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M 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 .
statempent Plan sponsor name Mﬂ.&kﬂﬁs_&lw contract number

Billing division Account/Divigion number Plan member’s certificate number

Do you want the waiting period added to the hire date? OvYes () No Permanent hire date (dd!mmmlmy)@i&ﬁﬁé—ﬂ \ ,

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

O up:aelfi#co(a:\.‘\2 quﬂ%aﬁ ¥ Hours workedMeeg"S Salary 398 Is gw quueﬂcy_'ﬁ

| certify that the plan member listed below is actively at work at
a normal work schedule of at least the sel minimum

eif usual place of employment in Canada. Activaly at work means the plan member works

as slated In the plan contract over a 52 week period Including pald vagn. "
FJ Date (dd/mmm/yyyy) / é&gqé l 'F '

Is evidence of insurability required? (OYes (ONo (in order to determine if evidence of insurability is required, please refer to
your centract.)
If yes, please complete form GLODD4E and send to Manulife for processing.

1 7 .
2 f:;;‘:,nn::tm?‘er Plan member's last name \<ﬁ 51 C k First name 6 h [ , fy
Date of birth (dd/mmm/yyyy) 19 —{ Jb ot l qsszder (O Male O{f Femals Province of residence ( 2 M
To be completed by
employee Language ﬂ English () French Do you have a spouse? (married.r civit union?) WYes (O Neo
3 :(l’adr:g:mber Address (number, street, apt.) _B ox [|H , 105 J_’) €. l—t‘a, Qc[ .
CityBQ_\ M 'efr“t—é) LN Province 9 /\/ Postal code 10(9 ‘/ l C'O

Plan administrator signature

4 For Quebec residents (age 65 or over) Are you participating in the RAMQ drug plan? (OYes (O No
5 Application for goy6 pians afiow refusal of certain bensfits if the plan member has coverage under thelr spouse’s plan. If you wish fo add coverage at
coverage a later date, you may reapply for these benefits at which time salistectory 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
x Myself and 1 dependant (child or s_P_o_us_se) ;3' Myself and 1 dependant (child or spouse)
(O Myself and 2 or more dependants (spouse and children) (O 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? dYas (ONo  Dependant Life may be mandatory. Refer to the policy details.

6 Coordination 1y section (s 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 anolher benefits plan? () Yes ﬁNo
If yes, please provide the following details: Name of other insurer
Insured’s last name First name Date of birth (dd/mmm/yyyy)
Effective date of coverage (dd/mmmiyyyy) Identification/certificate number Palicy number
Please Indicate type of coverage under other plan: Extended Health Benefits Dental Care
O Ssingle O Ssingle
In cases where the information is not complete a
defaull value will be applied. O: Cowple O Couple
(O Famiy O Family
(O None O None

Continued on the next page
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7 Dependant  ¢omniate e following section If ihe plan Includes health andfar dental coverage and you have not refused benefis for yaur depdhdants =
information  JnSecllon 5Ap r!lmlian Tor coverage.
Spouse Last name I\ Y'\ el '{'D Y " Fistname Qgé!f” GLI d Date of blith {dd/mmmfyyyy) 7

E?;rﬁ,iﬁsq%i?omh Gender ﬁ Male (OFemale If common law, please provide the effective date of cohabitation (ddimmmiyyyy) €2 [/ 05 | 95

dependants, attach
deﬁms :n aseparata  "Fo3pply far ovar-age disabled dependent coverage, please cormpleln form GLOSI4E,

shee. Gender Over-age Over-age
Last name First nama Date of birth (dd/mmmiyyyy) Male Femele sludent  disabled
dependant™
" s O O O /Q"
/ / / O O O
- P P o o 0o o
- - - o0 o ©
8 Direct deposit :
P Transit number 5 O 2 37
Complete the fallowing
section ifyouwould [nstifufi b WEMg T — -
like to sigmp for direct nstiaon rumber__C) C) 2_ 2 ,; g ality ::g;_ll__a_am 5_1{.91% oooliemboidile
deposit of your clalm { 2[ ) 2 8 I_'lj: 8 4 4 k [
payments. Bank account Aumber Transit number  Institution number  Account number

Elactronic claim By providing your emait address, you will racelve en Invitation to register for an online member account.
statement k @ } | . .
Wark emall address _5 REESICEN AN cgats O N Cpgrsonal email address ; mai Com

