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M Manulife Group Benefits /5
o 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.
ol onide gl W Nishnaube - Ask' nggl Sevghices ( 0. Plan contract numbe
statement sponsar name . an number
Billing divislon Account/Division number Plan member's certificate number
Do you want the waiting period added to the hire date? (OYes (O No Permanent hira date (ddhnmm!yyyypzm\e ( /‘—/
qur%lje (dg/mmmiyyyy) If a re-hire, date previous employment ended (dd/mmm/yyyy)
Occupation 4 Class YQ Hours workediweek 2= Salary § C/SEOCD Frequency A

| certify that the plan member listed below (s actively at work at their usual place of empioyment in Canada, Actlvely at work means the pian member works
a normal work schedule of al least the set minimum nm%gk as stated in the plan contrac! over a 52 week penod inchuding paid vecation.

Date (ddimmmayyyy) L | [ DG/ 24 4

Plan administrator signature
Is evidence of insurability ? Oves ONo (in order to determine if evidence of insurability is required, please refer to
your contract.)
If yes, please compiete form GLODOLE and send to Manulife for processing
2 Plan member Plan member's lastname N\ O g < \r\ First name p«ﬁa-’.—\«—@f

information \

S—— Date of birth (ddimmmiyyyy) “) /10 l \Q€S Gender OMale @ Female Province of residence _ ORD

o be com

employee Language d English O French Do you have a spouse? (married, common law or civil union?) O Yes dNo

3 :mmb“ Address (number, street, apt) \OYA Kme‘m%%on Drive

ciy _thuoder Bou Province () \) Postal code ¥ 7C. QAL

4 For Quebec residents (age 65 or over) Are you participating in the RAMQ drugplan? (O Yes (ONo

§ Application for Some plang aitow refusai of csriain benefits If the plan member has coverage under their spouse’s plan. i you wish to add coverage al

coverage a later date, you may raapply for these benefits at which time 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
(O Myself and 1 dependant (child or spouse) (O Myself and 1 dependant (child or spouse)
g Myself and 2 or more dependants (spouse and children) @’ 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? dYes (ONo  Dependant Life may be mandatory. Refer to the policy details.

6 oc::;dﬁ:m This section is required If you are applying for coverage on your dependants.
n Do you or your dependants (spouse and/or children) have benefit coverage under another benefits plan? (OYes k_vf 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 (ddimmm/yyyy) Coige@EHEESIT; Identification/certificate number Policy number
HA
Please Indicate type of coverage under other plan: Extended Health Benefits Dental Care
f here tha Informati . S‘Cmng,:,e O Sewe
n cases wheare on Iz not complete a
defaull velue will be applied, O O Couple
O Family O Family
O None O None
Continued on the next page
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7 Dependant Compiate the foliowing saction If the plan includes healih and/or dental caverage and you have not refwsed benefils for your dependanis'
Infarmation iy Section 5 Appitcation for coverage,

Spousa Last name Flrst name Pata of birtk {dd/mmnfyyyy)
oo Gender OMale OFemals  Ifcommon law, pleass pravide the effective date of conabitalion (ddimmmiyyyy),

dependants, attach
d:';ﬁ;s o: aseparale  “Toapply for over-aga disabled dependant coverage, please complele lnim GLOS14E.

sheet. Gender Ovarage Overage
Last name First name Date of hirth (dd/mmm/yyyy) Mala Female siudent disabled
dependant*™

Thompson '2% dec 19/06 {34 & o o o

ThorpSonn Xovonoo 13/09/ Qoole o & o o

Thompson o lin 14/ 1 / Qook &« o o o
O O O O

8 Birect deposit

P Transit number __ 1{ D)\
Cmnple:re the follm;ring -
i ‘ E Es‘g N

gﬁﬁtglignyou?::ru:iwect instlllon number » iQh« l:g_l_ll_ﬂw §_l|=£ll: poolisgoiilue

d t of claim QZ:iE)c_)t I ;

pgmn?s your Bank account number aq Transit number  Institution numbar  Account number

Electronic claim By providing your email address, you will recelve an invitation te ragistar for an online member account,

statement 2 '
wrk emai adress DN OO cicleaal 000 persanat eman avuress Neodher anpash @gtoul. com

