I Manulife Group Benefits K
, 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.

: :::;'L;f..'}“’ Ptan sponsor name ﬂ/ ‘3}1 rwowL// 4" | (.ﬂj( a | _;L@Wﬁﬁﬁcomractnumber

Billing diviston Account/Division number Plan member’s certificate number
Do you want the waiting period added to the hire date? (OYes (ONo  Permanent hire date (dd/mmmiyyyy) ARV l:_p)

Re-hire date (dd/mmmiyyyy) If a re-hire, date previous employment ended (dd/mmmiyyyy)

CW Class & Hours wncedlwaekg sg|g.y£§8: !%" Fraqueﬂcyg:

| certify that the plan member listed below Is actively at work at their usual place of employment In Canada, Actively at work means the plan member works

a narmal work schedule of at least the sel minimum houps pet week-asstated In the plan contract over a 52 week period including patd vacation.
Plan administrator signature_( /7 ——— /9 TN
Is evidence of insurability mqged? OYes ONeo (in arder to determine if evidence of insurabllity is required, please refer to
your contract.)

If yes, please compiete form GLOOO4E and send to Manutife for processing.

2 ::::mo?' Plan member’s last name _‘m_em,gk First name \j

Date of birth (dd/mmm/yyyy) (H“[ z 9’:7 Gender MMah O Female Province of residence (242
To be completed by

employee Language QEngllsh O French Do you have a spouse? (married, common law or civil union?) Yes ONo
3 Planmember .o e, stret, apt) (= L j’ld}me Ceec

address
cny&a.Lx_Laqumc Province OU Poslaleode?ﬂ OAY

=i

4 For Quebec residents (age 65 or over) Are you participating in the RAMQ drug plan? (OYes (O No

5 Application for Some plans allow refusal of certain benefits if the plan member has coverage under their spouse's plan. |f you wish to add coverage at

coverage a later date, you may reapply for these benefits at which tme 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
«Q)_Myseif and 1 dependant (child d¢ spouse) N Myselt and 1 dependant (chitd
(O Myself and 2 or more dependants se and children) () Myself and 2 or more dependants (spouse and children)
(O None, bacause my spouse has coverage {O None, because my spouse has coverage

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

€ Coordination This sechion is required if you are applying for coverage on your dependants

of benefits Do you or your dependants (spouse andfor children) have benefit coverage under another benefits plan? O Yes No
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/mmmiyyyy) ___ Identification/certificate number Policy number
Please indicate type of coverage under other plan: Extended Health Benefits Dental Care

_ O Single ‘?q Single
In cases where the information is not complete a i&—Couple Couple
defauil vaiue will be appiied O Famiy O Family

) None O None
Continued on the next page
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7 Dependant Complete the Iollowing seclion if ine plan includes heaith andior dental coverage and you have not refused benefils for your dependants
« Information in Sectian 5 Appiication lor coverage.

Spouse Lastname [\ ¢l oy Firstname _{ Mococh, Date of birth (darmmmivyyy)_ A2 09 6]

there i not
ok yo':,':""gh Gender (O Male gFeLale if common law, please provide the effective date of cohabitation (dd/mmmiyyyy) O™ | OST10 2

dependants, attach -
details on a separate "0 @pply for ovei-age disabied dependant coverage, please complete form GLOS14E

sheet.
Gender Over-age Over-age
Last name First name Date of birth (dd/mmm/yyyy) Male Female siudent disabled
dependant™*

O O O O
O Q O O
O O O -
O O O O

8 Direct deposit

Transit number

Compiete the following ;

section if you would Institution number o i

like to sign upiordlracl h0Ee O ME2 f=5L00 00D A=D0 b4 4 A"

deposit of your claim

de. Bank account number Transit number  Institution number  Account number

Electronic claim By providing your emall address, you will receive an invitation to register for an online member account.