9 Authorization and consent

1 horeby apply for coverage (“Covarage™} under the Grottp Benefits plan Issusd to my plan sponsor by Manulife Financla! ("Manulifa™), | understand that
certaln aspects of such Coverage may extend to my spouse and eligible depsndants (collaclively, "Dependants™). Lcertify that the Information In thls form Is
true and complels to the best of my knowledge, ) ynderstand that es the applicant, it 1s my responsibllity to enstire that any furlber verbal or wiitten stalement
provided by me, and/er my Dependants, In the fulure is frue and complete to the best of our knowledge, | acknowledge gnd agree thaf this Coverage or any
pattion of this Coverage, and future claims thereunder may be denled or terminated as a result of the provision of false, Incomplete, or misleadlng Infosmation.
1 authorize Manulifa ta collect, use, malntain and disclose parsonal information relevant fo this application ("information”} for the purposes of Group Benefits
plan administration, audit, assessment investigation, claim management, underwsiting and for determining plan sligibility {"Purposes™). 1 authorize any person
or organization with Information, includlng any medical and health professlonals, facHitles of providers, professional regulatory bodies, any employer, group
plan adminlstrator, insurer, !nvesllgaliue agency, and any adminisiratars of ather benefits pragrams to collect, use, maintain and exchange this Information with
each cther and with Manulife, Its relnsurers and/for its service providers, for the Purposes. | am authorized by my Depandants ta consent to this Autharization,
an their behalf as If they were signing it themselves, and lo disclose and receive thelr tnformatlon, for the Pumoses, Lauthotlze my plan sponsor fo make
deductions from my pay for my Group Benefits plan, if applicable. | authoriza the use of my Soclal Insurance Number ("SIN™) for the pliposes of {dentification
and administration, if my SIN is used as my plan member certificate number. ] agree a photocopy or alectronic version of this authorization Is valid,

If applicabls, | authorlza Manulife to depasit all payments (*Payments”) due to me from the above referenced Group Benefits policy ("Policy”), into the bank
account {*Account”} that | have Identified on this form. [confirm that this direct bark deposit authorization applies le the financial institution herein named by
me and any other ﬂnanclal Institetion 1 choose to name In the fulure; and shall ramaln valld until revoked in wrlting by ma, or my duly authorized reprassnlativa.
that upen the daposit of any Payment{g) into the Account, Manulife Is fully discharged from any fusther liabllity with respect to such
Payment(s). mlsg_undg:gnn_d_a_g_agm_g that Manulife may, at any time and without prior noflce, discontinua the direct dapasit of Payment{s), as raquested

hereln, and require my persanal written endorsement refating to future Payment(s). | also herehy acknowledge and agree that any Paymeni(s) made by
Manulila Into the Account, to which | am not entitled, efther by conlract or by taw, shall not form part of my property, and shall be immediately refunded to

Manulife, elther by me or by representatives of my estate,

If applicable, | authorlze Mantilife to corraspond with me through the emall address Identified on this form regarding my Coveraga, for the Purposes, |,
understand such correspondence may contain Information; and that the Information is being sent in a manner that is not guaranteed as a secured means of
communication. | agrae that Manulife 1s not liable for damages which 1 may Incur as a result of inlerception by a third party of an emall transmisslon sent by
Manulife or by me pursuant o this authorization. | agree should the emall address identified on this form change that | am responsible for updating the emall
address malntained by Manulife, Lunderstand that if | do nol wish 1o raceiva emalls fram Manulife, | can remove my emall address online or by contacting the
Custorner Service Cenler.

Lunderstind that any Information provided fo or coltected by Manulife In accordance with this authorization, will be kept in a Group Bensfits life, health or
disahility flla. Access to my Information will ba limited to:

» Manulife employses, representalives, reinsurers, and service praviders in the performancs of thelr jobs;

» persons {o whom | have granted access; and

« persons authorized by law.
1 have the right to request access o the persanal Infarmation In my file, and, where appropriate, to have any inaccurate Information corrected.

e that mare specific details regarding how and why Manulife collects, uses, maintalns, and discloses my parsonal Information can be found In

| ackpowledge
Manudife’s Privacy Pollcy and Priyacy Information Pac;e: :vallabls at www. manuhfe cafplanmember, or from my Plan Sponscr.
Y
Plan member signature Date signed {dd/mmm/lyyyy) (8]

Z
10 Mailing Instructions Plan Mefhber Administration
Manulife Financlal
PO BOX 11006, STN CENTRE-VILLE
MONTREAL QC H3C AT8
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m haanu]jfe Please see roverse for assistance in complsting this form,

