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CINUP  ENROLMENT APPLICATION

——

Please mail the original completed in ink to CINUP For CINUP use only: Company #
and keep a photocopy for your records. Firm #
Certificate #
TO BE COMPLETED BY EMPLOYER (Please print clearly in INK) New Employee [ ] Reinstatement

Employer Name Nishnawbe-Aski Legal Services

Employer Code Date of Employrment (YYYY/MM/DD)
Employee Occupation 7S f@ e et Ferifoe Gortr A0~ f biricer

Reguler Earnings Y/ 92 3.08 Frequency E]Annua’ﬁ( (BB1-Weekly {7 Weekly
# hours/waek 38 Hotrs [ISemi-Monthly (7] Monthly O Hourly

Is Status employee tax exempt (for RST purposes)?  [1Yes Mo

Waive waiting period? Yes [
Authorized Employar Signature w Date WWYIMWDD)—M /

S e
EMPLOYEE INFORMATION (To be completed by the smployce — Ploase print clearly in INK)
Employee'sName_Y LA Lo/ s lyem )kt cy 7
GhsT FIRST INAL

Gender [HMale [JFemale  Date of Birth (rvyvimmion) L9520 ¢ / /%

Aboriginal Status ] Non-Status  [B¥Status Status Registry Number (10 digits) o2/ 0D /4 EC /

Marital Status [OSingle  [[] Common Law — Date Started Living Together WIMWDD)M:ML’QQ& §

(LMarried (] Divorced (] Separated
Address (Number, Street, Apt. Number) KM & '6'9/‘/ (2.7 / 4 L p ﬁf"f City/Town ﬁ?‘ L JO¥
Province (AT Cry O, Postal Code L2L = TE_ phone §P7y~2IR ~ .53/
Emait Address /«ﬂafﬁﬁ‘;{_@)ﬁjﬂﬂ leaald . oON. . ocr .

B i e LT IS — e aan

DEPENDENT INFORMATION — List your spouse and children below (Please print clearly in INI)
Dependants age 21 and over must bo full-time students. If applicsble, please complata the Confirmation of Schaol Attendenca form,

First Name Last Name Aboriginal Date of Birth Gender  Relationship
Status (YYYY/MMIDD)
. a [Etatus Om :
o 40 yelL 7 we 7 ] Nos-Status B | W
2L [ status M
d o /-C. /‘7 K 47 . | (@¥on-Status [IF J’M J_j'dff
Ve Status ~
Q&M/"f M /(’aj? %ziﬂstus g':m ﬂm”w:’
Dapendent
cm [ Status Cim
] Non-Status OF
[CIstatus OMm
[ Non-Status ar
Continued Next Page
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A_Touce A. P ernl o] wide \26:01%3 100% |

€GVERRGE REQUESTED @

You may aive Extended Health Care and Dental Care Benefits for yourself and your dependent(s) O if you are covered for similar
benefits undar your spouse’s J:fan. You may apply at a later date for bensfits you have waived but certain restrictions may apply, Please see
your Plan Admiristrator for details.

Extended Henlth Care (check one ONLY) Dantal Care {check one ONLY)
[&Single [@Single

1 Family . J Family

7] Waive: Name of Other Insurer [ Waive: Name of Other Insurer

Aotk Gyttt 7Yy s cottiarmt 11 Kby

A T ] Y .o

-BENEFICIARY DESIGNATION — Ploase print claarly in INK (W information is revised, have omployee initial

) hiereby name the following benaficiary of any Life Insurance benefits payable as  result of my participation in this plan, {If you designate
more than one beneficiary, please indicate what portion of the benefit eoch individuot s to recaive ond ensure the total adds up to 100%.)

First Noma Last Name Initial  Relstionship  DateofBith % of Benefit
[OYYVIMMIDD) Gt equal 100%)

If the beneficiary is under the age of majority, | apF:int the trustee narmed below to receive any amount payable to a minor beneficiary under
this policy. The trustee shall discharge the lnsurer for the amotnt paid, | suthorize the trustee to spend nﬁ or part of the amount, or interest
earned on i, for the support of education of the minor.

Trustea Nme_%l Qe mok“"/al"_‘ Relationship —£. ) fé—

- P N L] [T I Tt

AUTHORIZATION AND CONSENT

{ understand the persocal information provided harein as well as any othor porsonal information currently held or collected in the future by JG Benafits Ine.
and tho dnsurance carriars of my group insurance policy may be collected, used, or disclosed to adminlster the terms of the group polia( which | am on
eligibla mamber, to davelop and recommand sultable products and servicas to me ond rmy amployer, and to manzge the organation's business,

Depm:!ir? on the type of covarage | corry, limited porsonal Informatian may be collected from and/or selensed to a third party. Theseincluda the insurance

carriers of my group insurance policy, ficensad physicians andlor any othar hoalth cace professionals or fnstitutions, hetlth and [ife insurars, povemment and

ragulatory authorities, snd other third parties when sequired to administer the benefits outlinad in the group policy of which | am an eligible member,

{ understand the personslinformation will be kept confidential and secure. | understand | may revoke my consent at any thme; however, if consent is withheld
or rovoked, the coveroge may be declined or rescinded. | acknowledge mora specific Information aboul collection anduse of my parsonal information can be
found in the Privacy and Tesms of Usa suction of www.cinup.ca o¢ from the administrator of my benofit program.

1 cestify all information contained herein is correck and hereby confirm the beneficlary deslgnation 1nd authorize payroll deductions, if required,

lunderstand the will orly be effective iF this application s acceptad by the insuranca carrier and such coverage shall not be effective prior to the
offectiva date as autlined In the aaraement betwaen the Insurance carrier and my amployer.

[F applying far coveraga for my spouse end/ar depandents, } confirr i om suthorized to act on their behelf,

Signature of Applicant /%”z% petltorm 7 %%y Date e X?/ﬂﬂﬂ/
grature of App + /

ke A AR e L8 peael AR N Aemmeas  BS 1 1 wedidsiebd nerasierher e oee
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