9 Authorization and consent

Lhereby apply for coverage ("Coverage™) under the Group Benefits plan issued to my plan sponsor by Marulife Financial (Manulifa®). | ynderstend that
certaln aspacts of such Coverage may extend to my spousa and ligible dependants (collectively, “Dependants™). 1 certify that the information In this form is
trize and complete to fhe bast of my knowledge. | understand that as the applicant, it is my responsibilily 1o ensurs that any further verba! or written stalement
pravided by ma, and/or my Dependants, In the fulive [s trus and complate to the best of our knowledge. Lagknowledge and agrae thet Ihis Coverage or any
portion of this Coverage, and future clalms thereunder may be denfed or teriminaled as & result of the provision of falss, Incomplete, or misleading informatlon.
1 authorize Manulife to collect, use, maintain and disclose parsonal information relevant to this appllcation (*Information™} for the purposes of Group Bensfits
plan administration, audit, assessment, investigation, claim managemant, underwriting and for datemining plan eligibillty ("Purposas™), Lauthotlze any person
or organization with Information, including any medical and health professionals, facililes or providers, professional regulatory bodlas, any employer, group
plan administrator, insurer, investigatlve agency, and any administeators of other benefits programs ta collect, use, malntaln and exchange this Information with
each other and with Manulife, its relnsurers andlor its service providers, for the Purposes. L am autherized by my Dependents to consent fo this Authorlzation,
on their behalf as if they were signing it themselves, and to disclose and receive their Infarmation, for the Purpases, | authotize my plan sponsor {o make
deductions from my pay for my Group Beneiils plan, If applicable. | authorize the use of my Social Insurance Number ("SIN™) for tha purposes of identification
and adminlstation, If my SIN is used as my plan membsr certificate number. Lagree a pholocopy or electronic version of this authorization is valld.

If applicable, L autharize Manulife to deposit all payments (“Payments”) due to me from the abave refarenced Group Benaiits policy ("Palicy”), into the bank
account ("Account”} that | have identified on this form. ] confinm that this diract bank deposit autharzation applies 1o the financial inslliution herein named by
ma and any other financial instilution [ choose to nama in the future; and shall remaln valid until ravokead in writing by ma, or my duly authorized representativa.
L undarstand and agres that upon the deposit of any Paymsnt(s) into the Account, Manulife is fully discharged from any further Hability with respact to such
Paymenl(s), | also understand and agree that Manulifa may, at any time and without prior notice, disconfinue the direct deposit of Payment(s), as requested
hareln, and require my personal writien endarsement relating to future Payment(s). | alse hereby acknowledge and agree that any Payment{s) mads by
Manu[lfa inta the Account, 1o which | am not entitfed, either by contract or by 1aw, shall not form part of my property, and shall be immediately refunded to
Manulife, either by me or by representatives of my estate,

I applicable, | authorize Manulife to correspond with me through the emall address identified en this form regarding my Coverage, for the Pumposes. L

undarstand such eorrespondance may contaln Information; and that the Information is being sent in @ manner that is not guaranteed as a secured means of

communication. | agree that Manulife is not iable for damages which | may incur as a result of interception by a third party of an emall transmisslan sent by

Manuiife or by me pursuan? Lo this autherization. [ agree should the emsil address [dentified on this form changa that | am tesponsible for updating the emall

gddress mggt:line% by Manulife.  understand thatif | do not wish to recelve emails from Manulife, | can remove my emall addrass online or by contacling the
ustomer ce Cenler.

Lunderstand that any Infermation provided to or collscted by Manufife In accordance with this authorization, will be kept in a Group Banafis lifa, health or
disability file. Accass to my Information will ba limited to:

» Manulife employess, representatives, reinsurers, and sarvice providers in the performance of thelr jobs;

* parsons i whom | hava granted acoess; and

* parsons authotized by law,
I have the right o requast access lo the parsonal infonvation in my fils, and, whare appropriate, to have any inaccurate information corrected.

1 acknowledge thal more specific detalls regarding how and why Manulife collecls, uses, maintains, and discloses my personal information can be found in
Manutife's Privacy Pelicy and Privacy Information Package, available at www.manulife.ca/planmember, or from my Plan Sponsor,

Plan member signature -\—lﬂ‘ 12'aN @()ﬁ*&\ Data signed (dd/mmmiyyyy), ) ‘ i3 /a0i7]

10 Mailing instructions  Plan Membar Administration
Manulife Financial
PQ BOX 11006, STN CENTRE-VILLE
MONTREAL QC H3C 478
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m Manulife Please see reverse for assistance in completing this form.
- 4
e

Send the completed form to: Plan Member Administration
Manulife Financial

Group Benefits PO BOX 11006, STN CENTRE-VILLE
H H MONTREAL QC H3C 4Ta

Beneficiary Designation Faxs 1.B7T.733.4233

All sactions of this paga should be completed as It will replace any prior designations.

