M Manulife v Group Benefits~ 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.

1 Plan sponsor 'J" : -
statempent Plan sponser name _\J €CAL R’mtﬁ)i ‘f' Pian contract nurmber _C3) Z- @al &&53

Billing divislon Account/Divigion number Plan member's certificate number

7| G "
Do you want the waiting period added to the hire date? @Yes O No Permanent hire date (dd/mmm/yyyy) / { L(

Re-hire date (dd/mmm/yyyy) If a re-hire, date previous employment ended (dd/mmm/yyvy)
hyaricz =

h H ¥ Yl
Occupation Eﬂ@m Class___fX . Hours workediweek _R 5 _Salary 1, KO0 Frequency

| certify that the plan member listed below is actlvaly at work at their usual place of employment in Canada. Actively at work means the plan member works
a normal work schedule of at least the set minimum hours per week as stated In the plan contract over & 52 week period including pald vacatlon.

Plan administrator signature M W Date (dd/mmmiyyyy) /(—; ! r)b’ ! /cl

L)
Is evidence of insurability required? (OYes (CNo {in order to determine if evidence of insurability is required, please refer to
your contract.)
If yes, pleasa complete form GLOOO4E and send to Manulife for processing.
2 Plan member , = -

information Plan member's last name Ra bbi + Firstname __ vJ €M —
Date of birth (dd/mmmyyyy) _ﬂl_ﬂ;ﬂuﬂb Gender (OMale [ Female Province of residence _ () IN' |

To be completed by

employee Language ﬁi English O French Do you have a spouse? (married, common law o ¢ivil union?) O vYes O No

3 Plan member Address (number, street, apt.) "‘_’7 malﬁ 6*‘?6+ MQS'F

neress Eﬂtﬂ[ﬂdﬂﬂ:ﬁﬂﬁj—mﬂ— Province ﬂ JN Postal code W \Lo

4 For Quebec residents (age 85 or over) Are you parlicipating In the RAMQ drug plan?  (Q'Yes (O No
5 Application for gong pians allow refusal of certain benefits if the plan member has coverage under their spouse's plan. IF you wish to add coverage at
coverage a later data, you may reapply for these benefits at which time satisfactory medical evidence may be required.
| am applying for Extended Health Care for 1 am applying for Extended Dental Care for
O Myselfonly () Myself only
() Myself and 1 dependant (child or spouse) () 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? (OYes (O No Dependant Life may be mandatory. Refer to the policy details,

6 Coordination This section is required if yau are applying for coverage on your dependants.

of benefits Do you or your dependants (spouse and/or children) have benefit coverage under another benefits plan? OYes yNB
If yes, please provide the following details: Name of other insurer
Insurad's last name P\I “‘C h Flrst name HUh+€ " Date of birth (dd/mmm/yyyy) jﬁ,l_a_ala_axa
Effeclive date of coverage (dd/mmmiyyyy) Identification/certificate number Policy number
Please indicate type of coverage under other plan: Extended Health Benefits Dental Care
O Ssingle O Single
In Gases where the Infarmation Js not complete a O Couple QO Couple
default vaiue will be applied. @ Famiy ® Famiy
) None O None

Continued on the next page
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3 dant p—
7 Dependan Complola thia following secﬂon Jfthe plan Includes health aridior dental coverage and yob have not refused benefits Tor your dependants
¢ information in Section 5 Application for coverage.

