dd/mmmiyyyy) Male Female sludent  disabled

dapendant**

Thompson Quc\er 12/0f3cnt & O o O

f\bm&ioﬂ__ Koo 13/09/ Qoole o & o ©
Thompsons Rowlin I/ 1y / oo & O 0 o)
O O O O
8 Direct deposit
post Transit number 1 e\
Complete the following ] .
?lﬂggznyﬁ?:’gmct institution number l »{oge !:nnaauglfglz ool d«0Did e |
__T_
ggﬁi&g your cialm Bank amcuntnumharmﬁﬂai_ Transit number  Institulion number  Account number

Elactronic claim By providing your emall address, you will recalve an Invitation to register for an online maember acoount,

statemont . l’\ '
Work emal address YN0 104000} 0000} Persanat emal aderess Vneather nnpash @ataoul. conn
“-.J

9 Authorization and consent

1 hereby apply for covarage {"Coveraga®) under the Group Benafits plan issued to my plan sponsor by Manulife Financial ("Manufife™). Eunderstond that
certain aspacts of such Coverage may extend fo my spouse and eligible depandants (collectively, “Dependants”). | certify that the informatlon in this form is
true and completa to tha bast of my knowledge. L undorstand that as the applicant, it is my responsibllity (o ensure that any further verbal or written stalement
pravided by me, and/or my Dependants, in the futtre Is trus and complete to the best of our knowledge. | acknowledge and sorge that ihis Coverage or any
portlon of this Coverage, and future clalms thereunder may ba denled or termingled as a result of the provision of false, Incomplets, or misleading information.
1 authorize Manulife to collect, use, maintain and disclese personal information relavant 1o this application {"Infarmation™} for the purposes of Group Benosfits
plan administration, audit, assessment, investigation, claim management, underwriting and for detarmining plan eligibllity ("Purposes”). | guthovize any person
or organization with Information, including any medical and health professionals, faclitles or providers, prefessional regulatary bodles, any emplayer, group
plan administrator, Insurer, investigative agency, and any administrators of other benefits programs to callect, use, malntaln and exchange this Information with
each other and with Manulils, its reinsurers andfor its service providaers, for the Purposes. | am_authorized by my Dependants ta consent to this Authorization,
an thelr behalf as I they were signing it themselves, and to disclose and racaive thelt Infarmation, for the Purposes. Lauthorize my plan sponsor lo meke
daductions from my pay for my Group Benefiis plan, if applicable. Lauthorize the use of my Soclal Insurance Number {"SIN”) for the purposes of idontification
and adminlsiration, if my SIN is used as my plan member certificate number. | agree a photocopy or elestrenic version of this authorization is valid.

If applicable, } guthorize Manulife to deposit all payments {“‘Paymenis”} due to me from the abova referenced Group Benefits polley {Policy™), into the bank
account "Account”) that [ have identified on this form. Loonfir that this direct bank depaosit autharization applies to the financial instlfution herein named by
ma and any other financial institution [ choose to name In the future; and shall remain valid until revoked in wriling by me, or my duly authosized representative.
Lundarstand and agrae that upon the deposit of any Payment{s) into the Account, Manulife is fully discharged from any further llability with raspect to such
Payment(s). | also understand and agrae that Manulife may, at any time and without prior notice, disconlinue the direct deposlt of Payment{s), as requasted
heteln, and require my parsenal wrilien endarsemsnt relating to future Fayment(s}. | also hereby acknowledge and agreg that any Paymant{s) mada by
Manulife Inta the Account, 1o which | am not éntitled, either by contract or by taw, shall not form part of my property, and shall be Immediataly refunded to
Manulifs, efther by me or by representatives of my estate.

If applicable, | authorize Manulife to corraspond with me through the email address identified an this form regerding my Coveraga, for the Purposes. |
undarstapd such cormaspondsnce may contaln Information; and that the Information is being sent In a manner that is not guaranteed as a secured means of
comimunication. | agrae that Manulifa is not liable for damages which | may incur &s & result of interception by & third party of an email transtmisslon sent by
Manuilfe or by me pursuant to this authosization. | agree should the emaif address identified on this form changs that | am rasponsible for updating the amall
address maintained by Manulife, Lunderstand that if | do not wish to receive emails from Manuiife, | can remove my amall address online or by contactng the
Cuslomer Service Center.

