A0 INDING PHYSICIAN'S INITIAL STATE ENT

DISABILITY INCOME BENEFITS
50084928 : -
e aken from your chart The patient is

John=on, Chantelle M.

This is =

355 Adelaide 3t Apt 508 ~ i
respons " der Bay 22-May-1882 F sompletion.
ON 807-245-2934
Name o poa 7xa 1554 267 551 Xv--D-#
Name o _Group Plan #

| hereby authorize the release of any information reguested on this form to The Great-West
Life Assurance Company or any of its agents.
Date:_ L e (¥ /OT Signature of Patient,_g- (—),S)——‘\

- = S

1. History
Date symptoms first appeared or accident happened Year Oq Month_Ef_Ex Day. L"

Has patient ever had the same or similar condition? [Ives B’No

If yes, please specify diagnosis and dates of treatment

Please attach a copy of your clinical notes relating to this period of disability.

2. Diagnosis (including any complications)

Primary. NATVARY / Meue N0 o )—Gwsg PRer. Sqe@ms .

Secondary.
Subjective Symptoms: NeCle + BREL PRI

Objective signs fincluding results of current X-rays, blood pressure, ia' ¥
datz and any relevant ciinical findings): p

% geqe —

3. Current Height MDA Current Weight N]A.
In your opinion, when did the patient's condition first prevent him/her from working?

YsarO(LMonth y Day LI’

5. Treatment
What is the current treatment regimen? (drug dosage, physio, other and progress)
- Vs fcs_
= Pursoaigenty
- Mg 1. O ’F;.?QOQUL- Lovwvy BN,
- ¢mnoces Q Q'\O(\?m -

Piease indicate all dates of visits for the current condition:

Month [Year| 1] 2| 3| 4| 5|6 7|8|9[10{11[12]13|14[15[16[17 181920'2122232425261272829 30]31

Z.oAl X XLl _

Year Month

i 0425 1E
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7. Is'the condition due 1o injury or sicknass arising out of the patient's employment?-

D Yas IZNO "y

If yes, has your office filad a claim for this condition with the Workers' Compensation Board

on behalf of your patient? | |Yes [ ]No -
8. Please indicate your patient's currant physical abilities:

MSedentary Duties: require mainly sitting, occasional walking and standing, and possible
iifting of 5 kg or less.

[] Light Duties: requira'fréquent handling loads of up to 5 kg, sometimes up to 11 kg,
may require frequent walking or standing, or sitting with a degree of

pushing and pulling of arm and/or leg controls.

[ IMedium Duties:  require frequent handling of loads up to 11 kg, somstimes up to, 23 kg
Frequent lifting, carrying, pushing or pulling may alsc be required.

] Heavy Duties: require frequent handiing of loads up to 23 kg, sometimes up 1o 45 kg

List physical restrictions and tolsrances:
in your opinion, what is the earliest date your patient will be able to return fo work?

&¢ Year 81 Month 3 Day
If the previous job could be modified, when could rehabilitation employmsent commance?

Year 61 Month 3 Day
8. Please provide the names of other physicians who have been/will be involved in assessing the

meadical problems; aw avaliable consultation reports.
/ /-.

10. Hospitalization if applicable is illnass or injury
Date of in—patient admisSion.  Year. Monti Day

Date of disc! : Year Month Day
Date p#But—patient freatment Year. }#/ Day
ame of hospital:

11. Surgery
Surgical procedure

Date of sur Year. Month Day
Name of surgson:
12 would appreciate any additional comments that would help us to better understand your
patient and his or har condition.
Paviert Sewt S mAy Atz mer  @Tko 23270
T

Name of Physician {piease print) e KR NOZIRSC

Specialty .

Telephons # 57-3ML —10OG Fax #: 40620 C:

Address (number, street, city, province & postal cods}:

M. Coorts ST Tyopose BRY __Opy PR~
Physician's signature ; '/ '/ A / / Date

{ S L

77 fib i fsg
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How to 'submit z claim
for Disability Benefits

This guide contains the forms you need 1o apply for disability bensfits and some important

information about the claim process.

These forms should be submitted within five days of the onsst of your disability. Your
notice form, and any othsr correspondence you may wish to provide about your claim, may
be submitted to your employer or to the Grea —Wast Life disability management services
office assigned to assess your claim. Should you wish to submit your notice form directly
fo Great—West Lifs, please contact your employer for the appropriate mailing addreass.