statement
Work email Mdmwwmf‘emal emall address

2 Authorization and consent

Lhereby apply for coverage (“Coverage”) under the Group Benefits plan Issued to my plan sponsor by Manulife Financial ("Manulife”). L understand that
certain aspacts of such Coverage may extend to my spouse and eligible dependants (collectively, “Dependants”), L certify that the information in this form is
true and complete to the best of my knowledge. | understand that as the applicant, it Is my responsibility to ensure that any further verbal or written statement

byme,andlormyDapandaﬂs,{nmmmlstrueandoompletstomebestofour knowledge. | acknowledge and agreg that this Coverage or any
portion of this Coverage, and future claims thereunder may be denled or terminated as a result of the provision of false, incomplete, or misleading information.
Lauthorize Manulife to collect, use, maintain and disclose personal information relevant to this application ("Information™) for the purposes of Group Benefits
plan administration, audit, assessment, investigation, claim management, underwriting and for determining plan elfigibility ("Purposes”). | authorize any person
or arganization with Information, including any medical and health professionals, facilities or providers, professional reguiatory bodies, any employer, group
plan administrator, insurer, investigative agency, and any administrators of other benefits programs to collect, use, maintain and exchange this information with
each other and with Manulife, its reinsurers and/or its service providers, for the Purposes. Lam authorized by my Dependants to consent to this Autharization,
on their benalf as if they were signing it themselves, and to disclose and receive their Information, for the Purposes. | authorize my plan sponsor to make
deductions from my pay for my Group Benefits plan, if applicable. | autharize the use of my Social Insurance Number (“SIN™} for the purposes of identification
and administration, if my SIN is used as my plan member certificate number. | agree a photocopy or electronic version of this authorization is valid.

If applicable, Lauthorize Manulife to deposit 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 bank deposit authorization applies to the financia! institution herein named by
me and any other financial institution | choose to name in the future; and shall remain valid until revoked in writing by me, or my duly authorized representative.
Lunderstand and agree that upon the deposit of any Payment(s) into the Account, Manulife is fully discharged from any further liability with respect to such
Payment(s). | also understand and agree that Manulife may, at any Ums and without prior notice, discontinue the direct daposit of Payment(s), as requested
hereln, and require my personal writlen endorsement relating to future Paymenit(s). | also hereby acknowledge and aqgree that any Payment(s) made by
Manulife into the Account, to which | am not entitied, either by contract or by law, shall not form part of my property, and shall be immediately refunded to
Manulife, either by me or by representatives of my estate.
If applicable, | authorize Manuilife to correspond with me through the email address identified on this form regarding my Coverage, for the Purposes. L
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. | agree that Manulife is not Fable for damages which | may incur as a result of interception by a third party of an emall transmission sent by
Manulife or by me pursuant lo this authorization. | agree shouid the email address identified on this form change that | am responsible for updating the email
address maintained by Manulife. | understand that if | do not wish to receive amails from Manulfife, | can remove my email address online or by contacting the
Customer Service Center.
|understand that any Information provided to or collected by sanulife in accordance with this authorization, will be kept in a Greup Bernafits life, health or
disability file. Access to my Information will be limited to:

« Manulife employees, representatives, reinsurers, and service providers in the performance of their jobs;

« persons to whom | have granted access; and

« persons authorized by law.
| have the right to request access to the personal information in my fite, and, where appropriate, 1o have any inaccurate information corrected.

Lacknowledge that more specific details regarding how and why Manulife collects, uses, maintains, and discioses my personal information can be found in
Manulife’s Privacy Palicy and Privacy Information P . ava?ffe wmﬁe.cafplanmemben or from my Plan Sponsor.
Plan member signature ” > Date signed (dd/m T /
signa e - igned ( mwm).#ﬁz
10 Mailing instructions  Plan Member Administration
Manulife Financial

PO BOX 11006, STN CENTRE-VILLE
MONTREAL QC H3C 4T8
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Please see reverss for assistance in completing this form.