Spouse Last name IJ{J txy, bt e First name E | bQ[ !H Date of birth (ddimmnmw)_’-[_l_&[‘ia\g] ]

:Lt:;r;m:;o?;:ough Gender (O Male 'Q(Female if common law, please provide the effective date of cohabltallon (ddfmmmiyyyy)
d dants, atlach
d:{’.ﬁ,‘; :: aa ;épafate *To apply for bver-gge disabjed dépendant coverage, please cotmplate form GLOS14E.
shast. ) Gender Over-age Over-sge
Last name First name Date of birth (dd/mmm/yyyy) Male Female slwdent disabled
dependant™
O O O O
. o O O O
o O o O
o 0O Q O
8 Direct deposit
P Transit number _[C)O(OL'!_I
Complets the following - .
Eﬁemégnsirg%%‘;:ﬂ?m Institution number __ Q) (% I ioar I:EI bid Enns_'zl.fr' 000 sheQTLs 3 i U AR E
deposit of your claim B 5] P A CE e A W ) -
pa&nenla.y Benk account number baa Oq l’? ' Trans:t number Inskitution number Aa:ounl number

Electranic claim By providing yeur strail address, you will receive an imvitation to register for an online member account.

staiement - ahCa °
Work emai adress j cabbitJabare@nanlgal.” personat et adtress _Janeinbpee Snhica

8 Authorization and consent

Lhoreby apply for coverage ("Coverage”) under the Group Benefits plan issued to my plan sponsor by Manulife Financial ("Manulife®). ] understand thal
certaln aspects of such Coverage may extend to my spouse and eligible depandants (colleulvely. *Dependants®). | certify that the information in this form is
trie and complete fo the best of my knowledge. ] understans! that ss the applicant, it is my responsibility fo epsure that any further verbal or written staternent
provided by e, and/or my Dependants, In the future is frus and complete to the best of our knowledge. Lacknowlodge and agres that this Coverage or any
partios of this Caverage, and futura clalms thereunder may be denied or terminated a8 a result of the provision of false, Incomplete, or misleading information.
L aythorize Manullfe to collact, use, malntaln and disclose personal information refevant to this application (“Information”) for the purposes of Group Benefits
plen administration, audlt, assessment, Investigation, claim management, underwriting and for determining plan eligibility (Furposes™). Lauthorize any person
o organization with Infarmation, Including 2ny medieal and health professicnals, faciliies or praviders, professional regulatory bedles, any employer, group
plan administratar, insurer, Investigative apancy, and any administrators of other benefits programs to cullect, use, inaintain and exchange this information with
each other and with Manullfa, ifs ralnzurers and/or [ts service providers, for the Purposes. | gm guthgrized by my Dependarm fe consent fo this Autharlzatlon,
on thelr behalf as if they wera sighing it themselves, and o disclose and receive their Information, for the Purposes. 1authorize ry plan sponsor to make
deductions from my pay for my Group Benefits plan, if applicable. | authoriza the use of my Social Insurance Number ("SIN") for the purpases of identification
and administration, if my SIN iz used as my plah member certificate numbar:. | agree a pholneopy or electronic version of this authorization js valid,

It applicable, Lauthorizge Manulife to deposit all payments ("Payments”) due to me from the: above referenced Group Benefits palicy ("Palicy™), Into the bank
account ("Account’) that | have ldenfiffed on this form. [ confinm that this direct bank depesit anthorization applies to the financial Institufion hareln named by
we and any other finangtal ingtitution [ chorse 1o name In the future; and shall remein valid until revoked in writing by e, or my duly authorized representative.
lunderstand and agree that upon the deposit of any Paymant(s) lnto the Account, Manulife is fully discharged from any further liabifily with respect to such
Paymaent(s). | algo understand and aargo that Manulife may, at any time and without priar notice, discontinua the direct deposi of Paymeni(s), as requestad
heraln, and require my persanal written endorsement relating to future Payment(s). [alse hereby acknowledge and agres that any Payment(s) mada by
Manutif Into the Aceount, to whieh | am not entitied, either by contract or by [aw, shall not form part of my property, and shall be immediately refunded to
Manutife, elther by me or by raprasantatives of tny emte

If applicable, ,_ﬁl_l.[l_ﬁlﬂzﬂ Maruife to sorrespond wilh me through the email address identifisd on this farm regarding my Coverage, for the Purposes. L

undergtand such correspondence may contain Information; and that the Information is beirg gent in @ manner that Is not guaranteed as a securad means of

cormnmunication. 1 agrae that Manulife is not liable for damages which | may incur 8s a result of interceplion by a third parly of an email fransmission sent by

Menulife eor by me pursuant to this authorization. Lgaree should the email address identified on this form change that | am responsibla for updating the amail

(a:ddres':. mginiaine% by Manulife. Lynderstand that if ] do not wish to receive emails from Manulife, | can remove my email address online or by contacting the
ustomer Service Center.