41 Plan membher information Ptan contract number Plan member certilicale number

Plan member nama (last, first and fiddle Inifal)

ash,; Heather

2 Primary beneficlary Date of birth (ddmmmiyyyy)
: , 1%) Olbof 3004
List alt primary beneficlaries for - .
Baslc Life and’or Baslc Accldental irs Date of birth (dd/mmmilyyyy) { Relationship to plan membar [Fercentage
Death. 12J0%/3cbl | dauner 34 %
Pemer_llagsm must total 100% to Date of bith (ddhmmmiyyyy) { Relationship to plan member [Percantage
be valid, [ W W ooy SoN 33 =
frrevocabllity Faor Quebeg realdents onfy
In Quebec, the designatlon of your spouse as beneficiary [s iravocable
tmilass otherwiso specifiad.
if spousa [s beneficiary, the designation is;
(O Revoeable () lirevocable
3 Opﬂonal coverage Neme of beneficiary {fast, firel and middle inltial) Date of bioth {ddmmmiyyyy) § Relationship to plan member |Percantage
{if applicable)
‘Plan conteact number Nama of boneficiary (Jas, first and middie initial) Data of birth {dé/mmmiyyyy} § Relstionship to plan member Percontage
%
Listallt fickarles for Optional Nama of benaficiary {lasl, first and middla injial) Date of birth (dd'mmmiyyyy) ] Relstionship to plan member JPercentage
Life and/or Oplional Accldental
Death.
For Quebec rasidents only
Irrevocability In Quebec, the designation of your spouzse as beneficiary Is imevacable

unless olherwise specified,
If spouss is beneficiery, tha designation ts:

{0 Revoceble (O Imevocable

4 Contingent beneficiary

Nams of contingent beneficiary {last, first and middla inilisl) Date of birth {dd/mmmiyyyy) | Reiatlonship to plan member

Mama of contingant benaficiary (iast, first and middle inital) Pale of birth (ddfmmmiyyyy) | Reationship to plan member

8§ Trustee appointment
Complete if any benaficlary named

. - L}
12ppaint _,‘)_%‘3!_@ m_(tH' ADED as Trustea to recalva any amount dus to

any baneficiary under the age of majorty (nol applicahls in Quabec).

is under the age of majority.

6 DPeclaration and Lhereby revoke any previous beneficiary designations in relation fo my foregoing coverage(s) and designate the
authorization person(s) named above.
Dua to the sianificance of At Manulife Finangial, we know Ihat confidentlality of personal Information is important. Any Information you provide
a banaﬂdag%ﬂ;po?:mem this 1o us will be kep! in a Group Lifa and Health Benefils file. Access to your Information will be limited to:
designation must he signed and + our employees and service represantalives In the perfarmance of their jobs;
dated to be valid, = pergons 10 whoin you have granted access; and

» persons authorized by law.
A copy, fax, scan or image of the You have the right (o request access to the persona! Information in your file and, If necessary, corect any inaccurale
beneficlaty designation in this famn [ Information.

Is as valid as the original. Lacknowledas that more detalled information conceming how and why Manulife Financlal colleets, uses and
dizcloses my persanal information Is avallable at www.manutife.ca/planmember, or by requesting a copy from my
glan sponsor.

Plan member signatura
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"M Manulife Group Benefits L t—%

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 "y T .
statement Plan sponsor name i3 . Plan contract number
Billing divislon Account/Division number Plan member's certificale number
Do you want the walting period added to the hira date? (OYes (O No Permanent hire date (dd/mmm/yyyy’ t / ‘7j
R?;I1I_reaie (dg/mmm/yyyy) If & re-hire, date previous employment ended (dd/mmm/yyyy)
Omupationﬁm Class I § Hours worked/weak 5'5_'Salary $ 43—20:1) Frequency _A;

| cartify thal the plan member listed below is actively at work al thelr usual place of employment in Canada, Actively at work means the plan member works
a normal work scheduie of at least the sel minimum howmd in the plan contracl over a 52 week period Including paid vacation.

Date (dd/mmmiyyyy) I} o304 -

Is evidence of insurability re ﬂ? OYes ONo (in order to determine if evidence of insurability is required, please refer to
your contract.)
If yes, please complete form GLODO4E and send to Manulife for processing.

2 Plan member = ersiastname NG oas \,\ First name_Y\€ cx A2

information
Date of birth (dd/mmm/yyyy) 5' [ |L2 ‘ ]C{@S—— Gender (O Male @l Female Province of residence _ QM)
To be completed by

employee Language Qf English O French Do you have a spouse? (marmled, commen law or civll union?) O Yes d No

3 ::lac;:’el::mbel’ Address (number, street, apt.) \(OA Yens \‘"\QJ\'\'OF‘\ D(\\fﬂ_.
oty Thuoder PYM Province () \) Postal code P 7C. QASY

Plan administrator signature

4 For Quebec residents (age 85 or over) Are you participating in the RAMQ drug plan? (OYes (ONo
5 Application for ;e pians aliow refusal of ceriain benefits If the plan member has coverage under Iheir spouse's plan. if you wish to add coverage at
coverage a later date, you may reapply for these benefits at which time salisfactory medical evidence may be required,
| am applying for Extended Health Care for | am applying for Extended Dentai Care for
(O Myseif only (O Myself only
(O Myself and 1 dependant (child or spouse} (O Myself and 1 dependant (child or spouse)
@ Myself and 2 or more dependants (spouse and children) @' 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? @ Yes (ONo Dependant Life may be mandatory. Refer to the policy detalls.

