W Manulife Group Benefits 32)
' " 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.

. :::mm“sor Plan sponsor nameb \\hﬂﬂub{ A K L{%g—k Plan contract number
Bllling division Account/Division number Plan member's certificate number

Do you want the waiting period added to the hire date? (OYes (ONo  Permanent hire date (ddimmmiyyyy)2/ OCTT 2.G0Q

E?‘;lﬁaa{rddlmmmlwyy " If a re-hire, date previous employment ended (dd/mmm/yyyy)
Occupation “’d&ﬁw g C-Ccm B Hours workedfweek K Salarysszjfaﬂ Frequency ’__‘

| certify that the plan member listed balow is actively at work
a normal work schedule of al least the sel minimum houss p

thelr usual piace of employment in Canada. Actively at work means the plan member works
stated in Ihe plan contrac! over a 52 week period including pasd vacation

Pian administrator signature Date (dammmiyyyy) </ (A [
Is evidence of insurability 7 OYes ONo (in order to determine if evidence of insurability is required, please refer to
your contract.)
If yes, please complete form GLODD4E and send to Manulife for processing,
2 ::llfa: mel'.“ol:lar Plan member’s last name QB«QQ\O'T_\ First name LE—. A—“AU
Tobe conpleted by 2% Bith Gdmmyy) 0 | 08 / V1T 3gender OMale @*Qme Province of residence __ONW TRARL0
[+} co
employee Language @fngﬁsh QO French Do you have a spouse? (married, common law or civil union?) ®@%es ONo
3 :ldadl':e!::mel’ Address (number, street, apt.) 2\ q p\\l & SW p‘ r: E—\
ciy_SORIR CRE WA Province_ QN Postal code 2 OXC VINO

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

5 Application for gome pians allow refusal of certain benefits if the plan member has coverage under their spouse's plan, If you wish o add coverage at

coverage a later date, you may reapply 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
@/ Myseif and 1 dependant (child or spouse) Myself and 1 dependant (child or spouse)
(O Myself and 2 or more dependants (spouse and children) (O Myself and 2 or more dependants (spouse and children)
(O None, becausa my spouse has coverage (O None, because my spouse has coverage

Are you applying for DependantLife? @ Yes ()Mo Dependant Life may be mandatory. Refer to the policy details.

6 Coordination s section is requined i you are appiying for coverage on your dependants

of benefits Do you or your dependants (spouse and/or children) have benefit coverage under another benefits plan? @433 ONo
If yes, please provide the following details: Name of other insurer__(@RENT \WEST LALF

insured's last name _ P Q.0 (11§ Frstname TR LW\ D Date of birth (dd/mmmiyyyy) Qéll’ll {5
Effective date of coverage (dd/mmmiyyyy) O\IOQIMG Identificationicerticate number_y O} 1 % O \ Policy number {1 057 ()1 |
Please Indicate type of coverage under other plan: Extended Health Benefits Dental Care

. O Single O Single
I 25 where the information is not compiete a
defaull vafoe wit bo applied, | © g,:f::‘pit o E:um”":

O None O None
Continued on the next page
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2 § Deﬁendant Complete the foliowing section if the pian includes heatth andior dental e and you nave not refused benefits for your dependants

information i Section 5 Application for coverage. Y R
Spouse Lastname __ PR RO First name Lﬂlgq Date of birth (da/mmmiyyyy) O 1121 73
mlﬁsﬁl@?"m Gender OfMale OFemale  If common law, please provide the effective date of cohabitation (dd/mmmyyyy)

dependants, attach H i
detalls on a separate =T apply o1 over-age disabled dependant coverage, please complete lorm GLOS14E.

