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M Manulife Group Benefits
. Enrolment or Re-enrolment Application
< Please print clearly in dark ink using CAPITAL LETTERS.

Saction 1 Is to ba completed by the plan administrater. The remaining sections and Beneficiary Designation form are to be completed by the
plan member.

1 .
g::&;%onr:sor Plan spansof name N tﬁkaJg-o ’“‘6‘&5. LC%A S&c\:&-v- Caﬂl Plan contract number \\60 TO

Billing divisian Account/Division number Plan member's cerificale nurnber
Do you wanl the wailing period added to lre hire date? @Yes {iNo Permanent hire dale (dd/mmmiyyyy) 3o lé@ {f to {8/
Re-hire dale (dd/mmmiyyyy) If a re-hire, date previous employment ended (dd/mmmlyyyy)

Occupation M Ucﬂtﬁ\:« Cobsen Class Haurs warkediweek 5{ Salaty § 370990 Frequency ﬁ"\u—ﬂp\'

1 cartify that the plan member listed below is actively at work at thelr usual place of employment! in Canada. Actively at work means the plan member works

a normal work schedule of &t least he set minimum hou I wee inthe plan contract over a 52 week period Including pafd vacation.
Plan adminisirater signature i Dale {ddrmenmiyyyy) 8 L L
Is evidence of insurability raquiregi O Yes @/&n (in order to determine if evidence of insurability is required, please refer to
your conlracl.)
If yes, please camplete form GLODD4E and send to Manulife for processing.
2 Plan member Plan member's last name 5664 PRAYAY First name CA. O / e
information : -
Tobe etod by Dale of birth {ddimmmiyvyyy) _© 07/ 7763  Gender Pfale (OFemale .  Province of residence < m(b
o be comple
emplayee Language @é\gﬁsh () Franch Do you have a spouse? (maried, common law of civil unian?) e Ono

3 Plan member -
PLAR TEMDET gpse urtg s ooy AT e ond)
o (S , bux {m K'u-(“'j_ Province __© M Pastal code ID 8—,11 Li

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

5 Application for gome plans aliow refusal of certain benefits If the plan member has coverage under their spouse’s plan. If you wish lo add.coverage at
coverage a later date, you may reapply for these benefils at which time saflsfaclory medical evidence may be required.
{ am applying for Extended Health Care: for | am applying for Extended Dantal Care for
) Myselfonly  Mysell only
:\_‘/.Myselr and 1 dependanl {child or spause) (#"Myself and 1 dependant (child or spouse)
) Myself and 2 or more dependants (spouse and chiltren) (s Mysell and 2 or more dependanis (spouse and childran)
{3 None, because my spouse has coverage () None, because my spouse has coverage

d
Are you a2pplying for Dependant Life? L\,g*é {yNo Dependan! Life may be mandatory. Refer lo the policy details,

6 Ccordination This section Is required if you are applying far covetage on your dependants.

of benefits Do you ar your dependants (spouse and/or children) have benefil coverage under anather benafils plan? iYes ONo
{f yes, please provide the following delails: Name of other insurer
Insured's last name First name Date of birth (dd/mmnvyyyy)
Effective date of coverage (dd/mmmifyyyy) Identification/certificate number Palicy number
Please Indicate type of coverage under ciher plan: Extended Heaith Banefits Dental Care
) Single {: Single
In cases where 1he [nformation is not complete a ™ Coupl ~ Counle
default value wil be applied., S ouRe o
- <+ Family ‘3 Family
"1 None > Nene
Continued on the next page
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7 Dependant Camplate the following section iFthe plan includes health and/or dental coverage and you have not refused benafits for your dependants

Inforrfiation  in Section 5 Appiication for coverage. - .
* Spouse Last name _gfS €nSdn First name £ Date af birth (dd!mmm!yyyy}_f-‘_'f'ZQ#I 961
Ifthere Is not enough —~ JD-( LG . _—
raom o list your Gender {_iMale %Female Ifcomman law, please provide the effectiva data of cohabitation (dd/mmmiyyyy)

dependants, attach
delalls on a separate  ""T0 @pply for over-age disabled dependant coverage, please complete form GLOST4E.