6 Coordination 1y section is 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 ancther bensfits plan? O Yes (f No
If yes, please provide the following details: Name of other insurer
Insured’s last name First name Dats of birth (dd/mmm/yyyy)
Effective date of coverage {(dd/mmmiyyyy) m Identification/certificate number Policy number
Please Indicate type of coverage under other plan: Extended Health Benefits Dental Care
s i O Ssingle O Ssingle
In cases where the Information is not complete a O Couple ) Cou
ple
defaull value will be epplied.
e O Famiy O Family
() None (O None

Continued on the next page
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i d

O O ”

7 Dependant gm0 tha falioitng seciton I the plan lncludes heallh andfor o i s ; yaur :
. ! J \ } ental covesal d yoli ) d benelils dapendant
information [nsgli{ﬁsn BAPPHﬁatiu%‘rormveraguP ge and yolt aye nol refused benells for youf pencanis

Spouse Last name First name Date of birth {dd/mmimiyyyy)
I thera Is not enough
room fo list your Gendar (OMale (OFemals  If common law, please provide the effective date of cohabitalion (ddfmmmyyyy)

dependants, attach
details on a separate  **To apply for over-age disabled dependant taveraga, pleasa complele form GLOS14E,

sheel.
Lest name First name Dato of bith (dO/mmmiyyyy)  Male - omaln  me prenode
dependant**
Thompson Q%r\eﬁ 12 {0t/ Ina4t ¢ o O O
horaRSom Karono. 13/09/ 300l o & 0 O
ThompSson Rows Lin 19/ 1 / ook & o o o
O 0 Q O
8 Direct deposit
P Transit number 103 ™
Complete the fallowing _— ]
eciion If Id sl OO0« !
?ke:ggiggoulﬂgrudirect nstiulon rumber = b w100 10 bi2auskon 0oh kol bae I

deposit of your claim  gank account number OAE 2 A ‘ T
payments,

Translt number  Institution numbar  Account number
Electronic claim By providing your email address, you will recelve an invitation to reglster for an onlina mamber account,

statement . '
- Work email address CYOCUWHASY o Ciionats (0 €Ct Personal email address b@h@m@i@gﬁﬁﬁd_(‘gm
3 .

9 Authorization and consent

Lheraby apply far coverage {"Coverage") undar the Graup Banafits plan issued to my plan sponsor by Manulifa Financial {"Manulifa*). that
corlaln aspects of such Coverage may extand to my spousa and ellglble dependants {colisctively, *Depandants”). | certify that the information [n this form Is
true and camplete ta the bast of my knawledge. Lizndarstang that ss the applicant, It is my responaibllity 10 ensura thal any further verbal or written statement
provided by me, andfor my Dependants, I ihe fulura is frue end complets to the best of our knowledge. |acknawledge and agres that this Coverage or any
portlon of this Coverage, and future clalms thereunder may be denled or terminaled as a result of the provision of false, Incomplets, or misleading information.
Iauthorize Manulife to collect, use, malntaln and discloss personal Information relevant lo this application (*Information™) for tha purposas of Group Benefils
plan administration, audit, assessment, investigation, claim management, underwriting and for detarmining plan aligibility (“Purposes™. § authorize any parson
or organization with Information, including eny medical and health professionals, facilitles or providers, professianal regulatory bodles, any smpioyer, group
plan administratar, Insurer, Investgallve agency, and any administrators of other benefits programs 1o collect, usa, maintaln and exchange this Information with
each other and with Manulifs, its reinsurers andler its servico providers, for the Purposes, ] am authorlzed by my Dependants ta consent {e this Authorization,
an thelr hehalf as If they were signing it themselves, and to disclose and receive thelr Information, for the Pumposes. | authorize iy plan sponsor to make
deductions from my pay for my Group Benetits plan, if applicable. Lauthorize the use of my Socfal Insurance Number {("SIN"} for the purposes of identification
and adminlstration, If my SIN is used as my plan member cerfificale number. Lagrea a photocopy or electranic version of this authorization Is valid.