Lundarstand that any Informelion provided to or collected by Manulife In accordance with this authorization, will be kept In a Group Banafits Iife, heallh or
disabillity file. Accass lo my information wilf be limited to:

» Manulife employees, representatives, reinsurers, and sarvice providers in the performance of their jobs;

= parsans i whom | have granted access; and

+ persans authorized by law,
1 have the right to requast access to ths persenal information In my file, and, wherte appropriate, to have any Inaccurate information comrected.
Lacknowledge that mare specific detalls regarding how and why Manulife collects, uses, maintains, and discloses my perscnal infarmation can be found in
Manullfe's Privacy Palicy and Privacy Information Package, available at www.manulife.ca/planmembey, or from my Plan Sponsot

Plan member signature _\lﬂ Yo E‘Y)ﬁ%\'\ Date signed (dd/mmmiyyyy), 73 l 1a /3017

10 Mailing instructions  Plan Member Administration
Manulife Financial
PO BOX 11006, STN CENTRE-VILLE
MONTREAL QC H3C 478
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= Il Manutife

Group Benefits
Beneficiary Designation

Q

Please see reverse for assistance in complafing this form.
Send the completed form to: Plan Member Administration

Manulife Financial

PO BOX 11006, STN CENTRE-VILLE
MONTREAL QC H3C 4738

Fax: 1-877-733-4233

All sections of this page should be completed as it will replace any prior deslgnations.

1 Plan member Information [gFien  SpONEOr NaTIe

Plan member certlficale number

Plan member nama (fast, fiest and middle lnitial)

a:Fan‘\)

2 Primary beneficlary

Dalo of birth {dd/mmmilyyyy)

3o lags

Data of bisth (dd/mmmiyyyy) § Relationship to plan membar [Parcentage

18] Dbof 300t

List sl primary benaficiarles for
Basic Life and/or Baslc Accidental
Death.

Dats of birth (dd/mmmiyyyy)

\2 050Dl

Percentages must total 100% to
be valid.

Irrevocabliity

3 Optional coverage

Name of benaficiary (las!, first and middiz Tnitial)

Date of bisth (d&mmmiyyyy}

4\ j doe’

For Quehec residents only
In Quabec, the designatlon of your spouss as beneficiary Is iiravocable
untess otherwise speciiied.
If spouse Is bensficiary, the designation Is:

(O Revocable () Mrrevocable
Data of bisth (dd/mmmiyyyy) | Relationship o plan member [Percentage

{if applicable)

Flan contract number Nama af benaficlary (last, first and middle initial) Date of birth (dd/mmmiyyyy) | Ratationship to pian member JPercentage

%
N -
List 6B £ fickarles for Optional Namae of banaficiary (las!, first and middla Inftial) Date of birth (ddmmmilyyyy) ] Relationship fo plan mamber JPercentage
Life and/or Oplional Accldenta
Death.
For Quebsc rasidents only

Irravocability In Qusbec, the designaticn of your spausa as beneficiary Is imavocabla

4 Contingent beneficiary

unless olhenvise specilied.
If spouss is beneficiary, the designation is:

{) Revocable (O Imevocabla

Nams ol contingent bensficiary {Jast, first and middla initial) Date of birth {(dd/mmmlyyyy) ] Refationship to plan membor

Name of contingent benaficiary (last, first and middla initisl) Date of birth (dd/mmmfyyyy) § Relativnship to plan membar

5§ Trustee appointment

as Trustes Lo recsive any amount dua to

1 appoinl_J_%s!_@ m_(tHU\:aS
Complete if any bensficlary named any beneflciary under the age of majority (not applicabla in Quebsc).

I herehy revoke any previous benedlciary designations in relation to my foregoing coverage(s) and designate the

At Manulife Financial, we know that confldentiality of personal information is importent. Any information you provide
to us wili be keptin a Group Life and Heslth Benefils file. Access to your information will be limited to:

You have the right to request access to the personal information in your fils and, If necessary, correct any inaccurale

Is under the age of majority.
8 Declaration and
authorization person(s) named above.
Due to the legal significance of
S;?;&?ﬁﬁﬂgﬁﬁ;ﬁd « our employees and service representatives In the performanca of their jobs;
dated to be valid. = parsons 1a whom you have granted access; and
+ persons aulhorized by law,
A copy, fax, scan or Image of the
benaficlary designation in this form [ Information.
Is as valid as lhe original.