sheet
: Gender Over. Over-age
Last name First name Date of birth {dd/mmm/yyyy) Male Female uud:;ﬂe dmff&
dependant™
9&%@4:%/ ©c ¢ o ©
O C @ O
o O O @)
O O O O
8 Direct deposit
Transit number Q) n,
Complete the following ¢
section if you would Instifution number L" 6 J\ MEMO . - Par—
like to sign up for direct vA0B" COMM22wSL0 DODMAwODAR ALY
deposit of your claim 50 0 2% ﬁ
payments. Bati aonunt e Transit number  Institution number  Account number

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

siiamant Work email address MmMM%M'Pmm emai address lﬁgﬁy\\mﬁc\] \4¢ @\\W\\' Cl

9 Authorization and consent

L hereby apply for coverage ("Coverage”) under the Group Banefits plan issued to my plan sponsor by Manulife Financial (*Manulife”). Lunderstand that
certain aspects of such Coverage may extend to my spouse and eligible dependants (collectively, “Dependants”). Lgertify 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 statemant
provided by me, and/or my Dependants, in the future is true and complets to the best of our knowledge. | acknowledge and agree that this Coverage or any
portion of this Coverage, and future claims thereunder may be denied or terminated as a result of the provision of false, incomplete, or misleading information.
1 authorize Manuilfe to collect, use, malntain 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 eligibility (*Purposes”). | authorize any person
or organization with Information, including any medical and health professionals, facilities or providers, professional regulatory bodles, 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. | am authorized by my Dependants to consent to this Authorization,
on their behalf as if they were signing it themselves, and to disclose and receive their Information, for the Purposes. | authorlze my plan sponsor to make
deductions from my pay for my Group Benefits plan, if applicable. | authorize 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, | authorize Manuliife 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. | gonfirm that this direct bank deposit authorization applies to the financial 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). | algo understand and agree that Manulife may, at any time and without prior nolice, discontinue the direct deposit of Payment(s), as requested
herein, and require my personal written endorsement relating to future Payment(s). L also hereby acknowledge and agree that any Payment(s) made by
Manulife into the Account, to which | am not entitled, either by contract or by law, shail not form part of my pr , and shall be immediately refunded to
Manulife, either by me or by representatives of my estate.

If applicable, | authorlze Manulife to correspond with me through the email address identified on this form regarding my Coverage, for the Purposes. |
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 liable 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 to this authorization. | agree should 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 emails from Manulife, | can remove my email address online or by contacting the
Customer Service Center.
Lunderstand that any Information provided to or collected by Manulife in accordance with this authorization, will be kept in a Group Benafits 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 file, and, where appropriate, to have any inaccurate information comected.

Lacknowledge that more specific details regarding how and why Manulife collects, uses, maintains, and discloses my personal information can be found in
Manulife's Privacy Policy and Privacy Information Package, available at www.manulife.ca/planmember, or from my Plan Sponsor.

Plan member simammM W Date signed (dd/mmmiyyyy) OGI Q Iw n

10 Mailing instructions  Plan Member Administration
Manulife Financial
PO BOX 11006, STN CENTRE-VILLE
MONTREAL QC H3C 478
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mFManulife Please see reverse for assistance in completing this form.