Lunderstand that any Infarmation provided to or collected by Manulife In accordange with this authorization, will be keptin a Group Banefits life, health or
disability file. Acgess to my Information will be limited to:

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

» perseng to whem | have granted access; and

' persons authorized by law.
| have the tight to request access to the personal iormation in my file, and, where appropriate, to have any inaccurate information comrected.

| acknowledge that more spedilic details regarding how and why Manulife collects, uses, malntalns, and discloses my personal Informatien can ba found
Manuiife's Privacy Policy and Privacy Information Fackage, available at www.manulife.cafplanmember, ar from my Plan Spenscn

-]
Plan member signamm,gl&ﬂz_@@.ibr% Date slgned (dﬂmmmww)mm

10 Mailing instirucﬁéﬂs Plan Member Administration
Manulife Financial
PO BOX 11006, STN CENTRE-VILLE
MONTREAL QC H3C 4T8
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Manu]ife O Please see reverse g;gmistanca in completing this form.

Send the completed form {o: Plan Member Administration

Manulife Financial
Group Benefits PO BOX 11008, ST CENTRE-VILLE
H H . MONTREAL QC H2C 478

Beneficiary Designation Fas: 18777334238

All sections of this page should he compfefed as it will replace any prior deslgnatmns.

1 Plan member information Flan epansc name T T ianconfrastamber v Plan member careas number
.\.: eaﬁ meme e mmmegmn e mmemrz TEima Lu@l-&ﬂ.\- R N T T wreg et ol
. Piar member name (last, firat &nd middle Inligl) ! F'rovince ofresidsace Data of birlh (ddmmmiyyyy) .

"Rekoi . ONT i"H 08/1%e .

2 Prima ry beneficiary { ,Name ofbenernary fiasy, first and middte itial) 1 Date of birth (ddfmnnuyyyy) Ralaﬂunsmpto plan member Feroenhge

v L

List all primary beneficiaries for . - L

C... ... Blodfacdk  Sen L

Basic Life andfor Basle Accldental l' Name o!beﬂaﬂdﬂry (Iast. first and m:ddla :hmal) , Date of birth {ddlmnmlyyyy) K Relahnnshlp lo plan member . Pememage ;
Dz N h?fL : ?
e, Rlbany . 1Y) oa{ LiSon ... ... %
Percentages must total 100% o yName of bateficiary (last, first and middle inilial) J Da:e of Blrth ddfmmmfm/y) Rera!lonmp to plan tember | Perceniaga ‘, '
be valid. .- ; ‘ : % N
ars | P T e e .'.I.'.. ———— e cemell LR a
Irevacability ! Notel I baneflclgry is show s imevocable, < Fnr Quebec residonts oy i
: h!sMarconsent i5 required 10 chapge i Include i In Qusbec, the designation of your spausa a5 benefliciary is mvonable ' g
i 7 slghédand datech consent with this form. Your ¢ unless otharwisa speciflad. .
- am responsible for an;unng*t‘hwalldity of If spouse is banefigiary, the designalon ls: 1
i yqr.imdéslgnatinn. s . O Rewcable ) Imevocable Y
[ , ————— R LN
3 Optional coverage * 1Name of beneficiary (iast, first and mitidla :mnan Date of birth (edimmmyyyy) Ralauomrup {o plen mnhar Parcemage M
(if applicable) . _ y - ' % }
Fiah et runbes "y ., Name of beneficiary (last, rst and middla inkiat) |« Dats of Bith (dd.nnmmfmy) Ralahnnlhlp to plan member Percentage ; | I
. 11 i]' ! %,
s mvan .. ) e — XL — ——— ezeedn, eI ) .
Tt B At b L PRI s— N ar 0 A I.
List alf beneficiarias for Optienal ! :Nama of bﬂnaﬁmary (last, firsf frsl and i m[ddle Inltlal) Dala ‘of birth (dd!mmmfywy) ! Ralaﬁnnah!p to] p[an member Percentage :
Life and/or OpHienal Acsidental y ;: : ot
Death. o ey . o rtmme e g e o e
. ' the; it beneﬁmﬂryjs,shuwn as Irre\.rccable, For Quabac razfdents only !
Irrevocability ! reonsent ls,raqu]red inchangait, inaluda, { InQuebac, the deslgnatien of your spouse as beneficiary is imavacable
Asighed ehd'dated consanl with this form, You unless sthanvise specified. i
arg I;esponmhlu for ensuring the vali ity of ; If spause is beneficiary, tha deglgnalion (g |