Lacknowledge that mora defalied information conceming how and why Manulife Financlal collects, uses and

discloses my personal information Is avallabile at www.manulife.calplanmember, or by requesting a copy from my

plan sponsor.

Flan mernber signatura

The Manufacturers Life Insurance Company

Page3of4

Date signed {ddmunrmiyyyy}

e ol
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M Manulife Group Beneflts\t %

Enrolment or Re-enrolment Application
Please print clearly in dark ink using CAPITAL LETTERS.

Section 1 Is 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 4 ok Y. Cig Pl sttt
statement an sponsor name ; an contract number
Billing divislon Account/Division number Plan member's certificate number
Do you want the waiting period added to the hira date? (OYes (O No Permanent hire date (dd/mmm/yyyy 2&})\-“'\@. t / 7/
Re-hi date (dd/mmmlyyyy) If a re-hire, date previous employment ended (dd/mmmiyyyy)

meaﬂonW Class YQ Hours worked/week gsmary § Lo/ qg\m-) Frequency A

| certify that the plan member lisied below is actively at work al their usual place of employment in Canada, Actively at work means the plan member works
a normal work scheduie of &t least the sel minimum nouwmed in the plan contrac! over a 52 week period Including paid vacation.

Date (dd/mmmiyyyy) Ut O304 -

Is evidence of insurability re é? OYes ONo (in order to determine if evidence of insurability is required, please refer to
your contract.)
If yes, please complete form GLODO4E and send to Manulife for processing.

Plan administrator signature

2 Plan member
information

Plan mamber’s last name MCL{) as, \f\ First name \'\QQ-\-—W
Date of birth (dd/mmm/yyyy) 5“ [B) ‘ ]Clg*'{" Gender (O Male ®’ Female Province of residence _OND

To be completed by
employee Language d English O French Do you have a spouse? (married, commeon law or civil union?) O Yes d No

3 aP‘Iiadl:;g:mbar Address (number, street, apt) (YA KQJ\‘\ \(\QX\“OF\ DT\VQ_.
ciy _Yhuodee R(M Province () \) Postal code ¥ 7C. QAL

4 For Quebec residents (age 65 or over) Are you participating in the RAMQ drug plan?  (OYes (O No
5 Application for ;e pians ailow refuss! of certain benefits If the plan member has coverage under thelr spouse's plan. if you wish to add coverage at
coverage a later date, you may reapply for these benefits at which time satisfactary medical evidence may be required.
1 am applying for Extanded Health Care for | am applying for Extended Dental Care for
(O Myself only (O Myself only
(O Myself and 1 dependant (child or spouse) (O Myself and 1 dependant (child or spouse)
@’ Myself and 2 or more dependants (spouse and children) (\f Myself and 2 or more dependants (spouse and children)
(O None, because my spouse has coverage (O None, because my spouse has coverage

Are you applying for Dependant Life? @/ Yes (ONo Dependant Life may be mandatory. Refer to the policy detalls.

6 Coordination 1y 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 bensfits plan?  (OYes (¥ No
If yes, please provide the following details: Name of other insurer
Insured’s last name First name Date of birth (dd/mmmiyyyy)
Effactive date of coverage (dd/mmm/yyyy) m Identification/certificate number Policy number
HN
Please Indicate type of coverage under other plan: Extended Health Benefits Dental Care
O single QO Single
In cases where the information Is not complete a O Couple O Couple
default value will be applied. O Famiy O Femiy
(O None ) None

Continued on the next page
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O O “

7 Dependant  gopniale tha foliowing sectfon  the plan Inclides heaflh andfor dental coverage snd yoti have nol refused beneflts fof your dependants®
information  nSaclion 5 Application for coverage, '