shoet. . Gender Overage Over-age
Last name Flrst name « Date of birth (dd/mmm/yyyy)} Male Female student disabled
dependant™
DG o o
O 2 O G
- 0O O O O
c 0O Q @)
8 Direct deposit
P Transit number Qa 3 g -'7'
Complate the follawing ‘
section fyouwsuld ~  Insfitulion number /0 N Bt ;
tike to sign up lar diract 92.y3 | +iDE* vOLLEAwELdr: ODODLL=00RLEb"
depasil of your clalm Zo -2 i I ) DR -y
paymenls. Bank account number ' Transit number  Institution number  Accaunt number

Electronic clalm By praviding your emall address, you will recelve an invitation to register for an anline member account.

statement .
Work email address G-A&g[gg!@ Aga /e?_t_f. A%, C4 Personal email address 'd\f iﬁa Sl 3l 3]}@ ;ﬁn\d o

9 Authorization and consent

V hereby apply for coverage (‘Caverage”) under the Group Benefils plan lssued ta my plan sponsor by Manulife Financlal ("Manullfe™). [ understand that
certaln aspects of such Coverage may extend to my spouse and eligible dependants (caflectively, "Depandants™). ] ceptify that the infarmation In this form Is
true and complete (o the best of my knowledge. Lunderstand that as the applicant, it is my respansibility to ensure that any further verbal or written statement
provided by me, and/or my Dependants, in the future is true and compiete o the best of qur knawledge. L acknowladge and agraa that this Coverage ar any
portion of this Coverage, and future claims thereunder may be denied or terminated as a resull of the pravislon of false, incomplets, or misteading information.
1authorize Manulife lo callect, use, malntain and disclose personal information refavant to this application {"Information") for the purposes of Graup Benefis
plan administralion, audit, assessmenl, invesligation, claim management, underwriting and for determining plan eligibllity ("Purposes”). | authorize any person
or arganizalian with Informaticn, including any medical and health professionals, facililles or providers, professional regulalory badies, any employer, group
plan adminlstralor, insurer, investigative agency, and any administraiors of other benefils programs o callect, use, maintain and exchange this information with
each olher and with Manulife, its reinsurers and/or ils service providers, (or the Purpases. | am authorized by my Dependants Lo consent to this Aulharization,
an their behal as if they ware signing it themselves, and la disclose and receive thelr Information, for the Purposes. | auihotize fmy plan sponsor o make
deductions [ram my pay for my Group Bensfils plan, if applicable. Lautherize the use of my Social Insurance Number (‘SIN) for Lhe purposes of identification
and administration, if my SIN |s used as my plan member certificale number. | agree a photacopy or electronic versian of this authorizalion is valid.

It applicable, [ autharlze Manulifa lo deposit all payments (*Payments"} due In me from the above referenced Group Benefils policy {*Paticy®), into the bank
account (*Account’) that | have Identified on this form, ) coaflrns that this direct bank deposit authorization applies to the financiaf institution herain namad by
me and any other financial institulion | choase la name in the fulure; and shall remain valid until revoked in wriling by me, or my duly autharized represenlative.
| undeystand and agrea that upon lhe deposit of any Paymenl(s) into the Accoun!, Manulife is fully discharged from any further fiability with respect to such
Payment(s). | also understand and agree that Manulife may, at any time and witheut priar aolice, disconlinue the direct deposit of Payment(s}, as requested
herain, and require my personal written endorsement refating to Adture Payment(s). | alsa hereby acknow|adge and agree that any Payment(s) made by
Manulife into the Account, to which | am not entiled, either by cantract ar by law, shall not form part of my property, and shall be immediately refunded ta
Manulife, either by me or by represantalives of my estate.

If applicable, | aythorize Manulite (a correspond with me through the emall address idenlified on this form regarding my Coverage, for lhe Purposes. [
undarsfand such comrespondence may contain Informalion; and that he Infarmalian is being sent in a manner thal is not quaranteed as a secured means of
cammunication. Lagree that Manulife Is nat liable for damages which { may incur as a result of inlercoption by a third panty of an email transmisslon sent by
Manulife ar by me pursuant lo this authorizafion. | agrea should the ematl address Identified on this form change that 1 am respansible far updating the email

address maintained by Manulife, | understand that if [ do no! wish to receive amails from Manulife, | can remove my email address online or by contacling the
Customer Service Cenler.