gquq!ﬂemgnatlon. O Revocable C) Irevpcable

am s s s ke e b= ey ————— = - g

'
1
H
.’

o 4
4 Contingent beneficia .Ynu. iy wisf to designatea centingent beneficlary(ies) to repalva any proceads undartﬁn&:gtqu;r ppr'r:y:f Aol )

g o " the pr’gmary beneficlarylies), hamed above for elther coverage; should gle befor you.ln that event, a. mnﬁngerjt \e :
: .bena‘ﬁc:axymll auromatlcally be entitied to the bensit that woutd have.bean payable to.the primar benaﬁcfaw(lgzs}" o
I ycm name mora then e corltingent beneficiary, than the proceeds will be spiit; evenly, amorngstihe.cantingen 3

i .benallcladasyat choos# torjame. Should there mpf ba any surwvma bmercnaneaatheﬂmdnﬁypur :I‘aath, 2, aj, L
i pmt:q%ads will be paid to your estate. ARV
+ Narma of contingent beneficiary (iast, first and middls nlliah Dale of binth (defmmmiyyyy) I[ Ralahunahlp o plen member ;
:' T Al i T, a w - i [Rlr i bl LS Sl - A “ "y ““'"E‘ Liwp g 4 g b ' i
i .Name of contingent banﬁﬁary {Tist, first and middle Inhia) ‘l Dale of birth (dd/mmmiyyy) | Retationsnip ta plan membes Vi
1 ' E' I‘l H
——h T "",."_"_'_"L_'.I_:Z;;_. —— T T |

5 Trustee appointment " e 2 Of I

Comple te If any benefielary named :. | appaint a3 Trustee 1o recaive any amount dus fo '
s under the aga of majority. p ‘B hammry u.ndfifhe“ig_efj majoty{dot spplicable In Quebes). ) — I
8 Declaration and : 'Lhml‘evoke any previous beneficiary desrgnaﬂons in relation tcr;; 5regémg ooverage(si ;ﬁa::l;ér&;z;tgzh} i *.,
authorization | \persan(s) named abo\re. o

LI P N ] A e Al - S U NN T LT A L e R e e e Y me - A Y T L T R AN e . ’
Due lo the legal slgnificance of ! At Manullie Fmancral we kniow that confidentiality of persanal information [s mportant. Any information you provida {
a beneficiary appeintment this + tous will be kept in a Group Life and Health Benefits file. Access to your infarmation will be limited to: Vi
designatlon mustbe signedand ;  *ouremployees and sarvice representatives in the performance of their jobs; !
dated to be valid. = persons o whom you have granted access; and y
; i« persons authorized by law. i
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, carract any fnacourate P
beneficiary daslgnation in this form lnf_qﬂnaﬂﬂn ) . v
s 8 valid 25 the orfginal, -Laﬂkumlzdﬂmhat more detailed mfunnatlon mncemmg huw and why Manullfa F’nancual co[lects. uses and " #t
, :discloses my persanal information is available at www,manulife.ca/planmembar, ar by requesting a copy from my :
planspansor o o I i