Spousa Last name First name Date of birth (ddfmmmiyyyy)
If thera §s not enough
raom to list your Gandar (OMata (OFemale  If common law, please previde the effective dale of cohabitation (dd/mmmyyyy)

d dants, attach
dg‘f:;f; 3{,‘ : s‘;pgm Ta apply for over:aga disabled dependant voverags, please complete form GLOS14E,

sheet Gender Over-age Over-age
Last name First name Data of birth (dd/mmm/yyyy) Mals Femals sludent disabled

dependant*

| mp%or\ Q%de(’ 2 {DQQ[ C;‘QQD:}; g o O O

Thompson  Kovrono 1a/09/ 300t o &
Thompson Rowabin /1 [ Qoa® & o
0 O

O O 0O
O O O

8 Direct deposit

Transit number 1412 T
Complete the following

seclion fyouwould Instlfutlon numbar £ <2, g e l@‘
:k A
; ;

like to sign up for direct wiofiv np b bzeughoir pob Lisgdil e

deposlt of your clalm C : ;
payments, Bank acoount nurzer. Q'S 27 2 ‘1 Transit number  Institulion number  Account number

=

Elactronic claim By providing your emall address, yout wil recelve an Invitation to regisier for an online rnamber account,

statement " ’
. Work email addmssmgg@h@m{m}m&Qleonal email address I Sh L GO

9 Authorization and consent e

Lheroby apply for coverage (“Covaraga®) undar tha Graup Benafits plan lssusd to my plan sponser by Manulife Financial ("Manulife®), {understand that
certaln aspects of such Coverage may extend to my spouss and ellgible dependants {colleciively, “Depandants”). Lgertify that the information In this form Is
true and complete o the best of my knowledge. | undarstand that as the applicant, It is my responsibility 1o ensure thal any fuither verbal or writien stalement
pravided by me, andfor my Dependants, In the fultra Is true snd complete to the best of our knowledge. Lacknowledoe gnd aqgrge that this Coverage or any
poriion of this Coverage, and fulure clalms theraunder may be denled or terminated as a result of the provision of false, Incomplete, or misleading informatlon.
Lauthorize Manulife to collect, use, malntain and disclozs persanal Information relevant fo this application (‘Information™) for the purposes of Group Benefits
plan adminisiration, audit, assessment, investigation, dalm managemant, undenwriting and for determining plan eliglbility (*Purposes”). | authoriza any person
or organization with Information, including any medical and health professionals, facilities or providers, professional regutatory badles, any emplayer, group
plen adminlstratar, Insurer, Inves{igative agency, and any administrators of other benefits programs to callact, use, malntaln and exchange this information with
each other and with Manulife, ils reinsurers and/or its service providars, for the Purposes. Lam_autherized by my Dependants to consenl fo this Authorlzation,
an thelr behalf as If they were signing it themselves, and lo disclose and receive their Information, for the Purposes. Lauthoriza my plan sponser {o make
daductlons from my pay for my Group Benefits plan, if applicable. { authorize the use of my Soclal Insurance Number ("SIN} far the purposes of idantificatlon
and adminlsteation, If my SIN is used as my plan member cortificate number. ] agres a pholocopy or electranic version of this authorizatlon is valld.

If applicable, | guthortze Manulife to deposit all payments {"Paymenis" dus to me from the above raferenced Group Benefits policy {“Policy™), into the bank
accouint ("Account™ that [ hava identified on this form. Lcontiem that this direct bank deposit authorlzation applias 1o the financial inatitulion herein named by
me and any other financial institulion | choose to name In the future; and shall remaln valld until revoked in writing by me, or my duly authorized reprasentalive.
1Lundarstand and agree thal upon the deposit of any Paymeni(s) info the Account, Manulifa is fully discharged fram any further Uabliity with respect to such
Payment(s). Lalso undarstand and agree that Manulife may, at any time and without prior notice, discanlinue the direct daposit of Payment(s), as requested
harein, and require my personal wrillen andarsement relating to future Payment(s). [ also hereby acknowledge and agrge that any Payment(s) mada by
Manullfa Into the Accaunt, ta which | am not entitled, sither by contract or by law, shall not form part of my property, and shall be immediately refundsd to
Manulifa, elther by me or by representatives of my estate, -