Il applicabls, ] qutharize Manulife to deposit sl payments {"Payments®) due fo me from the abave refarencad Group Banefits policy {*Policy”), inlo the bank
accaunt {"Account”) that | have identified on this form. ] confinm that this direct bank deposit autharizatlon applies 1o the financial institution hersin named by
me and any olher financlal institution | chaose to nane in the fulure; and shall ramaln valld until revoked in willing by me, or my duly authorized repressntative.
Lundersiand and agres that upon the deposit of any Payment(s} Inlo the Account, Manulife is fully discharged from any further llabllity with raspect to such
Payment(s}. | also undarstand and agree thal Manulifa may, at any time and without prior notice, discontinue tha direct deposit of Payment{s), as requested
herein, and requira my personal writlen endarsement relating to future Paymant(s), that any Payment{s) mada by
Manulife Into the Accauny, to which [ am not enlitled, sither by cantract or by law, shall not foma part of my prapetty, and shall be immediately refundad to
Manulife, either by me or by representatives of my estate. .

If applicable, ] authariza Manulife {o correspond with me through the eniall address |dentified on this form regarding my Coveraga, for the Purposes. |
understand such correspondance may cantain Information; and that the Infermation Is being sent in a manner that is not guaranteed as a securad means of
commiinlcation. | agres that Manulife Is not liable for damages which | may Incur as a result of interception by a third parly of an emall transmlasion sent by
Manulife or by ma pursuant to this authorization, | agree should the email address Identified on this form change that | am responsibla for updating the emall
address maintaifned by Manulife. ! understand that if | do not wish to recelive emails from Manulife, | can remova my amail address online or by contacling the
Cuslomer Service Cenler.

that any Informaltion provided to or collscted by Manulife In accordance with this authorization, will be kept in a Group Banafits life, health or
disabillily flla. Accass o my Infarmation will be limited to;
+ Manulife erployees, representatives, reinsurers, and service providers in the performance of their [obs;
» persons lo whom | hava granied access; and
*» parsans authorized by law,
| have the right fo raquast aceess (o the parsonal information in my file, and, where appropriate, 1o have any inaccurata informatlon corrected.

fo) that mare spedflc detalls regarding how and why Manulife collects, uses, maintains, and disclases my personal information can ba found In
Manulifa's Privacy Policy end Privacy Information Package, available at www.manulife.ca/planmember, or rom my Plan Sponsor,

Plan member signature \J\‘\' '} ({Y)S%N\ Date signed (ddimmmiyyyy)_ 0 [V R /2017

10 Mailing instructions  Plan Member Administration
Manulife Financial
PO BOX 11006, STN CENTRE-VILLE
MONTREAL QC H3C 478
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@ 6 Produced on; MAR 21 2017 -
NISHNAWBE-ASK! LEGAL SERVICES CORPORATION

Print This Page

Revise Employee - Confirmation

Policy: 106790
Employee ID: 169
Effective Date: MAR 21 2017

The following enrollment information for HEATHER NAPASH has been successfully updated.

Employee Information:
Earnings/Frequency: $45,000.00 Annually

If an "Employee Change Form" was completed for reasons other than a beneficiary change, keep the original signed form in a secure
location. [t may be required to support future benefit payments under your plan.

If the "Employee Change Form" includes a change in beneficiary the form must be signed and dated in ink and mailed to Great-West's
Head Office. It may be required to support future benefit payments under your plan.

if the Beneficiary Information maintained on Great-West's system differs from the "Application for Group Coverage Form" or "Employee
Change Form", the information on the forms will prevail.

I Retuin to Maintain/lnquire on Employee Page [

{_View In-Force Premium and Taxes |

[Help]

This site contains confidential information. It is intended far plan administration purposes only and may be viewed only by authorized personnel.
For inquiries on GroupNet, email us at GROUPNET Help Desk or call 1-800-665-2648.
© The Great-West Life Assurance Company 1998 - 2017

Privacy Policy | Legal | Internet Security | Accessibility



HEATHER NAPASH

PLAN: 106790
ID: 169
DIVISION: 1

BENEFIT COVERAGE

BASIC EMPLOYEE LIFE $ 103,000

BASIC DEPENDENT LIFE INCLUDED

ACCIDENTAL DEATH AND D!SMEMBERMENT (AD&D) $ 103,000

SHORT TERM DISABILITY $ 495 MAXIMUM PER WEEK
LONG TERM DISABILITY $ 2,145 MAXIMUM PER MONTH
CRITICAL ILLNESS $ 30,000

HEALTHCARE FAMILY

CONTACT - EMPLOYEE ASSISTANCE PROGRAM FAMILY

PLEASE TURN OVER

This summary is not a legal document and is subject to change. |f there is a difference between this summary and the provisions
of the group policy, employee application form or change form, the forms and policy provisions will prevail. For more detailed
information, please refer to your benefits booklet. If you find a discrepancy in this summary, please contact your plan
administrator.