arsignalme o oo Dates; nad (ddr’mmmf —'{
. Cabiod fn Gifgod

" T A b ate s mommemm TANY i arrryml i e gy ‘ WO AL L D s T bes et
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Manulife Financial assumes no responsibility for the validity or sufficlency of the content provided by you. The flems yoti!
and ‘yours’ refer fo the plan member; the term "Plan Sponsor” rafers to the entily that offers the group benefile plan, such as
en employer.

What is the purpose of a beneficiary?

If you Intend for some or all of your death benefit o go to specific individuals, it is important to make sure that you plan a2head
and select those beneficiaries. Having an up-to-date beneficiary designation will make this possible by listing your primary
and contingent benaficiaries and intended allosations.

Baneficiary: the person, paople or entity who will receive any death benefit from the basic or opticnal coverage yoll have
selecled through your group benefits plan that becomes payable upen your doath. Basic and optional beneficiariss may differ,

Types of beneficiary — Primary vs. Contingent

Primary: the person, peogle or entify you choose (o receive the death benefits. if you choose more than ane beneficlary,
you will need fo indicate what parcentage of (he benefit you would fike each parson to receive. When muiltiple primary
beneficiaties are named, the total of the percentages alfocaled (o each primary beneficiary must add up to 100%.

Contingent: the person, people ar entity you designato to réceive the death benefits if all of the primary beneficlaries die
before you, If you select more than one contingent beneficiary, the benafit will be split evenly between the contingent
beneficiarias.

What happens to the death benefit when...
The primary beneficiary dies before you and no contingent | The death benefit will be paid to your estate,
beneficiary is named,
The primary beneficiary dies before you, but there js a The benefit will he pald to the contingent beneficiary(ies).
contingent beneficiary(ies) designafed.
Yous assign two primary beneficiaries, and one beneficiary The entire death benefit that would have been pald tothe
dies befora you, and you have not updated your Bengficiary | deceased beneficiary will be pald to the surviving primary
Form information. beneficiary.

Iirevocable vs. Revocable

Irevocahle: the beneficiary you choose cannot be changed without the writlen permission of that individual.

For example, If you chouse your spouse or parinsria be the designated beneficiary and you end up separating, you will not
be able to change the beneficlary designation without a completed release form from them.

In Quebee, haming your spouse {must be a civil union) as a beneficiary automatically means that helshe is an
liTavocable beneficiary, unless you specify otherwise or divorce.

Revacable: A revocable beneficiary means that the beneficiary you choose can be changed at any time without the
permissian of that individusal.

For example, if you choose your spouse or partner to be the designated beneficiary and you end Up separating, you can then
change that beneficiary designation without asking for that person’s permission.

Naming a minor as a beneficiary

If a benefit becomes payable to & minor who is named es a primary or cantingent beneficiary, the bensiit can only be paid

on behalf of the minor to a trustee or guerdian for properly, otherwise it will be paid info court to be held until the heneficiary
has reached the age of majority for your specific province. It is important therefore, if you are choosing a beneficlary who is a
minor at the tima of the designation to also narne

If you are a Quebec resident, the parents are considered tutors of their child.

If 2 minor has besn designated a3 an irrevacable beneficiary, the policy is automaticslly frozen until the beneficiary has
reached the age of majority for your specific province. A parent, guardian or frustee cannct congent to a beneficlary change
on behalf of a minor.

Minor: a person named as a beneficiary who iz under the age of majorify for your specific province,

Trustes: @ person appointed by you o hold the minor's proceeds in trust untif the minor reaches the age of majority for your
specific province.

Tutor: a tutor acts like e frustee.
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