If applicable, ] authorize Manulife to carrespand with ime through tho emall address identified on this form regarding my Coverage, for the Purposas, [
undarstand such cotrespondance may conlalh Information; and that the Informatien s being sent in a manner that is not guaranteed as a secured means of
communication. | agrag that Mantlife Is not liable for damages which [ may Incur as a result of interception by a third party of an emall transrmlssion sent by
Manulife or by ma pursuant to this authorization. | agree showld the email address identified an this form changa that | am respansible for updating the amail
address maintained by Manulife. Lunderstand that if 1 do not wish to receive amails from Manulife, | can remove my amail address online ar by cantacting the
Cuslomer Service Cenfer,

Lunderstand that any Infenmation provided Lo or collacted by Manulife In accordance with this authorlzation, will ba kept in a Group Bengiiis iife, health or
disability file. Accass to my Information will be limited to:

« Manulife employees, representatives, reinsurers, and service providers In the performance of thalr [obs;

+ parsons lo whom | have granted access; and

= parsons authorized by law.
| have the right 1o request sccess to the parsonal infermation 1n my file, and, whera appropriate, to have any inaceurate information corrected.

Lackpowledge that more specillc detalls regarding how and why Manulife collects, uses, maintains, and discloses my perscnal informatlon ean he found In
Manullfe’s Privacy Pollsy and Privacy Information Packege, available at www.manulife.cafplanmember, or {rom my Plan Sponsor,

Plan member signature ‘\l\‘\‘ 1'eN (\‘Y)SS»\ Date signad (dd/mmmiyyyy) (o f ia/doi

10 Mailing instructions  Plan Member Administration
Manulife Financial
PO BOX 11006, STN CENTRE-VILLE
MONTREAL QC H3C 478
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Q} Cb Praduced on: MAR 21 2017 ~
NISHNAWBE-ASKI LEGAL SE ES CORPORATION ]

Print This Page

Revise Employee - Confirmation

Policy: 106790
Employee ID: 169
Effective Date: MAR 21 2017

The following enrollment information for HEATHER NAPASH has been successfully updated.
Employee Information:
Earnings/Frequency: $45,000.00 Annually

If an "Employee Change Form" was completed for reasons other than a beneficiary change, keep the original signed form in a secure
location. It may be required to support future benefit payments under your plan.

if the "Employee Change Form" includes a change in beneficiary the form must be signed and dated in ink and mailed to Great-West's
Head Office. It may be required to support future benefit payments under your plan.

If the Beneficiary Informafion maintained on Great-West's system differs from the "Application for Group Coverage Form" or "Employee
Change Form", the information on the forms will prevail.

I Retum to Maintain/lnquire on Employee, Page_,]

[ Retum to Enmliment Home Page I

1 View In-Force Premium and Taxes 1

{Help ]

This site contains confidential information. It is intended for plan administration purposes anly and may be viewed only by authorized personnel,
For inquiries on GroupNet, email us at GROUPNET Help Desk or call 1-800-665-2648,

® The Great-West Life Assurance Company 1998 - 2017

Privacy Policy | Legal | Internet Security | Accessibilty




BENEFIT

BASIC EMPLOYEE LIFE

BASIC DEPENDENT LIFE

ACCIDENTAL DEATH AND DISMEMBERMENT (AD&D}
SHORT TERM DISABILITY

LONG TERM DISABILITY

CRITICAL ILLNESS

HEALTHCARE

CONTACT - EMPLOYEE ASSISTANCE PROGRAM

This summary is not a legal document and is subject to change.

PRINTED ON: AUGUST 20, 2014

HEATHER NAPASH

PLAN:
ID:
DIVISION:

COVERAGE

$ 103,000
INCLUDED

% 103,000
$ 495
$ 2,145
$ 30,000
FAMILY

FAMILY

PLEASE TURN OVER

106790

169
1

MAXIMUM PER WEEK

MAXIMUM PER MONTH

1 there is a difference between this summary and the provisions
of the group policy, employee application form or change form, the forms and policy provisions will prevail. For more detailed
information, please refer to your benefits booklet. If you find a discrepancy in this summary, please contact your plan
administrator.