1 understand that any Information provided (o or callected by Manuife in accordance with this authorization, will be kept in a Group Benefils life, health ot
disabllity file. Access o my Information will be limited lo:

» Manulife employaes, representatives, reinsurecs, and service providers in the performance of their Jabs;

+ persons la whom | have granled access; and

* persons authorized by law.
t have the right lo request access io the persaonal informalion in my file, and, where approptiate, 1a hava any inaccurate information comacted.

Lacknowledge that more specific delails regarding how and wiy Manulife collects, uses, malntaing, and discloses my persenal information can be found in
Manulife’s Privacy Pallcy and Privacy Information Package, available at www.manulife.cafplanmember, ar fram my Plan Spansar.

Plan member signature R Date signed (ddimmmiyyyy) 3 Y O /251 &

10 Mailing instructions  Plan Member Administration
Manulife Financial
PO BOX 11006, STN CENTRE-VILLE
MONTREAL QC H3C 4T8
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Please ses reverse for assistance in completing this form.

M Manulife

Group Benefits
Beneficiary Designation
All sections of this page should be completed as it will replace any prior designations.

Send the compleied form to: Flan Member Administration
Manulife Financlal
PO BOX 11006, STN CENTRE-VILLE
MONTREAL QC H3C 4T8
Fax; 1-877-733-4233

1 Plan member information § Plan sponsorname Plan contract numbar Plan member certificate number

Province of residence

ad nfoyid

Blan mamber nama {last, frst and middle inital)

sBensen , Chofes

2 Primary beneﬁciary Nane of beneficiary (1ast, first and midcﬂu Initial} 4 Date of high (ddiqemmiyyyy) Rela&nns\lﬁ;{: plan member |Percentage
List all primary benaficiaries for Eassn , Maryﬂ'—/e fron) ¢ o 17641 caele 79 %
B:si?: L};;rgn?,m Baslc ;Iccidenlal Name of baneficiary (last, f l' rst and middle E?Zt) Dale af bigh {dd/mmmiyyyy) | Relationship to plan member JPercentage
Death. Bonsan , er | za B)’ /?82| san
Percentages musl lotal 100% (o Name of beneficiary (last first and msddla initial Dale ef bjrth (dd/immmiyyyy} | Relatiopship 1o plan member
be valid., z (’ﬂ’}‘ ben

Ensan (s 277 &~
lrrevocability

Far Quebec rosldonis only
In Quebec, the desigration of your spousa as benefidary is irevocable
unless othamwise specified.
If spouse is benaficiary, the designation s:

) Revocable ) Irevocable
Mame of bareficiary {last, first and middla Initial}

Date of birt ship ko plat member §Percantage
Rae, Muan 4/4mo 6"‘1 / /7,? @Z /6 %

3 Optional coverage

(i applicable)
Plan contract mumber Name of beneficiary (tast, first and middie initial) = Date of bith (ad.'mmmfvwvl Relahnnshlp to plan member {Percantaga
Y%
List all beneficiaties for Optional Name of beneficiary {last. first and middle inilial) Date of hith (dd/mmmiyyyy) | Relationship lo plan member | Percentaga
Life andfor Optional Accidental %
Death.

Faor Quabec rasidants only
in Quebec, the designation of your spause a5 beneficiary is irrevocable
vnless otherwise specified.
Il spouse Is beneficiary, the designalion is:

) Revocable  lrrevocable

Irravocabllity

4 Contingent beneficiary

Nama of contingent benaficiary (last, first and middle iniial) Dais of birth (dd/mmmJyyyy] | Relationship to plan member

Name of contingent beneficiary (last, first and middle initial) Data af bith (dd/mmmfyyyy} | Relationship to plan member

5 Trustee appointment
| appaint as Trustes to receive any amoeunt due o
any beneficiary under the age of majority (nat applicabls in Quebec).

Compiele if any beneficiary named
is under the age af majority.

§ Declaration and

L herghy revake any previous beneficiary designatiens in refation to my foregaing coverage(s) and designate the
authorization

person{s) named abava, .

At Manulife Financial, we know thal confidentiality of personal infarmation [s important. Any information you pravide
lo us will be kept in a Group Life and Heallh Benefits file. Access o yaur information will be limited to:
= gir employees and service representatives in the pedformance of their jobs;

Due (o the legal significance of
a beneficiary appoiniment this
designation must be signed and

dated 1o be valid, = persons 1o whom you have granted access; and
- parsons avthonized by law.