PRINTED ON: AUGUST 20, 2014 Great-West Life

assunance G comrany




BENEFICIARIES

NAMED BENEFICIARY

JESSIE C MATTINAS

RELATIONSHIP

PARENT

@

REVOCABLE

BENEFICIARY

YES

SCANNED
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Great-West Life APPLICATION FOR GROUP COVERAGE For S ea; Offioe Hse Only

GWL Certificate Number
ASSURANCE % COMPANY

Please print clearly and complete both sides of this form, in INK. Section 1 is 1o be completed by the plan administrator and
seclions 2 through 7 are to be completed by the plan member.

1. Plan Sponsor Plan number: /&é 7?0 Division number: Benefit class:

Section Plan sponsor: AYSHMAH RE — 45T (ESAL SELV c£L Co 0 FOLHTTOF ronS/

This seclion is to be ) )
completed by the plan Plan member ID: Cost centre (if applicable):

dminisiator : - Date of full-time employment: Month 0 é Day @ Q Year Q 0/ 6[

Ptease note the policy waiting

:ﬁéligfev‘s:tte)eo?zﬂ:lg;?nLhn‘:. Occupation: Aﬁ’g&g‘ . &sgi hﬁ_/'éamings:$ / é rg— 2 per Ohyear Omonth Clweek %ur

Plan member province of residence: onN 7. Plan member province of employment: ONT .
2. Plan Member Plan member name (pﬁnl):\*ﬂ_r(h)[)&%\\ \X?Oﬁr\\@\" N ;
Information last name first name rriiddle inifial
This section s to be Gender: [ Male [ Female Date of birth: Month \O Day 3\ vear \QAR5
completed by the plan Plan member mailing address:

member,

Street address: \DO\ %em%mcxmr\ Dve.

Please print clearly, in INK.
City: S!Duﬂd&[ %M Pravince: QO0ryI 0 Postal code: 2 YC &AL‘-

Do you have a spouse (married, commaon-law or civil union spouse)? O Yes JEL No
Do you have dependant children, including full time students or disabled adulis? Kl ves O No
How many dependants in total, including spouse?

w

Refusal of Benefits Note: Health andfor dental coverage can only be refused if you andfor your dependants are covered by duplicate group

This section Is 1o be benefits through your spouse’s employer.

completed by the plan | understand the plan of group benefits offered to me, but | decline to participate in:
member. Healthcare for O myself and my dependants O my dependants only
;r?hsi: ::;:;drﬁrs«t:%gectmns Bentalcare for [ myself and my dependants [0 my dependants only
initialed. . .
Spousal insurer's name: Plan rumber:

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 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.

s

Beneficiary Designation

This sectlon is to be eompleted by the plan member.
This section must be completed to designate a beneficiary for your life benefits, if applicabla,
The original of this form will be required for a life claim. Crossed out beneficiary designations must be initialed. Please print clearly in INK.

o Percent Date of birth Fielaiionshig
Beneficiary’s name(s} allocaled  month/day/year  to plan member
tastrame MCEHh OGS first name ,_ YOS5, 1€ midcte initial 1 OO Zg ? oot
last name first name middle Initial
last name first name middle Initial
To be divided as follows: [] As per the percentages indicated above, or

O In equal shares to the survivor(s)

You may change this beneficiary designation at any time upan notice to Great-Wes! Life. If you wish to make the beneficiary designalion irrevocable {meaning
you may not change the designation or make certain changes to your coverage under the plan without the writlen consent of the beneficiary) please complete
form #M6348 BlL

5

L e £
For Quebec Applicants Only - Benalits payable under thls plan toa benefrmary who, at the time payment is to be made, is a minor or lacks legal capacnty,
will be paid to his/her tutor(s), unless a valid trust has been established for the benefit of the beneficiary, by Will or by separate coniract, to receive any such
payment and Great-West Life has been provided notice of the trust, If a valid trust has already been established, designate the trust as the beneficiary in
this seclion. Before designating a trust, you should seek legal advice.

For All Other Applicants - If designaling a beneficiary who is a minor or who lacks legal capacity you may wish to appoint a trustee/administrator by
completing form #M6242 BIL. This appointment may not be suitable for all purposes. Before designating a trust, you should seek legal advice.

CONTINUE ON REVERSE SIDE Page 1 of 2
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To be completed by the plan administrator

’ /4 ~ . L '[./L::f/')g--
Plan number: /&é‘ 7(;0 Plan member name: A”gf/fa""bﬁ' Af}éf A‘z}"ﬁ ’Q/ Plan member ID:

5. Dependant Information

This section is to be completed by the plan member.
Complete this section if the plan includes health and/or dental coverage and you have not refused such coverage for your dependants in section 3.
If there are more than four dependants, please attach a separate list. Please print clearly, in INK.