Send the completed form fo: Plan Member Administration
Manulife Financlal

m Manulife

‘The Manufacturers Life Insurance Company

- -
Group Benefits PO BOX 11008, STN CENTRE-VILLE
H MONTREAL GiC H3C 418
Beneficiary Designation Fax: 487773425
All sections of this page should be completed as it will repiace any prior designations.
1 Plan membesr Information Plan name Plan contract number Plan member certificats number
WAL Legul Seevcesr Corp.
Plan member nama {lasi, first ang middls Inital) Pravince of residence Date of birth i}
Pekanily o5 o "o9/ir 757
2 Primary beneficiary Name of beneficiary {last, first and middla Zialj Date of blsth (ddimmmvyyyy) f§ Relationship to plan member |Parcantaga
List all primary beneficiarles for :‘bez"zf// .ZZ‘N /i% @W, /J/ﬂr/fz— S&/L/ 770 %
Basic Life andfor Baslc Accidental Name of beneficlary {ast, frst.and middls iniliat) Data of birih {dd/mmmlyyyy) | Relationship to plan member [Percentage
Death. ' [
Parcentages must iotal 100% fo Name of beneficiary (last, first and middle Initial) Date of birth {dé/mmmiyyyy) | Relationship to plan member fParcentage
be valid. %
hravocabltity For Quebec reshients only
I Quabec, the designation of your spouss as baneficiary is mavocabis
unless otherwise specifiad.
If spouse is benaficiasy, the dasignation is:
(O Revocable (O Ivevoeable
Optlonal coverage Nama of beneficiary {last, first and middls initial) Date of bisth {dd/mmmlyyyy) || Relationship to plan member JParcentage
{if applicable) %
Plan contract number Nama of beneficlary (ast, first and middle initial) Date of birth (ddimmmiyyyy) ] Relatlonship to plan member [Porcentage
%
List gl claries for Opilonal Name of benaficiary (fast, first and middie inltial) Data of birth {dd/mmnvyyyy} | Relationship (o plan member [Percentage
Life and/or Opllonal Accidentat . %
Death.
For Quebec residents only
Irravocahility In Quehec, the designation of your spouse as benefidary is irevocable
unlesg otherwise spacified,
if spowse is benaflciary, the designation is:
(O Revocable (O lmevocable i
Contingent beneficiary
Narne of contingent beneficiary wand middie Injtial) Data of birth {dd/; vyyy) J Relationship I plan member
2z Olis Voeliplir . | Beandsiny
Name of contingent benef) {1gst, fiest and tniddle ingtial} Dale of blith (ddfmmmlyyyy) | Relationship to plan member
‘Trustee appointment -
_ . i 1 appaint Far as Trusfes to receive sny amount due to
g%n;pd:_t;'l;g;%ﬁngg;ﬁgn any beneficiary tndar the age of majosity (not applicable In Quebec),
Declaration and Lhereby revoke any previous beneficiary designations in relation to my faregoing coverage(s) and designate the
anthorization person(synamed above.
n At Manulife Financlal, wa know thal confidentiality of persenal information is important. Any Information you pravide
2:2&";@?:;"&?{:?,;’ to us will ba kept In a Group Life and Health Benefits file. Access 10 your informalion will be limited to:
designation must be signed and = our employees and servica representaiives in the performance of their jobs;
dated to be valld. + persons fo whom you have granted access; and
= persons autherized by law.
Acopy, fax, scan or imaga of the You tave [he right to request access to the personal informalion in your file and, If necessary, coirect any inaccurate
baneficlary designation in this form  Jff information.
iz as valid as the original, W that more delailed information concerning how and why Manulife Financlal collects, uses and

discloses my personal informallon is available at www.manulife.cafplanmenmber, or by requesting a copy from my
\an sponsar.

Pian member signature
L___p‘

= Data signgd (dd/m )
06, 12 /(7
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