Great-West Life
assussnce (G COMPANT
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BENEFICIARIES

REVOCABLE
NAMED BENEFICIARY RELATIONSHIP BENEFICIARY
JESSIE C MATTINAS PARENT YES

SCANNED
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-~ T THE

) éreat-West Life APPLICATION FOR GROUP COVERAGE For Gk Hoad Offico Use Only

GWL Certiticate Number
ASSURANCE G_M.‘ COMPANY

Please print cleariy and complete both sides of this form, in INK. Section 1 is to be completed by the plan administrator and
sections 2 through 7 are to be completed by the plan member.

1. Plan Sponsor Plan number: /0é 7?0 Division number: Benefit class:
Section Plan sponsor: AY/SH AL BE ~ 45T L@»‘f’(_ -@QWCES' Cofpomﬁf\f
This section is 1o be
complated by the plan Plan member ID; Cost centre (if applicable):

dminisiraior Date of full-time employment: Month Oé Day 0 ;? Year «Q 0/ y

Plezse note the policy waiting

fod will b tied to the ) ' - 7L- . o
2;;;19 (;at:o?';‘:n;oy;em‘ Ocgupation: Ag’ﬂlm . &szsaé’ﬂ Earnings: $ / é SO per Dyear OOmonth [T week Iﬁﬂur

Plan member province of residence: ONT . Plan member province of employment: _ CIAT .
2. Plan Member Plan member name (pﬁnl):\ﬁﬂ?(}&\-\ \ﬁ?&-&\n@\” N
Information last nane first name middle jnitial
This section |8 1o be Gender: [ Male © Female Date of birth: Month \Q Day A\ Year R‘% 5
cﬂmptf,eied by the plan Plan member mailing address:
member. * L)
Ploase print clearly, b1 INK Street address: A& \Z\'@(\S\T\g}ﬁ(\ Dove
edse prini cleal . -
! City: Vwaoded &QL4 Province: Oty 0O Postal code: 2\ &Q\'—\~
Do you have a spouse {marrfed, common-law or civil union spouse)? [T ves E No

Do you have dependant children, including full time students or disabled adulis? Kl ves O No
How many dependants in total, including spouse?

&«

Refusal of Benefits Note: Heallh and/or dental coverage can only be refused if you andfor your dependants are covered by duplicate group
. s benedits through your spouse's employer,

This section is to be

completed by the plan 1 understand the plan of group benefits offered to me, but | decline to participate in:

member. Healthcare for O myself and my dependants [ my dependants only

g:gf;: ';:::Ti::‘:ﬁsfzzecm"s Dentalcare for O myself and my dependants [ my dependants only

initialed. . )

Spousal insurer's name: Plan number;

If you lose spousal coverage you must apply for coverage within 31 days of loss of such coverage. If you do
not apply within 31 days you and your dependants may be required to provide proof of insurahility acceptable
to Great-West Life to be cavered. If you are approved, coverage for dental benefits may be limited.

Please see your plan administrator for details.

b

Benefictary Designation

This section Is to be completed by the plan member.
This section rest be completed 1o designate a beneficiary for your life berefits, if applicable.
The original of this form will be required for a life claim. Crossed out beneficiary designations must be initialed. Please print clearly In INK.

. Percent Date of birth Relationshi
Beneficiary's name(s) allocated  month/dayfyear  to plan member
last name HC[‘(\'\ OGS first name ,_YESSS 1€ middle initial g ; l O! jZD ? ——DDQ\‘E\M
last pame first name middle initial
last name first name middle initial
To be divided as follows: E] As per the percentages indicated above, or

I n equat shares to the survivor(s)
*You may change this beneficiary designation at any time upon notice to Great-West Life. If you wish to make the beneficiary designation imevocable (meaning
you may not change the designation or make certain changes 1o your coverage under the plan without the wrilten consent of the beneficiary} please complete
form M Bl e e
Note; ‘Where Quetiec law-applies and;you have designated you
ble unless you check the box marked ¥Revocable”, beloy

r marded spouse or civil. unioh spduse as beneficiary, the" designation will be

STt o e |

Irevoreabl v; . ., ]
T T e T ‘ il T, LT S By N

I heyeby make the above beneficlary designatioh: - <. > P

: B4 Revocable, | may clhiange this beneficiary desighation gt any time. - : e |

For Quebec Applicants Cnly - Benefits payable under this plan to & beneficiary who, at the time payment is 1o be made, is a minor or lacks legal capacity,
will be paid to his/er tutor(s), unless a valid trust has been established for the benefit of the beneficiary, by Will or by separate confract, to receive any such
payment and Gireat-West Life has been provided notice of the trust. If a valid trust has already been established, designale the trust as the beneficlary in
this section. Before designating a trust, you should seek legal advice,