Send the completed form to: Plan Member Administration
Manulife Financlal

Group Benefits PO BOX 11006, STN CENTRE-VILLE
s H ¥ MONTREAL QC H3C 4T3

Beneficiary Designation Fax: 1-877-733-4233

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

1 Plan member information Plan contract number Plan member certificats numbsr

Province of residence Date of bisth (dd/mmmivyyy)

oAl QP-0b ~ /957

2 Primary beneficiary Date of binh {ddimmmiyyyy} | Retaljonship to plan member |Percentage
e A £ Ot~ =197 | LIL-SPOUSE] /op
List all primary beneficlaries for - - ak
Basle Life andfor Basis Accidental Name of bensficiary (last, first and middle Initialy Date of birif {dd/mmmiyyyy) [ Relatlonship to plan member Parcantage
Death. %
Parcentages must tots! 100% to Name of beneficlary (fast, first and middls inilial) Date of birth (dfmmmlyyyy) § Relationship {o plan member JPercentage
be valid
' %

Irravocability For Quabec realdants only
In Quetiee, the designation of your spouse as beneficlary [s Irrevocable
unless otherwise speciied.
I spouse Is beneficiary, the designation is:

(O Revoeable () Irrevacahle

3 Optional coverage Name of beneficiary (fasi, first and middie Intial) Date of blith {ddimmmlyyyy} | Relationship to plan membar

(if applicable)

Rian contract number Name of beneficlary (Jast, first and middle initial) Date of birth {dd/mmmyyyy} | Relationship 1o plan member |Percentage

%
‘Llst &l beneficiaties for Optional Name of beneficary (last, first and middle fnitial) Date of birth (ddmmmiyyyy) | Relationship t plan member JPercentags
Life andfor Optional Accldental . %
Death.
For Quaeber residents aniy

Irrevacabllity In Quebec, the designation of your spouse as beneficiary Is irrevacabie

unless olherwize specified.
1f spouse is baneflclary, the dasignation is:

() Revocable (O Irevocable

4 Contingent beneficlary

Name of contingent baneficlary {Iast, firet and middle initiaf) Date of birth (ddfmmmiyyyy) | Relationship to plan member

Name of contingent beneficiary (laet, first and middle Inittal) Date of birth {dd/mmmtyyyy) || Relationship 1o pfan member

§ Trustee appointment
1 appolnt as Trustee to recaive any amount dus to

Complels if any baneficlary named

Is under the age of majority. any beneficlary under the age of majority (not applicable In Quebec).
6 Declaration and Lhoreby revoke any previous beneflciary designations In refation to my foregoing coverage(s) and designate the
authorization [ rerson(s) named above,
legal slgnifi At Manulife Financial, we knaw that confidentiality of personal information Is important, Any information you provide
5 lé:ntgﬁtg;r;ﬁ:o?nkﬁﬂﬁi:f to us will be kepl in 2 Group Life and Heatth Benefits flle. Accass to your informalion will be limited {o:
designation mustbe slgned and » cur employees and service representatives in the performance of their Jobs;
dated 1o be valid. « persons lo whom you have granted access; and

= persons authorlzed by law,
A copy, fax, scan or image of the You have the right to request access to the persenal Information in yaur fle and, If necessary, correcl any Inaccurate
baneficiary dasignation in this form Jl information.
Is as vaild es lhe original,

that more detaled information concerning how and why Maruiife Financlal collects, uses and
discinses my personal informatlon is avaliable at vraw.manulife.ca/planmeember, or by requesting a copy from my
plan sponsor.

Date sipned (dd/mmmaryyy)

=) ~ael7
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Manulife Financial assumes no responsibility for the validity or sufficiency of the conlent 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 beneficiaries. 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 payabie upon your death. Basic and optional beneficiaries may differ.

Types of beneficiary — Primary vs. Contingent

Primary: the person, people or entity you cheose to receive the death benefits. If you choose more than one beneficiary,
you will need to indicate what percentage of the bensfit 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 enlity 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 wifl be split evenly belween the contingent

beneficiaries.

What happens to the death benefit when...

The primary beneficiary dies before you and no contingent
beneficiary is named.

The death benefit will be paid to your estate.

The primary beneficiary dies before you, but there is a
contingent beneficiary(ies) designated.

The benefit will be paid to the contingent beneficiary(ies).

You assign two primary beneficiaries, and one beneficiary
dies before you, and you have not updated your Beneficiary
Form information.

The entire death benefit that would have been paid to the
deceased beneficiary will be paid to the surviving primary
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 partner to be the designated beneficiary and you end up separating, you will not
be able to change the beneficiary designation without a completed refease 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 fime 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 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 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 appainted by you to 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 trustee.
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