1. Notice of Claim

The Notice of Claim asks general information about you, your job.
disability. Piease complste all questions on this form and be sure

Policy Number.

to include your Group

2. Authorization Request

We naed your permission to obtain information that will haip us assess your claim. By
signing this authorization request, you give Great—West Life psrmission o obtain this
information from your doctor, your employsr, other insurers and hospitals where you

recsived treatmant

3. Attending Physician's Raport

Ask your doctor to complate this form.

WHAT YOU SHOULD KNOW ABOUT THE CLAIM PROCESS

Emplovar's Statemant

rom your employer confirming the

Before we can assess your claim, we need 2 statement f
We have asked your employer fo

date your insurance began, your job duties and earnings.
supply this information directly to us.

Claim Asssssmen:

We will assess your claim as soon as we racaive these compistad forms from you, your
doctor and your employer.

We will notify you promptly if you are sligible far disability bensfits and explain any
fimitations that may apply. It bensfits are not approved, Great—West Life will explain the
reasons for denial,

Miedical information

You are responsible for providing medical proof that you ars entitled to racsive disability
benefits. This information must be supplied by your octor who may charge a fes for
praparing it When Great—Waest Life requests information directly, a correspondence fee

will be offered. You are responsible for paying any fess for information you reguest

Miedical Coordination/Vocsational Rahabiiitation

A Madical Coordinator or Vocational Rehabilitation Consultant may contact you during the
course of your disability to help you develop a return—to—work plan.

and the nature of your_

it covers general information on your condition.

B42Z51A
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AUTHORIZATION REQUEST

in connsction with your claim for bensfits, a file will be set up by The Great—West Life
Assurance Company. Employaes or-agents of The Great—West Life Assurance Company will
have access to your file, and will request information required to investigate your claim. As
part of your claim for benefits, The Great—West Life Assurance Company may provide
rehabilitative services, which may inciude coordinating return to work planning with your

smployer. The Great—West Life-Assurance Company an
information related to you in order to facliitate these rehabilitative services.

To assist The Graat—Waest Life Assurance Company with your claim for benefits, you must sign
the following authorization before benefits can be considerad.

| hereby authorize and direct any physician, dentist, madical or non-medical practifionar,
hospital, clinic, pharmacy or other medical or medically—relatad facility, insurance company, ar
other organization, institution or person, inciuding my smployer, that has any records or
information related to me, to give to The Great—West Life Assurance Company or its agent any

such information for the purpose of assessing my claim.

| aiso authorize The Great—West Life Assurance Company to relsase information ic any insurer
or bensfits administrator, including administrators of government bensfits.

| also authorize The Great—Waest Life Assurance Company to reiease any information io my
amployer for the purpose of discussing return o work planning.

Occasionally, an smploysr, or an agent engaged by an employer, will ask to audit thair
employses’ disability claim files o ensure the efficient assessment of the claims. For audit

purposes, | authorize my smployer, or an agent of my emiployer to conduct an audit of my

claim, if such an audit is approved by The Great—Wast Life Assurance Company.

This authorization shall remain valid for the duration of my claim for benefits or unfil otharwiss
revoked by me. A reproduction of this authorization shall be as valid as the original.

d your employer will nesd fo exchange |

Print Name Signature

Date

Telsphone Number

04251D
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NOTICE OF CLAIM
ldantification

1.

Empioyer information
1.

2,

Cizim Information
1.
2.

Aye wewe o a L E ISR T - -

MmO Mrs I:! Ms.

Your Name: First l'ﬁitial Last
Address: Strest & Numiber i

P.O. Box . .

City _ _Province. o Postal Code
Telephone Number: ‘Home (____ T Work ( )

Your Employes Identification Number. _
Your Identification number must be completed. If unknown, please chack with your employer:

Social insurance Number:

| authorize the use of my Social Insurance Numbsr only for income 1ax reporting purposes
and as an identification number when required in administering my bensfits.

Emploves's Signaiure
Date of Birth: Year Month Day.
Current Height Current Waight

Your Employer's Name:

Address: Strest & Number.
City Province Postal Code

Telephone Numbsr { }

Group Policy Number.
Policy number must be completed. I unknown, pisase check with your employaer.

What is the nature of your condition?,

If disability is dus to an accident, give date accident occurred: Ysar Mionti Day

Whars and how did it ocour?.

Was the accident work—rsiated? [ lves [Ino
If work—reiated, have you filed a claim with the Workers' Compensation Board? [ 1Yes[INo

If yes, please provide Workers' Compensation Claim Number and contact phone number.

From what date has your disability continuously preventad you from performing your regular

work? Year Monti Day
Have you parformed any othar work since that date? [ JYes [ No

If yes, describe
Are you able to do any other work? [JYes [ No

If yes, describs
Pisase provide the namsis) and telsphone numbaris) of your attsnding physicianis).

