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Please piint clearly and coimplete both sides of this form, in INK. Section 1 Is to be completed by the plari administrator
and sections 2 ﬁ'lroUQh 7 ars tobe compiatad by the plan member.” R o ot

c‘t’cm% Plah‘ i')_umber':
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" Plan member iD: 1'501 o Cost centre (if applicable): "

Eligible date of employment: Month Day é Year 8 ]

‘Qccupation: (g l:_,gg Earmngs s & per &year O month O week O hour
Plan member province of residance: ._&ﬂ_Pian ‘member province of employment_oL
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Pian member name (prnt): N\QQ\&QS E\)C&me\\‘\@ EW\“\.Q _R'\ dy

lagt name “Zlirst name middle initiat)
Gender: O Male Female Dateofbith: Month_©\  Day O  Year \Q0\
Plan member mailing address:

Street address:- L O.BOKN qg SC&(\O&S L0 k e, .
CﬁyS&f\d\\j L.Q)\_\{e Province: &\'\‘Q‘r \DD  Postaicode: YOV \ ! )

Do you have a spouse (married, common-law.or civil union spouse)? » -0 Yes -®/No
1 R .

Do you have dependant childran, ihclugir!g full time §m,dént5 or disabled adulis? QO Yes (D/No

How many dependants in fota!, inciuding spouse? :

i;"“f W

fus I Note: Health and/or dental coverage can only bs refused if you andor your dependanis are covered by duplicatas
=

group beneﬁis through yolir spouse’s emp]oyer
i understand fhe pian of group bensfiis oﬁered 10 me, but | deciine to parhmpats in:
Healthcare for ﬁ.’fnyseif and my dependants (O my dependanis only

Dentalcare for myself and iy dependants O my dependants only

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

Plaass sse your plan administrator for details.

Beneficiary Pesignation

= " Percef‘lg Relationship
= Beneficianys name(s) () o allocate: to plan member
5 p - a
tlleekie,  sheralenn Prectols _po% folo) Skier

% fasiname first ) middie initial
last name “Tirst name middle initial
last nams first name middle initial
To be divided as follows: As per the percentages indicated above, or

n equal shares to the survivor(s)

You may change this beneficiary designation at any fime upon notics to Great-West Life, If you wish to make the
beneficiary designation irrevocable (meaning you may not change the designaiion or make certain changas to your
coverage under the plan without the written consent of 1he beneii cnary) please complate form #MSMB BIL.
' i”?i\Whﬂre’QuebecdaW:apphﬂs*anaggynm i
ha: onwﬂl?be’?ir[e C

Dse 'z--:~m r'vgg;r_
cab?e,hl Y, changnﬁus”bena ciary:designation; atany;bma ;
Ii designating a beneflclary whoisa mmor "or who lacks lzgal capac:ty you may w15h to appomt a
frustee/administrator by compietlng form #M6242 BIL. This appoiniment may not be sultable for all purposes.
If you are designating a trustee/administrator, we recommend you consult with a legal advisor, and with
any proposed trustee/administrator.
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M&108[SN}-4/07 ©The Great-West Life Assurancs Company (“Great-West Life"}, all rights reserved. Any modification
of this document without the express written consent of Great-West Lifs is siictly prohibited,




&

. i~

o t X gﬁ}:ﬁg ::‘:’E'

To be corhpleted by 148 plan administrator
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‘Plan number: M ., Plan member name: -
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0 4 What grolip beneflts’coverage: does your spouse have through hitsfher
employer?
o - HEALTHCARE ‘DENTALCARE VISIONCARE
last name - fisst niame * micdie jniial Sigle Famdy Waived Nove | Sirgle Femly Weived Nore: Singie Famly Waived Nonia
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Protecting Your Personal:Intormation oot

: At Tha Great-West Life Assurance Company (Great-West the), we recognlze and-respect the Imporiance of
3 .‘9 nSZER : . privacy.Whaen you apply for coverage, we establishia confidential file:that contalns your personal inforrpation;. This
. Gf&é"‘ We-‘ild-l,@é, ; =z -file is kept in‘the-ofiices of Great-West Lifé or the offices of an orgahization atithorized’ by Great-West Lifg, You
e _mi?henmo-gava s 4l iy exercisé coeffain rights of access: :and rectificafion with- respect o the-personal:ir information’ in youriile by

‘ S : sending a reguest In wilting - 1o Great-West Lifs. Great-Wes! Life may use service prov:ders located within or
outside Canada We'limit access to personal mformatson in yourﬁle to Great-Wast Lifs Staff or persons authorlzed
* by Greai-West Life who-requira It to periorm the[r ‘duties, to persons.to whom you have granted access, and to
~ ~~parsons authorlzed- by faw."Your:personal Inforrnatlon may"be subettts’ disc]osure 1o those authorlzed undar
appllcab!e law wlthih or oulside Canada. We collect, use and disciose the parsonal Information to detarmine your
eligiblllty for coverage, and to administer the plan, including investigating and assesstng c[alms and craating and

malntalning records concerning our relationship. w .
i * N T
Authorizations and Declarations
| hereby apply for coverage under the group bensfits plan issued by Graat-West Life.
|-authorize:
* my plan sponsor fo deduct from my pay and remit to Great-West Life the plan member contributions
required under the plan, If applicable; hd

. Great West L Lifg to use: my. social lnsurance number foratax reportmg purposes and .85 an |dentliication
numbar where itfs requ’lred If the administration of the p!an, o

+  Great-West Life, any healthcare provider, my plan administrator, other instrance or reinsurance companies,
administrators of govarnmant bensflls or other bensits programs, other organizationsgor:service-providers
working with Great-West Life to exchange personal information, when necessary to. determine my eliglbility
for coverage and to administer the plan.

If applying for coverage for my spouse and/or dependants, | conlirm that | am authorized to-act o their bahalf,

| agree that a photocopy or electronlc copy of this Authorizations and Declarations section Is as valid as the

original,

| certify that the Information given Is true. correct and complste to the best of my knowledge.

For Quebec applicants: | request that this form be In English.

Je demande que ce formulaire me solt remis en anglais.

Plan member signature: Date:
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