Send the completed form to: Plan Member Administration
Manulife Financial

Group Benefits PO BOX 11008, STN CENTRE-VILLE
" MONTREAL QC H3C 478
Beneficiary Designation sgatlpsics doifios
All sections of this page should be completed as It will replace any prior designations.
1 Plan member information Ptan sponsor name . ) . | Plan contract number Plan member certificats number
f‘u" | /<, f‘ I‘\ML 8,4‘6 - ’}Ky | \____,...,'.‘I-Q)._L.‘L
Plan member name (last, first and middie initial) Province of residence Date of birth {dd/mmmiyyyy)
PAROTL, LLEANAL D OM1AR O
2 Primary beneficiary Name of beneficiary (last, first and middle initial) Date of birth {dd/mmmiyyyy) | Relationship to plan member
List all primary beneficlarles for PARGOTY, OWWL®, o Obl2 147 3 | QouBE
Basic Life and/or Basic Accidental Name of baneficiary (last, first and middle initial) Date of birth (dd/mmm/fyyyy) § Relationship to plan member
Death.
Percentages must total 100% to Name of beneficiary (last, first and middle Initial) Date of birth (dd/mmm/yyyy) | Relationship to plan member
be valid.
Irrevocability For Quebec residents only
In Quebec, the designation of your spouse as beneficiary is imevocable
uniess otherwise specified.
If spouse s beneficiary, the designalion is:
() Revocable (O lirevocable
3 Optlonal coverage Name of beneficiary (last, first and middie initial) Date of birth (dd/mmm/yyyy) | Relationship to plan member
(if applicable)
e g Neme of beneficiary (last, first and middle initial) Date of birth (dd&/mmm/yyyy) | Relationship to plan member
List el beneficiaries for O Name of beneficiary {|ast, first and middle initial) Date of birth (dd/mmm/yyyy) | Relationship to plan member [Percentage
Life and/or Optional Accldental
Death.
For Quebec residents only
Irrevocability In Quebec, the designation of your spouse as beneficiary is irevocable

unless otherwise specified.
If spouse is beneficlary, the designation is:

(O Revocable (O Imevocable

4 Contingent beneficiary

Name of contingent beneficiary (last, first and middle initial) Date of birth (dd/mmm/yyyy) [ Relationship to plan member

05103 1994 | DAUGHIER

Name of contingent beneficiary (last, first and middie initial) Date of birth (dd/mmm/iyyyy) [ Relationship to plan member

6 Trustee appointment

as Trustee to receive any amount due to

g%m%‘;:;gm:ﬁmm any beneficlary under the age of majority (not applicable in Quebec),
6 Declaration and 1 hereby revoke any previous beneficlary designations in relation to my foregoing coverage(s) and designate the

authorization person(s) named above.

signifi At Manulife Financlal, we know that confidentiality of personal information is important. Any information you provide
Eggﬁw m?;‘:g to us will be kept in 2 Group Life and Health Benefits file. Access to your information will be limited to:
designation must be signed and * our employees and service representatives in the performance of their jobs;
dated 1o be valid. * persons to whom you have granted access; and

+ persons authorized by law.

A copy, fax, scan or image of the You have the right to request access to the personal information In your file and, if necessary, correct any inaccurate
beneficiary designation in this form [ information,
is as valid as the original.

1 acknowledage that more detailed information concerning how and why Manulife Financial collects, uses and
discloses my personal information is available at www.manulife.ca/planmember, or by requesting a copy from my
plan sponsor.

Plan gnember signature
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O C

Tl Manulife Financial

l For your future~

Group Benefits — e-Application for Change

Please print clearly and complate all pages of form. If required, retain a photocopy for your files.

1 General information

We require this information to
process your request.

To be complated and signad by
plan sponsor.

7 Plan contract numberfs) Plan member certificalo number | Flan sponsor T :
HOVW D00 DOLOLO0AY | ‘
! | Plan administrator neme Plan administrator slephone number

Ext.

ik b ey et amrean e mre e

i
ﬁ?ﬁﬁ meamber name (last, first, middla initial)
!

arcayh \\e.o\‘har\,. o

" dar. 1r,§w

jﬁm that tha plan mambar Iisted above ls actively at wark at their,usual place oflamponmant -
Canada‘*Acﬁvely at 'WOrk e means ns.the p plan mamberworks a non'nal wwgﬁrg&mheduls of 2 at [-aast the sat
. minimusm Hoirs parweek as stated in the plan cantract over a 52 week panud including paid, vacaﬂ
* Plan ndministrator algnature * Date signed (ddlmmrn!my) i

t | i

o

4

L

I A TR S Lo L I pra—

2 Plan member name change

_* New name {last, first, middls intial}
*

i

et S P Ty 2 % e = in At ke e e = D T 7 T s WL kA ke L A A b i i oS
e b e P e 000

3 Plan member address

Peumam—— = Pt AN B o AL

T ad Addrasa {number, sireal, apt. number)m

,% 2V QNe S\ccc}c (’30)(5\

; Province Postal code !
WNekadhewan LIS Oov \mo__t
4 Addition of benefits ﬁmﬂ’“‘? ‘”Em?iéd HoalthCara , . /Addifionof Dental CamL - « 7 . o i

A spouse/common [aw spouse Is
consldered an eligible dependant
under your group plan, Please rafer |
1o your contract for guidelines.