042518
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Financial
1. Have you appliad for, or are you recsiving the following:

{ have Applied [ am Recaiving
o Yes No  Yes No  Amount

Canada Pension Plan/Quebsc Pension Plan Bensfits [l
Woarkers' Compensation Board Benafits
Automobile Insurance Bensfits

El Benefits

Any other Disability Bansfits

Any other income

cooooono
ooooonon

Loooon
O000000

Self Employment Income

For the duration of your claim for bensfits, it is your responsibility to notify
Graat=-Wast Life of:

o any work parformed, whsther or not you have recaived & wage of remunaration

» any smpioyment income paid to you or any othar person or party as a result of
waork performed by you.

2. Do you have Individual Disability or Life Insurance Coverags with Great—Wast Lif
[JYes [INo If so, plsase provide your policy number.

Ba?

IF YOU ARE RECEIVING ANY OF THE ABOVE, PLEASE SUPPLY
COPIES OF THE INITIAL BENEFIT STATEMENTS.

Date: Signature:

DIRECT DEPOSIT AUTHORIZATION

You can have your disabiiity bensfit payment cheques automatically dsposited to your bank
account with Electronic Funds Transfer {EFT) from Graat—-Waest Life.

# Ejgctronic Funds Transfer, please il in the information beiow.

If you'd iike to take advantage o
sample chaque marked

hi’ é?u'd like deposits mads to your chaguing account, please attach 2
L Dfl'

plsass deposit my disability payments fo the following account

Effactive _
{date)

[ Savings Account only, (pieass consult your bank for proper bank identification nol
[J Cheguing Account, (pleass attach sample chagque marked "VOID')

PLEASE PRINT
ACCOUNT NO.

NAME OF BANK, TRUST CO., CRERIT UNION, ETC. BANK NO. TRANSIT NO.

BRANCH ADDRESS NANE IN WHICH ACCOUNT 1S HELD -

CITY OR TOWN & PROVINCE POSTAL CODE

DATE SIGNATURE OF CLABANT
NOTE; FOR INSTITUTIONS WITHIN CANADA ONLY -

D&251C
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Attention Patient and Pharmacist: This Prescription

cannat be renewed by fax or felephone when expired
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¥ This prescription maype papgale

NP _ 1]
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' Great-West Life AIQICATION FOR GROUP COV@AGE
ASSURANCE (G COMFANY (PLEASE PRINT)
TOBE COMPLETED BY THEPLAN ADMINISTRTOR '

Policy #: / D!Q 1 10 Division #: Benefit Class: Employee LD. (if applicable)
Company Name: f\) 15 HNIR_LORE - A&JQ Lé('-:[:Q\ 2 SO CES CC)IQICO VAT O

Eligible Date of Employment / Date of Full-Time Employment: Month( _)QT Day ﬁ_ Yearca_ooj‘

Occupation Aseierany To SPGCJ AL [ASTECTS Eamings:$ S7 50000 per  [X] Year [] Month L] Week
Province of Residence: SONMY Province of Employment: _ 2y &

EMPLOYEE INFORMATION -
Full Name {print): Last: \EHY\S(\Y\ First: C/HL‘\V\Té-’l L&

Birthdate: Month_D'S Day Az~ Year 32 Gender: || Male [} Female

Employee’s Mailing Address: qt" }af e OT ] NLUWOER @ R Ny PTA S’&l
Street Address City Province Postal Code
Do you have dependants? O ves [ No # of dependants__ €.y o D

Do you have a spous€/common-law spouse? K] ves [J No

If “Yes™ to either of the above questions, complete the dependant information on the reverse of this page.

WAIVER OF GROUPHEAYTH ANIYOR DENTAL COVERAGE
*NOTE: Coverage can only be waived, if you and/or your dependants are covered by a spousal plan.

I understand the group insurance plan offered to me, but I DECLINE 1o participate in:
Healthcare for: [ 1 myself and my dependants 4 my dependants only Spouse’s “Other Insurer”

Dentalcare for: [ myself and my dependants L] my dependants only Spouse’s Policy Number

If you lose spousal coverage you must apply for coverage within 31 days of loss. If you do not apply within 31 days you will have to
provide proof of your insurability to be covered. When you are approved, dental benefits, if applicable, will be limited in the first two
years of coverage.