A copy, fax, scan or image of the You have the right ta reques! access to the personal infermation in your file and, If necessary, conect any inaccurate

beneficiary designation In this form [ infamaltian.

is as valid as the ariginal. that more detalled Information concerting hew and why Manulife Financial collects, uses and
discioses my personal information [s available at www.manulife.cafplanmember, or by requesting a copy fram my
plan SponRsar.
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Group Bené’l‘fs

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.

M Manulife

1 Plan sponsor

statement Plan sponsor name Plan contract number
Billing division Account/Division number Plan member’s certificate number
Do you want the waiting period added to the hire date? (OYes (O No Permanent hire date (dd/mmm/yyyy)
Re-hire date (dd/mmm/yyyy) If a re-hire, date previous employment ended (dd/mmm/yyyy)
Occupation Class Hours worked/week Salary $ Frequency

1 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 normal work schedule of at least the set minimum hours per week as stated in the plan contract over a 52 week period including paid vacation.

Plan administrator signature Date (dd/mmm/yyyy)

Is evidence of insurability required? () Yes (No (in order to determine if evidence of insurability is required, please refer to
your contract.)
If yes, please complete form GLOO04E and send to Manulife for processing.

2 Plan member = (P ’ {,' ’
. . - {35 e | Ao (o,
information Plan member's last name S o First name v 7 ‘
Date of birth (dd/mmm/yyyy) o N /‘(5 L Gender v’[;fﬁlale () Female Province of residence ON
To be completed by _ Y
employee Language (W English () French Do you have a spouse?(married, common law or civil union?) @ Yes (O No
- / h—ﬁ
mber g Q = o j‘c L
3 :!;;:_:;: " Address qmmber, street, apt.) 7 IQ) %Tf nwe J O
1 " Fa
Y -\ ) /) ~ | = C
City LU L0 IE’LW"A"“\"-‘ A "“ Province S Postal code f)L\ U ( //O
4 For Quebec residents (age 65 or over) Are you participating in the RAMQ drug plan? ()Yes () No
5 Application for g,me 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 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
() Myself only ) Myself only
{_D’IWyseifand 1 dependant (child or spouse) (b 1@3" and 1 dependant (child or spouse)
() Myself and 2 or more dependants (spouse and children) () Myself and 2 or more dependants (spouse and children)
() None, because my spouse has coverage () None, because my spouse has coverage

~

Are you applying for Dependant Life? :l‘/?é () No Dependant Life may be mandatory. Refer to the policy details.

6 Coordination

fi This 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 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/mmm/yyyy)
Effective date of coverage (dd/mmm/yyyy) Identification/certificate number Palicy number
Please indicate type of coverage under other plan: Extended Health Benefits Dental Care

() Single () Single
In cases where the information is not complete a ) Couple () Couple
default value will be applied. = _ g i

() Family () Family

() None () None

Continued on the next page
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7 Dependant Complete the following section if the plan includes health and/or dental coverage and you have not refused benefits for your dependants

information  in Section 5 Application for coverage. X

Spouse Last name _¢/JT& /N SSn First name M Qr|wie :4 u.in, Date of birth (dd/mmmiyyyy) MQ '1
If there is not enough = o J i .
room to list your Gender () Male ™ Female If common law, please provide the effective date of cohabitation (dd/mmm/yyyy)

dependants, attach _
details on a separate ~ **To apply for over-age disabled dependant coverage, please complete form GLO514E.

sheet.

. ) Gender Over-age Over-age
Last name First name Date of birth (dd/mmm/yyyy) Male Female  student disabled
z . {; ; dependant**

8 Direct deposit ~y 3G
Transit number oo _‘}g:. 7’
Complete the following .
section if you would Institution number 0/ C e
like to sign up for direct (f;_\fé " i0a» n0AlidemSLON OO0 MAwmDOL & &4
deposit of your claim D -1
payments. RaneaccoLintRumoer 7L l Transit number  Institution number  Account number

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

statement izl
Work email address < L)C""S s Ne '\{“‘Ib"* Lo, & Bersonal email address_ \cf S L enssn 131313 (& }’WJ
+ L e JJ)"'Q