*Please enter the date that the
common-law cohabitation beganin
the *Date commenced” field.

In order to determine if evidence of
lnsurability is required, please refer
to your contracl.

%al Wish 1 ADD Exiohded Heallh Care for:  * * ' wish o ADD,Denital Gare for.

{O Myseif ONLY ‘ 33 ) Myself ONLY

O Myself ANG 1 dependant ?1 (O Myself AND 1 dependant ' i
g O Mysolf and 2 of mora dependants ! O Mysslf and 2 or mora dependants X
a} @ My dependanis ONLY (1 am already covered) : 4 Iy dependams ONLY {t am already mmd) :
i "T’r e i, v—.—‘nn‘ri"ﬁ—\‘u’ﬁ- w.s-«—-(m;zmu S e ST S iR RIS
:gp‘gﬁmﬂam Ufe £ Iwish 0 add Dspmdnnt Lu:ﬁfmm H
;-fRigson fog&additlons (check one aniy) - ¢ w s . o
) Morriage LO Commondaw relationship® 4 () Spouse's coverapa cancalled
§ Data of marriaga (ddlmmmyyyy) : 7 | Date commanced (dd/mmmAryyy) ,;1 Cancalation data {dd/mmmiyyyy) 3
3 i ; ;
‘2‘}».:' T T RS  E “i S sy wi}‘ @%
([ @fomer - P Plaasa gi\?'ﬁ datalis oF Other".ulf net:essarﬁaﬁach"é‘é‘é‘ﬁ?ﬁ"ta shast:,

Effective dats (ddimmmiyyyy) B MWt ame 0% 'En\ﬂ"hj b.cqen&. enMs, T Lo l

'-50 {051 a,0\F AN Anee 1 (k3 o b8 Iny ﬂ&u\% -s.\wéﬁ“s'ﬁu—

:néa*@a;hmﬁféﬁfasgm}af %
f mgﬁ dance of insurabllrty,!s raqmrad

; gd seud it to Manullfa Financtal@r pmcesslng Manullfe Flnancial will ;nut contact your “Pisns.
:/AdmInlstrator,to verify that this for hiza Besn malled*“ “: = iﬁ_ﬁ X5 s

§ Refusal of benefits

You may refuse Extended Health
Care and or Dental Care for yourself
and/or your dependant(s} only if
cavered for similar benefits under
spouse’s plan.

The Menufacturers Life Insurance Company

*Refusal of Extendad Healtli"Carea' e

TEMTLATY

[ 'da NOT.want Extended! Heallh Cara;fon ..4._.3_.».. ) sl do'N NDT;want Dental Ca'ta Tors.

g O MyssfONLY io Myseif ONLY ¥
Q Myu!f and my depandam(s) O Mysell and my dependant(s)

i O Wy dependant(a) ONLY ¥ O My dapendanxs) ONLY
s S o e e o LIS e st S P o St e £ T

‘é’ Data of rafusal {dd/mmmiyyyy) D P % Dats of refusal {ddimmmiyyyy) ;

= 3
]

Ejvidahca mayba rgggrad’ '

Page 1of 3 GL3187E(Snet)( } (0572011)




® Q

g [ L

6 Termination of dependent f b iwishto lan'nina!a cavarage for 8 speciic dependant(s) {see section §) f‘%’; .

i oy~ bnise SR SV n««i.. (PRI S o S S S

coverage H g O IwashlntennlnataALLcoveragasfmALL dae_endanu o ;‘}Qﬂ%@ mn,, caverags o single ""““ L
" Eftaciive dote of tarmination (ddlmmm!yyyy) B } R