For All Other Applicants - If designating a beneficiary who is a minor or who lacks legal capacity you may wish to appoint a trustee/administrator by
completing form #M6242 BIL. This appointment may not be suitable for all purposes. Before designating a trust, you should seek legal advice.
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. | L

To be completed by the plan administrator

; _ _ ; ¥ vl 2 s
Plan number: /pé’ 7?0 Plan member name: A’/g/r’/ﬂf""ée /’klé/f Z‘f":ﬁ-/‘p Lo Plan member ID:

5. Dependant Information

This section is to be completed by the plan member.
Complete this section if the plan includes health and/or dental coverage and you have not refused such coverage for your dependants in section 3.
If there are more than four dependants, please attach a separate list. Please print clearly, in INK.

Spouse Information What group benefits coverage does your spouse have through his/her
employer?
HEALTHCARE DENTALCARE VISIONCARE
last name first name middle initial Single Family Waived None | Single Family Waived None | Single Family Waived None
Date of birth (month/day/year) Gender O 0O O oo ad O 0O O a4 O Od
Male Female Where applicable, benefit payments will be coordinated between this plan and your spouse’s plan.
| O
n rmati Full time Disabled
Date of birth Gender student dependant
month/day/year Male Female Yes Yes
oSN Auder Q D&D_L\ﬂ_[&ib‘-‘ 7 O O O
last name ' first name middle initial .
TharnSam Yoxona, B A/WBawe o & o o
last name ¢ first name middle initial
Thomesan Aowiin, e Wid/ane f o o O
lastname % first name middle initial
O O O O
last name first name middle initial
6. Privac Protecting Your Personal Information
* y At The Great-West Life Assurance Company, we recognize and respect the importance of privacy. When you
This section explains apply for coverage, we establish a confidential file that contains your personal information. This file is kept in the
Great-West Life's offices of Great-West Life or the offices of an organization authorized by Great-West Life. You may exercise certain

Sosamitent 10 privacy. rights of access and rectification with respect to the personal information in your file by sending a request in writing to

Great-West Life. Great-West Life may use service providers located within or outside Canada. We limit access to
personal information in your file to Great-West Life staff or persons authorized by Great-West Life who require it to
perform their duties, to persons to whom you have granted access, and to persons authorized by law. Your personal
information may be subject to disclosure to those authorized under applicable law within or outside Canada. Personal
information that we collect will be used for the purposes of determining your eligibility for coverage and administering the
group benefits plan. This includes investigating and assessing claims, and creating and maintaining records concerning
our relationship. For a copy of our Privacy Guidelines, or if you have questions about our personal information policies
and practices (including with respect to service providers), write to Great-West Life's Chief Compliance Officer or refer
fo i 2

7. Authorizations and | hereby apply for coverage under the group benefits plan issued by Great-West Life.

Declarations | have read and understand and agree with the contents of the section entitled “Protecting Your Personal

- ) ) Information” on this form.
This section must be signed

and dated in INK by the plan | authorize:
member. . my plan sponsor to deduct from my pay and remit to Great-West Life the plan member contributions required
under the plan, if applicable;

. Great-West Life to use my social insurance number for tax reporting purposes and as an identification number
where it is required in the administration of the plan;

. Great-West Life, any healthcare provider, my plan administrator, other insurance or reinsurance companies,
administrators of government benefits or other benefits programs, other organizations, or service providers
working with Great-West Life to exchange personal information, when necessary to determine my eligibility for
coverage and to administer the plan.

If applying for coverage for my spouse and/or dependants, | confirm that | am authorized to act on their behalf.
| agree that a photocopy or electronic copy of this Authorizations and Declarations section is as valid as the original.
| certify that the information given is true, correct and complete to the best of my knowledge.

For Quebec applicants: | request that this form be in English.
Je demande que ce formulaire me soit remis en anglais.
Plan member signature: BA-\ O\ [m’,"\ Date: /
v !
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