BENEEICIARY DESIGNATION
Beneficiary’s Name (First Name, Last Name) n\\*‘\ﬁ.@m@.& T '\Dnhc)}“\u €. Relationship to Employee IS

You are responsible to ensure the beneficiary designation is complete. An irrevocable beneficiary designation cannot

NOTE: Where Quebec law applies, a spouse beneficiary is irrevocable unless be changed without the written consent of the
you make the designation revocable, irrevocable beneficiary. A revocable beneficiary

. . designation can be changed at any time without
I hereby make the designation: [] Revocable [] Irrevocable c onsgent of the rcvocablcgbeneﬁ cigry.

TRUSTEE _CLAUSE: If appointing a minor beneficiary, you may wish to complete this Trustee Clause.

I hereby nominate and appoint the following trustee to receive and disburse any moneys payable under the group policy to my
beneficiary(ies) during minority, and any payments made to this trustee will release THE GREAT-WEST LIFE ASSURANCE

COMPANY of any further liability.
Trustee’s Name (First Name, Last Name) Relationship to Employee

AUTHORIZATIONS AND DECLARATIONS °

Protecting Your Personal Information At Great-West, we recognize and respect every individual's right to privacy. When you apply for coverage, we
establish a canfidential file that is kept in the offices of Great-West or the offices of an organization authorized by Great-West. We fimit access to information
in your file lo Great-West staff or persons authorized by Great-West who require it to perform their duties, to persons to whom you have granted access,
and to persons authorized by law. We use the information to determine your eligibility for coverage and to administer the group benefit plan,

1 apply for coverage under the group benefit plan issued by The Great-West Life Assurance Company (*Great-West”).

1 authorize:

» my employer or plan sponsor to deduct from my pay and remit to Great-West any contributions required under the group benefit plan;

= Great-West to use my Social Insurance Number to administer my coverage and benefits under the group benefit plan;

» Greai-West, any healthcare provider, my plan administrator, other insurance companies, or benefit service providers working with Great-West to
exchange information, when necessary to determine my eligibility for coverage and to administer the group benefit ptan.

If applying for coverage for my spouse and/or dependents, | confirm that 1 am authorized to act on their behalf.

I confirm that a photocopy or electronic copy of this autharization is as valid as the original.

[For Quebec Applicants: 1 request that all communication and documents be in English. Je demande & ce que toute communication me soit

remise en anglais.]

| certify that the information given is true, correct and complete to the best of my knowladge.
O 9@- S e 4, oo+
_OEmployee’s signature ' Dhte
Me108-4/02 SEE REVERSE
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¥ P;JIicy # 10LTI0 O Employee Name: CH H; TELL & JOH NSO

SPOUSE INFORMATION:
First Name:/f%fZO(")}f_ Last Name: | DAINVILLE Gender: k] Male [0 Female

Date of Birth: Month\_LM‘ Day 3 0 Year 7 Cf

Indicate your spouse’s coverage with their emaployer: Health: [0 Single [ Family [ Waived [X None
Dental: [ Single [ Family [0 Waived [4 None
Vision: [0 Single [ Family [0 Waived [ None

OTHER DEPENDANT INFORMATION:

First Name: Last Name: Gender: [ Male [ Female
Disabled? [ Yes [J No Birthdate: Month Day Year Student? [ Yes [ No
First Name: Last Name: Gender: [ Male [J Female
Disabled? [ Yes [J No Birthdate: Month Day Year Student? [ Yes [J No
First Name: Last Name: Gender: {1 Male [l Female
Disabled? [ Yes [i No Birthdate: Month Day Year Student? [J Yes [J No
First Name: Last Name: Gender: [0 Male [J Female
Disabled? [J Yes OJ No Birthdate: Month Day Year Student? [1 Yes ©1] No
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Great-WestLife . DUPNET GROUP COVERAC
e CHANGE FORM

Please print clearly and complete both sides of this form, in INK. Sections 1 & 2 are to be completed by the plan administrator and
sections 3 through 11'are to be completed by the plan member, for applicable changes. The plan administrator should keep a copy
of the completed form for their records and send the original 1o The Great-West Life Assurance Company.

For GWL Head Office Use Only
.~ GWL Certificate Number. -

Plan number: f O LO q C’{(ﬁf Division\number: OO0 !
Plan sponsor: - bYS‘k\ Oki S@v\) 17=% G)v'lﬁl)(ﬂb‘a"\

Flan member name: ~ OSSO W CNAST e (€ Plan member |D: 1o1.
last name first name middle initial

Plan member returned to work on:  Month Day Year

Reason for reinstatement (E.g., return from leave of absence, return from lay-off)

Note: Health and/or dental coverage can only be refused if you and/or your dependants are covered by duplicate
group benefits through your spouse’s employer.