Spouse Information What group benefits coverage does your spouse have through his/her
employer?
HEALTHCARE DENTALCARE VISIONCARE
last name first name middle initial Single Family Waived None | Single Family Waived None | Single Family Waived None
Date of birth (month/day/year) Gender O 0O O 0O O O O O O O O 0O
Male Female Where applicable, benefit payments will be coordinated between this plan and your spouse's plan.
] OJ
Dependant Information Full time Disabled
Date of birth Gender student dependant

e Female Yes Yes

month/day/year ) Ma
NornOson Aader Q D@j_\ﬂl&xﬂ 7 O O O
last name © first name middle initial .
Thampson YO 000 5 AUWBAe o o o m
last name v first name middle initial
Thomesan Aoulin |7 Wd/ane o o O
last name v first name middle initial
O O O O
last name first name middle initial
6. Privacy Protecting Your Personal Information

At The Great-West Life Assurance Company, we recognize and respect the importance of privacy. When you
This section explains apply for coverage, we establish a confidential file that contains your personal information. This file is kept in the
Great-West Life's offices of Great-West Life or the offices of an organization authorized by Great-West Life. You may exercise certain
eommitment to pehvacy: rights of access and rectification with respect to the personal information in your file by sending a request in writing to
Great-West Life. Great-West Life may use service providers located within or outside Canada. 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 to persons authorized by law. Your personal
information may be subject to disclosure to those authorized under applicable law within or outside Canada. Personal
information that we collect will be used for the purposes of determining your eligibility for coverage and administering the
group benefits plan. This includes investigating and assessing claims, and creating and maintaining records concerning
our relationship. For a copy of our Privacy Guidelines, or if you have questions about our personal information policies
and practices (including with respect to service providers), write to Great-West Life's Chief Compliance Officer or refer

to
7. Authorizations and I hereby apply for coverage under the group benefits plan issued by Great-West Life.
Declarations I have read and understand and agree with the contents of the section entitled “Protecting Your Personal

; ; ) Information” on this form.
This section must be signed

and dated in INK by the plan | authorize:

member. . my plan sponsor to 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 required in the administration of the plan;

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

If applying for coverage for my spouse and/or dependants, | confirm that | am authorized to act on their behalf.

| agree that a photocopy or electronic copy of this Authorizations and Declarations section is as valid as the original.
I 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 soit remis en anglais. d
Plan member signature: \-\-\ m ['m],"\ Date: /L{
b :
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Employee Warning Notice

Employee Name: Heather Napash

Date: Januazy 24, 2017

Employee ID: Job Title: TTP-Facifitator
Manager: Caral Buswa Depariment:
Type of Warning
1. Verbal Warning by the Employee's Supervisor D 2. Letter of Counsel
|:| 3. Letter of Warning D 4. Suspension D 5, Dismissal
Reason for Warning
N Tardiness/Leaving Early [1 Absenteeism ] Violation of Company Policies
Substandard Work [] Rudeness to Clients/Coworkers [] Viclation of Safety Rules
] other:
Event Details

Description of Infraction:

Referral incident November 25, 2016- Referral was not addressed or processad in the appropriate time

-6 waeks lapsed
before referral was addressed. NALSC & TTP service to family was compromised.

Refemal incident - In your role as facilitator it was your respensibility for activating the referral once you receivad it. Firstly, you
received referral and enterad it info Into database November 25th it sat dormant and was not acted upon for two weeks. After
Zelda received the phane call from Executive Director on December 7 she (Zelda) informed you about the refarral where you

sent it for approval. Referral was approved on that day and still no action took place until January 7, 2017. After lengthy
review and discussion in resolving this matter, It was your responsibility to take immediate action on the referral.

Plan for Improvement:

= enitor clieind fibs on dedelooss ..
~ ONe. o.poroued) LYK o le vy

ke (-pf\o' hZu\;j '\‘w’sék'“ low mefernln) 40 ayp: ‘nivheaot LL&U.Q'%

dhas Slw\&m
Conseguences of Further Infractions:

Acknowledgement of Receipt of Warning

By signing this form, you confirm that you understand the information in this warning. You also
confirm that you and your manager have discussed the warning and a plan for improvement. Signing
this form does not necessarily indicate that you agree with this warning.

Employee: ﬁﬂ \O\ 5;[,3&\ Manager:%&@_) Date:ejn‘\’é& { 1
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Employee Warning Notice

y
Employee Name:Ji&Lﬁ].&L&ZFZQ&b_ Date: __IQQL&E{,_&_QIG

Employee ID: Job Titte: 7T fracc LIE_'QJ{‘U/-
Manager: (-]Oﬁb { KUS LWJQ Department._ 1 [ F
Type of Warning
E{Verbal Warning by the Employee's Supervisor I:I 2. Letter of Counsel
[] 3. Letter of Warning [[] 4. Suspension []5. Dismissal

Reason for Warning

D Tardiness/Leaving Early [] Absenteeism [ violation of Company Policies
I'] substandard Work [1 Rudeness to Clients/Coworkers [] Violation of Safety Rules
[] other:
Event Details ( June 2, 0 It )
Description of Infraction: () {xpen W /09 nission ol FiW FAJ

Q'”"\?L/ Qim. Fa‘l"/ec/"{“m qu/ Y J:)G'F-arﬁ Qe

Plan for Improvement:

| plan 4o be on-ime bij Seklr’ir\g My alovm clocK - ecu v

Consequences of Further Infractions:

Next step -Letter of counsel

Acknowledgement of Receipt of Warning

By signing this form, you confirm that you understand the information in this warning. You also
confirm that you and your manager have discussed the warning and a plan for improvement. Signing
this form does not necessarily indicate that you agree with this warning.