9 Authorization and consent

Lhereby apply for coverage (“Coverage”) under the Group Benefits plan issued to my plan sponsor by Manulife Financial (“Manulife”). | understand that
certain aspects of such Coverage may extend to my spouse and eligible dependants (collectively, “Dependants”). | certify that the information in this form is
true and complete to the best of my knowledge. Lunderstand that as the applicant, it is my responsibility to ensure that any further verbal or written statement
provided by me, and/or my Dependants, in the future is true and complete 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.
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 eligibility (“Purposes”). | authorize any person
or organization with Information, including any medical and health professionals, facilities or providers, professional regulatory 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. | 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. | authorize my plan sponsor to make
deductions from my pay for my Group Benefits plan, if applicable. L 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 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 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.

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 time and without prior notice, 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, 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 Manulife 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 liable for damages which | may incur as a result of interception by a third party of an email 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 Benefits 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 corrected.

that more specific details regardtng how and why Manulife collects, uses, maintains, and discloses my personal information can be found in
Manulife's Privacy Policy and Prlvgcy Information Packa;e’?vallable at www.manulife.ca/planmember, or from my Plan Sponsor.

4’//"”//’7 ’é/l,‘—--..__-’—’ 7 Date signed (dd/mmm/yyyy) 3y oy 2» X

e
Plan member signature {: -

10 Mailing instructions  Plan Member Administration
Manulife Financial
PO BOX 11006, STN CENTRE-VILLE
MONTREAL QC H3C 4T8

The Manufacturers Life Insurance Company Page 2 of 4 GL2971E (06/2015) GP/MC



Manu_hfe Please see reverse Yor assistance in completing this form.
Send the completed form to: Plan Member Administration
i Manulife Financial
Group Benefits PO BOX 11006, STN CENTRE-VILLE
s H : MONTREAL QC H3C 4T8
Beneficiary Designation it gor aes gonn
All sections of this page should be completed as it will replace any prior designations.
1 Plan member information Plan sponsor name? Plan contract number Plan member certificate number
ct
Plan member name (last, first and middle initial) Province of residence Date of birth (dd/mmm/yyyy)
A - <
Lovson Chrodes o 77 1762
2 Primary beneficiary Name of beneficiary (last, first and I:niddie initial Date of birth (dd/mmm/yyyy) Relatlonshl ’plan member Percentage
77 . = [ -
enson, Marftre Aua 7‘ o & ﬁn T %
List all primary beneficiaries for o ﬂ)é M/ kJ - Le_ e i / ) Y L_"M p < 7
Basic Life and/or Basic Accidental Name of beneficiary (last, first ahtl middle initial) Date of birth (dd/mmm/yyyy) Relationship to plan member Percentage
Death. [)’Eﬂfﬁ"‘\/ \j-’u;k ()(“—tv’[ﬂs /7&, T SE /e %
Percentages must total 100% to Name of beneficiary (ia!s,ti first and middle initial Date'of |rlh (dd/mmm/yyyy) Relatlonshlp to plan rnernber Percentage
be valid. 072,\;1%/ C[Y‘/Vﬂ-( ((&, €n 7 / X (: p 4\4.74—3?; [ %
Irrevocability Note: If beneficiary is shown as irrevocable, For Quebec residents only
his/her consent is required to change it. Include In Quebec, the designation of your spouse as beneficiary is irrevocable
a signed and dated consent with this form. You unless otherwise specified.
are responsible for ensuring the validity of It spouse is beneficiary, the designation is:
your designation. () Revocable () lrrevocable
3 Optional coverage Name of beneficiary (last, first and middle initial) Date of bitth (dd/mmm/yyyy) Relationship to plan member Percentage
(if applicable) Eq Q /LL,, &q )2; %M /7 98 (é‘f.. [‘f};f /Q %
Name of benefmary (last, first and middle initial) Date o blnh dd/mmm/yyyy) Relations;’p to plan member Percentage

Plan contract number

List all beneficiaries for Optional
Life and/or Optional Accidental
Death.