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

Healthcare for O mysslt and my dependants O my dependants only

Dentalcare for O myself and my dependants (O my dependants only

Spousal insurer's name: Plan number:

Effective date of change: Month Day Year

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
Insurability acceptable to Great-West Life to be covered. If you are approved, coverage for dental
benefits may be limited.

Please see your plan administrator for detalls.

You may apply to be enrolled for group coverage if your spouse has lost group benefits coverage through his/her employer.

Effective date of loss of coverage through spousal plan: Month Day Year
Indicate the benefit(s) no longer covered under the spousal plan:
O Healthcare O Dentalcare

Effective date of change: Month Day Year
To: Q Single coverage O Family coverage
Reason: O Birth of child O Divorce O Marriage O Cohabitation Date of marriage/cohabitation: Month Day Year
QO Other (please specify)
m s . :V;:Itogzgp benefits coverage does your spouse have through his/her
@ O O Mhawviue \2)3 oolC HEALTHCARE DENTALCARE VISIONCARE
lastiname firstname middle initial | gingle Fe!nyv Walved None | Single Famiy Waived None | Single Waived None
Date of birth  (month/day/year) Gender 0o O 0 0|0 ® 0 O]0 O O
1939 /C){//C:{Q Mge(» Fega'a Where applicable, benefit payments will be coordinated between this plan and your spouse’s plan,
i Date of birth Gender  Full time Disabled
Add Change Delete ; ik month/day/year Male Female student dependant
i WSRO O Yes Yes
® o O DALE AR CHloslso © BB o
last name lirst name middle Initial
@10 =@ DS @) O
last name lirst name middle Initial
& L JEs ) i Q. O 0]
last name first name middle initial
& RS o @ Q) O O
last name lirst name middie initial
CONTINUE ON REVERSE SIDE Page 1 of 2
M6109(GN)-4/07 ©The Great-West Life Assurance Company (“Great-Wast Life"), all rights reserved. Any modification

of this document without the express written consent of Great-West Life is strictly prohibited.




‘ o
To be compleled by the plan administrator
Plan number: Plan member name: Plan member ID:
6. Plan Member Name From: To:
Changa last name first name middle initial last name lirst name middle initial
i Beneficiary Designation
7. g::Iegfli::tal?n Change I hereby revoke all previous beneficiary designations and deslgngte thai following asnb?q?ﬂcfﬁry(les):
I ations
This section must be completed Beneficiary's name(s) allgtfaetgd to p?an memﬁer
lo change the designated bene-
ficiary or beneficiaries for your lasl name first name middle initial
life benefits.
The original of this form will last name first name middle initial
be required for a life claim,
Crossed out beneficiary des- last name first name middle initial

Ignations must be initialed.
Please print clearly, in INK.

To be divided as follows: O As per the percentages indicated above, or
- QO In equal 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 irrevocable (meaning you may not change the designation or make certain changes to your
coverage under the plan without the written consent of the beneficiary) please complete form #M6348 BIL.
Note: Where Quebec law applies and you have designated your married spouse or civil union spouse as
beneficiary, the designation will be irrevocable unless you check the circle marked “Revocable”, below,

I hereby make the above beneficlary designation;

O Revocable, | may change this beneficiary designation at any time
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.
if you are designating a trustee/administrator, we recommend you consult with a legal advisor, and
with any proposed trustee/administrator.

Current Beneficiary

From: To:
Name Change last name first name middle initial last name first name middle initial
Complete if a current benaticiary )
has had a legal change of name. Relationship to plan member:
9. Opting Out of all Opting out of all group benefits - for non-compulsory plans only.
Group Benefits O 1 understand the group benefits plan offered to me, but I decline to participate.
I at any time in the future you wish to join the group benefits plan, you and your dependants will have to provide
You may opt °:r“ ot.your Uprf proof of insurability acceptable to Great-West Life to be covered. If approved, dental benefits, if applicable, may
::ﬂf:‘mw“’"’mmﬂe S be limited.
¥ Effective date: Month Day Year
Please see your plan administrator for details.
10. Privacy Protecting Your Personal Information
At The Great-West Life Assurance Company (Great-West Life), we recognize and respect the importance of
This section explains privacy. When you apply for coverage, we establish a confidential file that contains your personal information. This
Great-West Life's commitment file is kept in the offices of Great-West Life or the offices of an organization authorized by Great-West Life. You
to privacy. may exercise certain rights of access and rectification with respect to the personal information in your file by
sending a request in writing to Great-Wast 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 1o 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. We collect, use and disclose the personal information
to determine your eligibility for coverage, and to administer the plan, including invesfigating and assessing claims,
and crealing and maintaining records concerning our relationship.
11. Authorizations Authorizations and Declarations

and Declarations

This section must be signed
and dated in INK by the plan
member.