[
Employee: 4]&1"\{1 DASIN Manager: £ Lpzég o) & Date: ) (P
r M
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Employee Warning Notice

Employee Name: Heather Napash

Employee ID:

Manager: Celina Reitberger

Tardiness/Leaving Early

Substandard Work

Employee Information
Date: September 4, 2014

Job Title: Assist. to Area Director
Department:
Type of Warning
Second Warning

Reason for Warning

Absenteeism

Rudeness to Clients/Coworkers

carVB Al
g

Final Warning

Violation of Company Policies

Violation of Safety Rules

( Other: ) See infraction below

Description of Infraction:

Manager Approval

Leaving premises without signing out

Plan for Improvement:

Don’t do it again

Disciplinary Actions:

You will be sent home without pay — one full day

Consequences of Further Infractions:

Plevas xs2 attacked Vo leme

Acknowledgement of Receipt of Warning

By signing this form, you confirm that you understand the information in this warning. You also confirm
that you and your manager have discussed the warning and a plan for improvement. Signing this form

does not necessarily indicate that you agree with this warning.

Date

Manager

Employee



TO: Kirsten Rasevych, HR Clerk
Heather Napash, Assistant to Area Director
FROM: Celina Reitberger, Executive Director
CC: Personal Files
SUBJECT:  Unauthorized Leave

DATE: October 9 2014

On September 4, 2014 I was looking for you to assist me.

I discovered that you and Heather Napash had left on a break without signing out. Sheba
informed me that you stood at the sign-out sheet and she assumed you had signed out.

You returned after more than the allowable 15 minutes. Since there was no way to track your
time a swift penalty was in order.

You were both sent home for 5 hours.

Further infractions could result in a 2 day suspension.
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TALKING TOGETHER

Employee Performance Review

EMPLOYEE INFORMATION |
Name Heather Napash Employee ID |
Job Title  Talking Together Facilitator Date  July 12, 2019

Department Talk Together Program Manager Carol Buswa

Review Period to

RATINGS

1 = Poor 2 = Fair 3 = Satisfactory 4 = Good 5 = Excellent
Job Knowledge

Heather is familiar with the program and continues to demonstrate her administrative skills in processing clients and work load. If she is
Comments uncertain she asks questions when needed.

Work Quality O

Heather displays good work ethic and demonstrates confidence as a professional in the administrative practices and processes of the job.
Comments She applies herself promptly and efficiently but needs to be more cognizant of Circle process when working with clients as a TTC
Facilitator-mediator

Attendance/Punctuality O [ l
Comments Heather demonstrates good attendance and is aware of the importance in this area.

Initiative

Heather has demonstrated the ability to take on work responsibilities with ease and continues to demonstrate confidence when completing
Comments tasks. If she is unsure about a work related matter she calls the office for assistance.
During the TT Circle she was able to establish a good flow to the process that assisted parents to identify some of their needs and goals.

Communication/Listening Skills

Heather communicates very well with staff, clients, stakeholders and community. She is very approachable and is able to share and apply
Comments new information. She is familiar with the goals and mandate of the AADR-Talking Together Program.

She was able to articulate the TT Circle very well and demonstrated confidence throughout. The client and Circle participants were

comfortable and at ease which made Circle goals easier to work with and ADR achievable.

Dependability

Comments Heather continues to be reliable and accountable in and out of the office.

Overall Rating (average the rating numbers above)

EVALUATION

ADDITIONAL COMMENTS: Heather has established a good warking relationship with staff, clients, community and stakeholders of the communities
that she serves. She has established a good work ethic and is flexible with change. Heather is an asset to the program and
takes pride in working for the agency in her daily duties as a facilitator. Good Work Heather!

GOALS Potre e, AR
(as agreed upon by
employee and manager) . Aot e Can G LG € Oul St

VERIFICATION OF REVIEW

By signing this form, you confirm that you have discussed this review in detail with your supervisor. Signing this form does not necessarily indicate that
you agree with this evaluation.

Employee Signature -H\ nCMPCL[,f}\ Date %Q_PL‘ I &

‘A : Date

Manager Signature