; a CETTUTI O _ITOT N SRy T et S _..,e I

1,5 Reason lcrterm nation

it i
4 e e e T YR PP L e
7 For Quebec residents i ; (lam parﬂupallng In the RAMQ drug plan provided by the Quebec govemmenl r
(age 65 or over) 'U {C}1am NOT participallng in the RAMQ drug plan provided by the Cuebec government |

e P ——

o i

1

= g w—u ”nw o T A e A ST d e i ‘

8 Co-ordination of benefits Spcusal Haalf.h ‘qus ynur spouse have hesith & covemgat % @Yu O - E Effective date (dd/mmmiyyyy) T
covaragaf" < ’Aunder&h owninswance plan?" ;O \ jo 5 , QNG

This infarmation is impostant for the P - " . : reiie =8

corract adjudication of your claims. § Effactive date {ddrmmmiyyyy)

oy Jeslang

iy

Complale sections B and 9 only if
you ara required fo enrol your

spouse and children, and you need
lo ehange information, ba
H O O Your spouse and chitdren only ! J Spouse's data of birth (ddimmmilyyyy) !
e ,,.,h_,_.r,,.,}.,,,,. ...,A.._h.i e o o A e 1 s ) :
i O g, O Your spouse, you and yourchlldx_gnt o bl 0 Q, ‘lg‘_!_\ﬂl\'s :
9 Family information ?&'ﬁé‘i‘mﬁete ihis setiion ‘oAl whén you are changing Information parEining | todependants that have: ¢
& grawously bagn e enrulled DR when'y you are addmg!dalahng 2 dapendant‘lf more thag),g chi[dren' 8
e et glease attach a separata Ilsting~ e e BT
Vomngs | Efectvedatof Spouselchlid nxme . Dataof
§ Iypccodl i change " birth
Liosboon | ctonnm) | L N _ (4t
{ ! 1 spouse )
H i
i i s S+ <o e o St e . ey
1 el " { Om
A ;‘SDHS]N)\G @mvn\c\ NDes s C 0% Joshaejer | C
chid Oml
i S A e — e 1OF
A ¢ ehild ’ o Om
2 - ‘)-M;Wmé‘ e O F
i ‘ chiid Owu
;
i e . QF

g, Chaugu typecodes: A= Md C= cmmga. D Dema Rnlatlnmhlp eodas- H = Husband, w = \Mtu. §= Commun—law spousa. = Child
-—rVH

‘ifa dependant i% dlsablad and. over-age. plaasa completa GLﬂSME. Aﬂp!!catfan for Ovar-Aga Dfsabled Dapandant COVemg
}?lf a dependant Is an overa?gswdent ‘pleaseo completé’GWGﬂE""—‘Request forgemlnatfon of Over-aga Sm‘%?ﬁt Dopendant.

T EE """’L.ac..h Mo

10 Beneficiary designation }?‘SQhould you wlsh htgghaﬁﬁ” “?6“&‘banaﬂclary deslgnatlon.

'€§Meggﬂng£ary Deslgnatlan o
11a Direct deposit "%’Gomptatethafolféﬁhg section ifyol
{ Name of financial Institution
i Address (number, stree!) - City Provinca Postial code
' ST e e e Mk L - ".j
! i Transit aumber (5 digits) § Institution mumber Bank sccount number
¥ Hmrrnicn : = e e e it i e vty e

Tha llustratlon shows the MIGR encoding used on
|- Bl Manulife Bank standard cheques. The labn!s help you Identify the
‘| EODKINGST.NORTH cades to enter. ”

1| WATERLOO, ONTARIO N2t 408

LUUU*PI“’UU

; .
B H 4 T P e — g
3 B B g

Www“

?‘E&‘»‘:Z?:m« g
-Ar.:ount nmnbqu_m

1 Institition number.;a ;

RPN o i g ~- T fad e
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