I hereby apply for coverage under the group benelits plan issued by Great-West Life.

| authorize:

* 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;

*  Greal-West Life, any healthcare provider, my plan administrator, other insurance of 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 delermine 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: Date:

Plan administrator signature;

Date: Page 2 of 2

‘.’H*-e | & /j (,‘-"3/// .5
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1 Manulife Group Benefits

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 MNJi< . —
statement Plan sponsor name et Plan contract number

Billing division Account/Division number Plan member's certificate number

Dayouwantibe wailig petiodadded e e date? OVes Oifiol  Pemasentiire gt ddimmminsyico) O 1O

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

?Occupahon %&8& Class A" HoursworkedMeek%sS Salary § L!(Ojaz [ F"’q“e“w_'A_

| cartify that the plan member listed below Is actively at
a normal work schadule of at least tha set minimum hoyre

=] at

elr usual place of employmenl in Canada. Actively al work means the plan member works
e-stated in the plan contract over a 52 week period including paid vacation.

Plan administrator signature Date (dd/mmmiyyyy) &Y / DEL @9’(4’ :
Is avidence of insurability reglired? (OYes (ONo (in order to determine if evidence of insurabliity is required, please refer to
your contract.)
If yes, please complete farm GLOOCAE and send to Manulife for processing,
2 Plan member : se
information Plan member's last name __« JOWNT— 1Y Firstname _ (CHANTELLC
Date of birth {dd/mmm/yyyy) _&_&M Gender (OMale (RFemale Province of residence __( N
To be completed by
employee Language .3 English ( French Do you have a spouse? {married, common law or civil union?) O Yes O No
3 Plan member . =
addrons Address (number, street, apt.) _ S{ @} HOoOSon) e
cty T RONQOEe. A Province_ (3 N\ Postal code_ & 1R} 35

4 For Quebec residents (age 65 or over) Are you participating In the RAMQ drug plan? (OYes (ONo

5 Application for Some plans allow refusal of certain benefits if the plan member has coverage under thelr spouse's plan. If you wish 1o add coverage at

coverage a later date, you may reapply for these benefits at which time salisfactory 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
(O Myself and 1 dependant (child or spouse) (O Myself and 1 dependant (child or spouse)
-g Myself and 2 or more dependants (spouse and children) Q’ Myself and 2 or more dependants (spouse and children)
(O None, because my spause 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 details.

6 Coordination

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? @Yes O No
If yes, please provide the following details: Namea of other insurer _&@zﬁ'\' wesy e

Insured's tast name _ N\ (AU LT Firstname __{R€.cx 1€ Date of birth (dd/mmmiyyyy) ,59_,[@2/_:}_:}
Effective date of covarage (dd/mmm/yyyy) tdentification/certificate number __ BB 000000219 Policy number __ | 5 (,% oY

Please Indicata type of coveraga under other plan: Extended Health Benefits Dental Care
(O Single O single
In cases where the Information is not complete a O Couple O Couple
default velue will be applied.
PP & Family 53" Family
() None (O None

Continued on the next page
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7 Dependant ooy ing following seclion I the plan includes health ndicr dental covaraga and you have nol refuged benafits for your dependants
information  1n Section & Applicalion for coverage.

Spouse Lastname N W UL E First name E}'_@mlg_ Date of birth (dd/mmmifyyyy} ,Tiolggg[ 3

If thare ks not enough

room to st your Gender SfMala OFemale  If common law, please provide the effective date of cohabitatlon {ddfmmmlyyyy)
dependants, atlach i

defalls on a separate " Toapply for over-age disabled dependant coverage, please tomplate form GLO514E,

sheet. Gender Over-age Over-age
Last neme Flrst name Date of birth (ddimmmfyyyy) Male Famale sluder?t d]sable?d
dependani**
MEROLE TTRASTA N i5lo/aotd & O O O
A AY- TN S N MW Guonn oDloAal e O §C O O
O O O O
O O O O

8 Direct deposit !
P Transit number CiA4Ad
Complele the following

sectionlfyouwould Institution number ___ X5 l Vel
i

like to sign up for direct *0pe KoLER E-gligi: 000 Lim003 b e
deposit of your claim ﬁﬁa (e LI ! ] I,

ayments, Bank acoount number Transli number  Institulion number  Account number
paym

Electronic clalnt By providing vaur email address, you will recaive an Invitation to reglstar far an online member account.

