O

O

For GWL Head Office Use Only,

THE
Great-West Life APPLICATION FOR GROUP COVER_AGE - 4 e FyBWIEGerlincate Numbera.: ._: ff-“ T:Cf
ASSURANCE G'ﬁ COMPANY . . . EI "". ;7} ’k
Please print clearly and complete both sides of this.form,.in INK. Section 1 is to be completed by the plan-administtalot.e. | org siary 1
and sections 2 thraugh 7 are 1o be completed by the pian member. ann necheas ¥ i CENOE ”
%‘:@?@é ﬁgﬁw e ey — )y v . -
ﬁgﬂsg}iﬁ? :& Plan number: / 06 7qo Division number: I Liem vy ~Benefil tlassino l T e e gy
v’-’h B 2 - A )
A N TP A KR NIE P o AT
Tt Plan sponsor: N\Sl\ haUhe‘ Aﬁ‘k 1 LCg@(_ S\Q}fuwes G)v?ama_h() I PV
Plan member {D: Cost centre (if applicable): e ey T
Eligible date of employment: Month l 1 Day 2 I Year ldﬁ)q = P—
Qe stovatie . 2.
Occupation: MMEamings:S l—_}ﬁ,agz per %year Omonth Qwesk Qhour -~ . .« .. .
Plan member province of res[dence:__QL Plan member pravince of employment: __ODL__
Plan member name (print): ngn's Ve rgon - M
last name {irst name middle Initial
Gender: X Male (O Female Date of birth: Month Qﬂ _ Day Z';S Year _ 59
Plan member mailing address: , T - A b
Street address: 21¢ lrye CDSE“GY : nad
L)
city: Sroux Lgoéggf, Province: _ Cimtarid Postal cade: L 8T - ] Jh
Do you have a spouse (marvied, common-faw or civil union spouse)? X Yes (O No -
Do you have dependant children, including fult time students or disabled adults? Xives O No

2

How many dependants in total, inciuding spouse?

S s
R Note: Health andfor dental coverage can only be refused if you andlor your dependanis are covered by duplicate
e%ugajéoﬁ%%%%%gw@ group benefits through your spouse’s employer,
%.b;%oo ‘%até' : | understand the plan of group benefits offered to me, but 1 decline lo participate in:

O my dependants only
(O my dependants only

O myself and my depsndants
O myself and my dependants

Healthcare for
Demntalcare for

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 niot 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 details.

Beneficiary Designation

Marion

Fa¥

54

Parcen Relationship
allocated to plan member

Joo % wWife

Beneficlary’s name(s}

rre
last name first name riddie initial
last name first nante middie Initlal
last name first name middle initial

(O As per the percentages Indicaled above, or
(O In equal shares to the survivor(s}

You may change this beneficiary designation at any time upon nolice to ‘Great-West Life. If you wish to make the
benaficiary designation imevocable (meaning you may not change the designalion or make certain changes to your
ut the written consent of the beneficlary) please complete form #MB348 BIL.

To be divided as follows:

covera
Nots cliilitiniaispo
;

Note
:-( Ty

trusteefadministrator by completing form #M6242 BIL. This appolniment may not be suitable for all purposes.
I you are desighating a trustee/administrator, we recommend you consult with a legal advisor, and with
any proposed trustee/fadministrator.

CONTINUE ON REVERSE SIDE Page 1 of 2
@©The Great-West Lifa Assurance Company (“Great-West Lifa"}, all rights resarved. Any modification
of this document without the express written consent of Great-Waest Life is strictly prohibited,

ME108-2/06




O Q |

. . - s 1
P ) M ke g My, -~ wk oy P —n e g w  oa - x

ey oW, Te.
L o N A R I LT syey
T B N . yatan ST e halanshat bl ot
* A e -t T A ARV g - L™ " Lt ~ w e .t .

R To'be’ édmpleted By the plan ‘administrator

P L T 2

PIa_n;numher: . . .+ Plan-member Name: vy s Sl e e an e . ae 1. Blan member, 1D; Feu te moprpre 1oy

¢ -

e T
LA Tl o ‘é}

T M
PRI

—
P N NI ."’ Sy _-,—,-1., .
T T ke Mt -

-.n.-m(..», AN o2
L3 &ﬁ!x,jf‘t}fﬁiﬂ

A

b" Y smember Sidest el
lalsAhis‘&ectian;iNhe plan:lncludashaa!lh/amilor«de;htgl,

e78 areimore than our@ependané, piaaseial,tgch :
%M%@%m%ﬁw SRR i A
. Spouse Information e L T
et mmmen men B e o e e el What‘group‘.baneflts.covemge.tfd';siyour ‘spo!use have fhrough his/her i
a . . employer? -
e e g M : MQHOM . Fa _ HEALTHCARE " = oz HDENTALCARE . |: .. VIS[ONCARE _’ i
ast name “firsi name middle initial Single Family Waved None Single Famfy Waned None | Siagle Family Viaived Nore
Date of birth (monthfdayiyear) Gender O k) O >é (et @) ('_) *ﬁ O;.. O O ;a .
oqlag /é ! . Méla Fe&ale Whersapﬂmable bemﬂpajmentswﬂbewmmwbetmenmtsptanandmspousebplan
" ~ " Dependant Information -~ - i v . #+yv. Full time Disabled ~ ~ 7
Date of birth Gender student  dependant
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Protecting Your Personal Information - |
Al The Great-West Life Assurance Company (Great-West Life), we recognize and respect the importance of
privacy. When you apply for coverage, we establish a confidential file that is kept in the offices of Great-West Life
or the offices of an organization duthorized by Great-West Life. We limit access to personal information in your
file to Great-West Life staff or persons authorized by Great-West Life who require it to perform their duties, to
persons to whom you have granted access, and lo persons authorized by law. We use the personal information

to determine your eligibility for coverage and 1o administer the group benefits plan.

Authorizations and Declarations

| hereby apply for coverage under the group benefits plan issued by Great-West Life.

1 authorize:

» my plan sponsor o 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 reguired in the administration of the plan;

»  Great-West Life, any healthcare provider, my ptan administrator, other insurance or reinsurance companies,
administrators of government benéfils or other benefits programs, other organizations, or service providers
working with Great-West Life to exchange personal information, when necessary to defermine my eligibility
for coverage and fo administer the plan.

If applying for coverage for my spouse andfor dependants, | confirm that | am autherized to acl on their behalf.

| agree that a photocopy or electronic copy of this Authorizations and Declarations seclion is as valid as the

ariginal.

1 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 solt remis en anglas.

Plan member signature: ‘ZM‘LL l/& M Date: _&M{ /0 7
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