Irrevocability

%

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

Note: If beneficiary is shown as irrevocable, For Quebec residents only

his/her consent is required to change it. Include In Quebec, the designation of your spouse as beneficiary is irrevocable

a signed and dated consent with this form. You unless otherwise specified.

are responsible for ensuring the validity of If spouse is beneficiary, the designation is:

your designation. () Revocable () Irrevocable

4 Contingent beneficiary

You may wish to designate a contingent beneficiary(ies) to receive any proceeds under this group policy if all of
the primary beneficiary(ies), named above for either coverage, should die before you. In that event, a contingent
beneficiary will automatically be entitled to the benefit that would have been payable to the primary beneficiary(ies).
If you name more than one contingent beneficiary, then the proceeds will be split, evenly, amongst the contingent
beneficiaries you choose to name. Should there not be any surviving beneficiaries at the time of your death, the
proceeds will be paid to your estate.

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

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

5 Trustee appointment

Complete if any beneficiary named
is under the age of majority.

| appoint as Trustee to receive any amount due to

any beneficiary under the age of majority (not applicable in Quebec).

6 Declaration and
authorization

Due to the legal significance of
a beneficiary appointment this
designation must be signed and
dated to be valid.

A copy, fax, scan or image of the
beneficiary designation in this form
is as valid as the original.

The Manufacturers Life Insurance Company

L hereby revoke any previous beneficiary designations in relation to my foregoing coverage(s) and designate the
person(s) named above.

At Manulife Financial, we know that confidentiality of personal information is important. Any information you provide
to us will be kept in a Group Life and Health Benefits file. Access to your information will be limited to:

« our employees and service representatives in the performance of their jobs;

+ persons to whom you have granted access; and

» persons authorized by law.
You have the right to request access to the personal information in your file and, if necessary, correct any inaccurate
information.

| acknowledge 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.

lan b;vg’amre i Date signed (dd/mmm/yyyy)
i E
/ ) _/é/ /:?,7 (:‘ /

Page 3 of 4 GL2971E (06/2015) GP/IMC



o “

Manulife Financial assumes no responsibility for the validity or sufficiency of the content provided by you. The items ‘you'
and ‘yours' refer to the plan member, the term “Plan Sponsor” refers to the entity that offers the group benefits plan, such as
an employer.

What is the purpose of a beneficiary?

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

Beneficiary: the person, people or entity who will receive any death benefit from the basic or optional coverage you have
selected through your group benefits plan that becomes payable upon your death. Basic and optional beneficiaries may differ.

Types of beneficiary — Primary vs. Contingent

Primary: the person, people or entity you choose to receive the death benefits. If you choose more than one beneficiary,
you will need to indicate what percentage of the benefit you would like each person to receive. When multiple primary
beneficiaries are named, the total of the percentages allocated to each primary beneficiary must add up to 100%.

Contingent: the person, people or entity you designate to receive the death benefits if all of the primary beneficiaries die
before you. If you select more than one contingent beneficiary, the benefit will be split evenly between the contingent
beneficiaries.

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 is a The benefit will be paid to the contingent beneficiary(ies).
contingent beneficiary(ies) designated.

You assign two primary beneficiaries, and one beneficiary The entire death benefit that would have been paid to the
dies before you, and you have not updated your Beneficiary | deceased beneficiary will be paid to the surviving primary
Form information. beneficiary.

Irrevocable vs. Revocable

Irrevocable: the beneficiary you choose cannot be changed without the written permission of that individual.

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

In Quebec, naming your spouse (must be a civil union) as a beneficiary automatically means that he/she is an
irrevocable beneficiary, unless you specify otherwise or divorce.

Revocable: A revocable beneficiary means that the beneficiary you choose can be changed at any time without the
permission of that individual.

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 a minor who is named as a primary or contingent beneficiary, the benefit can only be paid

on behalf of the minor to a trustee or guardian for property, otherwise it will be paid into court to be held until the beneficiary
has reached the age of majority for your specific province. It is important therefore, if you are choosing a beneficiary who is a
minor at the time of the designation to also name a trustee.

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

If a minor has been designated as an irrevocable beneficiary, the policy is automatically frozen until the beneficiary has
reached the age of majority for your specific province. A parent, guardian or trustee cannot consent to a beneficiary change
on behalf of a minor.

Minor: a person named as a beneficiary who is under the age of majority for your specific province.

Trustee: a person appointed by you to hold the minor’s proceeds in trust until the minor reaches the age of majority for your
specific province.

Tutor: a tutor acts like a trustee.
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