statement
Work emall address _%&Q@mn%iﬂﬁ\ Personal emall address

8 Authorization and cansent

| hereby apply for coverage (*Coveraga”) under the Group Benafits plan Issused to my plan sponsor by Manullfe Financial ("Manullfe®). | yndarstand that
cartaln aspacts of such Coverage may extend to my spouse and eligible depandants (collectively, “Dependants®). Learfify that the Information in this form is
true and complete to the best of iy knowledge. 1 understand that as the applicant, it s my responsibility to ensura that any further verbel or written statement
provided by me, andfor my Bependants, in the futtre [s trite and camplets 1o the best of our knowledge. [acknowledae and gdaree that this Coverage or any
portion of this Covarage, and future clalms thereunder may be danled or terminated as a result of the provision of falsa, Incamplets, or misleading information.
I autharize Manulife to coilect, use, maintaln and disclose personal information relevant to this application (“Information”) for the purposes of Group Benefils
plan administration, audit, assessmeant, Investigation, clalm managentent, underwriting and for determining plan ellgiollily {"Purposes®). Lauthorze any person
or organization with Information, including any medlcal and health professionals, facllities or praviders, professional regulatory bodles, any employer, group '
plan adminlstratar, insurer, investigative agancy, and any adminlstrators of other benefits programs to collect, use, maintaln and exchange this information with
each other and with Manulife, its relnsurers and/or its service providers, for the Purposes. | am aythorized by my Dependants to consant to this Authorization,
on their behalf as if they were signing it themselvas, and o disclose and recalve their Information, for the Purposes. Lautharize my plan sponsor lo make
deductions from my pay for my Group Beneflts plan, If applicable. | autherize the use of my Social Insurance Number (*SIN*) for the purposes of ldentiflcation
and adminlstration, if my SIN is used as my plan member certificate number. | garee a photocopy or electrenic version of this authorlzation (s valld.

If applicable, ] authorize Manulifa fo deposlt all payments ("Paymants") dua to e fram the above referenced Group Benefits policy (*Palicy”), inte the bank
account ("Account”) that | have identlflad on this form. | confirm that this direct bank deposit autharization applies to the financial institution hereln named by
ma and any other financlal institution | choose to nama in the future; and shall remain valld unlil revoked In writlng by me, or my duly autherized representalive,

thal upon the deposit of any Payment(s) into the Account, Manulife Is fully discharged fram any furlher llabiity with respact fo such
Payment{s). Lalso understand and agree that Manullfe may, at any time and without pricr notice, discontipus the direct dapasit of Payment{s), as requastad
herein, and require my personal written endorsement relating to future Payment(s). | alsg hereby acknowledge and agrae that any Payment(s) made by
Manulife into the Account, to which | am not entilled, either by contrast or by law, shall not form part of my prapery, and shall be Immedlately refunded to
Manulife, either by ma or by representatives of my estate.

If applicable, ] authorize Manulife to cormespond with me through the emall addrass identifiad an this farm regarding my Coverage, for the Purposss. L
understand such correspondence may contaln Information; and that the Infarmation Is being sent in a manner that is not guaranteed as a secured means of
communicatlon. ] agree that Manulife is not llable for damages which | may Incur as a result of Interception by a third parly of an email transmission sent by
Manullfe or by me pursuant to this authorization. | agres should the emall address identified on this form change that | am responsible for updating the emall
address mainiained by Manulife. | undarstand that if ] do not wish o recelve emails from Manulife, | can remove my email address enline or by contacting the
Cuslomer Service Cenler.

Lunderstand that any information provided o or collected by Manulife in accordance with this authorization, will be kept In & Group Benefits life, health or
disabllity file. Accass to my Information will be limlted to:

« Manulife employaes, rapresentalives, ralnsurers, and service providers In the performanca of thelr jobs;

« persons to whom ! have granted access; and

« persons authorized by law.
| hava the right ta requast access to the persenal infarmation in my fite, and, where appropilate, to hava any Inaccurate information corrected.

Lacknowledas that mara speciiic detalls regarding how and why Manulifa collects, uses, maintains, and discloses my personal Infermation can be found In
Manulife’s Privacy Policy and Privacy Information Package, avallable at www.manulife.ca/planmamber, or from my Plan Sponsor,

Plan mamber signalure QXF————\ Date signed (ddmmmiyyy) OGliAl ) 3

€ N e ———r AR

10 Mailing Instructions Plan Member Administration
Manulife Financial
PO BOX 11008, STN CENTRE-VILLE
MONTREAL QC H3C 478
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- m Manulife Please see reverse for assistance in completing this form.

Send the completed form to: Plan Member Administration
Manulife Financial
Group Benefits PO BOX 11008, STN CENTRE-VILLE
H = 0 MONTREAL QC H3C 4T8
Beneficiary Designation Fax: 1-877.733.4233
All sections of this page should be completed as It will replace any prior designations.

1 Plan member information

2 Primary beneﬁciary Name of beneficiary (last, first and middle initial) Date of birth (dd/mmm/yyyy) | Relationship to plan member F‘ercenta%eg
o = ' = S A
List all primary beneficiaries for B M / 332 l\\‘) 3A’ D ‘3’3
Baslc Life and/or Baslc Accldenta! Name of beneficiary {last, first and middle Inllaal) Date of birth (dd/mmmlyyyy) | Relationship to plan member qurcenla%: ]
Death. TRistAN €. MAawnue | s foe/acio Sond 33%
Percentages must total 100% to Name of beneficiary (last, first and middle initial) Dals of birth (dd/mmm/yyyy) | Relationship to plan membar |Percentage
be valid. — 24 %3
Milcwoa N Wi Wil ¢ 33
Irrevocability For Quebec resldents only
In Quebec, the designation of your spouse as beneficiary is irrevocable
unless otherwise specified.
If spouse is beneficiary, the designation is:
() Revocable () Irrevocable
3 Optional coverage Name of beneficiary (last, first and middle initial) Date of birth (dd/mmmlyyyy) § Relationship to plan member |Percentage
(if applicable) %
Plan contract numbar Name of beneficlary (last, first and middle initial) Date of birth {dd/mmmiyyyy) | Relationship to plan member |Percentage

%

= ¢ 5 Name of benefici last, first and middie initial Date of birth (dd/mmm/ Relationship to plan member |Percant
List all beneficiaries for Optional ey { inital) ale of birth { ) : i ar
Life andfor Optional Accldental %
Death.

For Quebac residents only
frrevocabllity In Quebec, the designation of your spouse as benefidiary is irrevocable
unless othenwise spacified,
If spouse is baeneficiary, the designation Is:

(O Revocable (O lrrevocable

4 Contingent beneficlary

Name of contingent beneficiary (last, first and middle initial) Date of birth {dd/mmm/yyyy) [} Relationship 1o plan member

Name of contingent beneficlary (last, first and middle initial) Date of birth (dd/mmmiyyyy) [ Relationship to plan member

5 Trustee appointment

. | appoint ‘B@-DC)K_ MAOUILLE as Trustes to receive any amount dus to
Complete if any beneficiary named . == :
Is under the age of majority. any beneficiary under the age of majority (not applicable in Quebec),

6 Declaration and Lhereby revoke any previous beneficlary designations In relation to my foregoing coverage(s) and designate the
authorlzation person(s) named above.
Due to the legal significance of At Manulife Financial, we know thal confidentialily of personal informaticn is important. Any information you provide
a beneficiary appointment this to us will be kept in a Group Life and Health Ben_eﬁts file. Access to your ipfprmalion will be limited to:
designation must be signed and + our employees and service represenlatives in the perfermance of their jobs;
dated to be valid. * persons to whom you have granted access; and
+ persons authorized by law.

A copy, fax, scan or image of tha You have the right to request access to the personal information in your file and, if necessary, correct any inaccurate

beneficlary designation in this form [ Information.

is as valid as the original. Lacknowledge that more detailed information concerning how and why Manulife Financial collects, uses and
discloses my personal information s avallable at www.manulife.ca/planmember, or by requesting a copy from my
plan sponsor.

Plan member signature Date signed (dd/mmmiyyyy)
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Manulife Financial assumes no responsibility for the validily or sufficiency of the content provided by you. The items 'you’
and 'yours’ refer to 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 baneficiaries. Having an up-to-date beneficiary designation will make this possible by listing your primary
and contingent beneficiaries and intended allocations.

Beneficiary: the person, people or entity who will receive any death benefit from the basic or optional coverage you have
selected through your group benefits plan that 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 benefils. If you choose more than one beneficiary,
you will need to indicate what percentage of the banefit you would like each person to receive. When multiple primary
beneficiaries are named, the total of the percentages allocated to each primary beneficiary must add up to 100%.

Contingent: the person, people or entity you designale 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 between 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.
beneficiary is named.

The primary beneficiary dies before you, bul 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 spouse or partnor 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 beneficlary automatically means that he/she is an
irrevocable beneficiary, unless you specify otherwise or divorce.

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

For example, if you choose your spouse or partner to be the designated 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 @ 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, otherwlise 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 alsc 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 cannot consent to a beneficiary change
on behalf of a minor.

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

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

Tutor: a tutor acts like a trustae.
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