Gromt-West Lite AR_LICATION FOR GROUP CA_ERAGE (oo iwiofeles oy

ABSURANEE G_‘_.. COMPANY

Please print clearly and complate hoth sides of this form, in INK. Section 1 is to be complated by the plan administrator
and-sections 2 through .7 are to be complsted by the plan member.

Plan number: )(5(-,-730 Division numbet: ]

Plan member ID: Lﬂq Cost centre (if applicable):

Eligibie date of employment: Morth Aq - Day 19 Year  AD|0

20
Occupation: ?lﬁ&ﬁfi&it_ Eamings: § 3! 560 peryé year O month O week O hour
Plan member provinca of residance:_QN_ Plan member province of employment: _m_,_

‘Pian mermber name (print): %_’? < \ﬁ(‘ e \\ L V\ -
last name first name middls initial
Gender: O Male [2Female Date of bith: Month Year

Plan member mailing address:

Streat address: (O&CK \}CX\_O (\Aﬂg
Cityfmm&iq__ Province: ___ () D Postal code: M\Q

Do you have a spouse (married, common-law or civil union spouse)? O Yes f2rRo
Do you have dependant children, including full time students or disabled adults? &rves O No
How many dependants in tofal, including spouse?
Note: Health andfor dental coverage can oniy be refused if you andfor your dependants are covered by dupficate
group bensiits through your spouse’s employer.

| understand the plan of group benefits offered to me, but | dectine to participate In:

Healthcare for O myself and my dependants O my dependasis only

Dentalcare for O rmyself and my dependants O my dependants only

Spousal insurer's name: Plan number:
If you lose spousal coverage you must apply for coverage within 31 days of loss of such coverage. if you
do not apply within 31 days you and your dependants may be required to provide proof of insurability
accepiable to Great-West Life to be covered. if you are approved, coverage for dental benefits may be
limited. bt
Please see your plan administrator for details.

Beneficiary Designation ~
Percent . Re[ahonsh:p
Beneficiary's name(s)

LN U Codhglng

lasthame T Tirst name middie initial

;?‘c

middle initial
______ W WS

3
" R R )

mlddle mmal :

O [n equal sherés to'the sumvor(s) R J 5
You may change this beneficiary designation at any time upon notice to Great- West Life lf you wish to ‘malkte the

benaficiary designation imevocable (meaning you may not change the designation or make cerlain changes to your
coverage under ihe p!an wmmme wntten conserrt cf ma beneﬂma:y) please complete fonn #M6348 B]L

If des:gnatng a. bansﬁmary who is a minor ar who Iacks Iegal capac:ty you may wish to appo:nt a
trustee/adminisirator by completng form #M6242 BIL. This appamtmem may not be suitable for all purposes.. ‘

¥ you are designhating a tmsheeladmmlsﬁ-ator. we re::nrnmend you consult with a legal advisor, and with

~ “» -y Ee

any proposed trustegfadministrator. Coway - ) .

CONTINUE ON HEVERSE SIDE ST " Page1of2

ME108(GNR4/07 ©The Great-West Life Assurance Company ("Great-West Lifa"), all ights resarved. Any madification
of this document without the express wiitlen consent of Great-West Life is strictly prohibited.




o bennmpleted by the plan admmsst-atnr oy ey e

loé 7‘10

-Plan:membername: _
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' "HEALTHCARE ; '”DENTAL‘GAHE

v Emmmm el nams i fraal
Daterof birth (monwuayzyear) b T Ty -4 Qendar
e U Mate .._Femalp
@"n‘-xﬁ, O Ey e e . )
, . s J2Rdiitime.. §Disabled ’
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‘Protecting Your-Rersonal<nformation P s v U .o

At The Great-West Life Assurance.Company:{Great-West.Life), we- racagmze -and mspactihaimportanua of
privacy. Whan you-applyforcoverege, weestablish a confidential filethat contains your personal information. This
filo:is-keptin‘the offivesofGreat-Wast Life:or:theofficesof:an organization:authorized:by ‘Great:West Life. You
may-exerelse certain rights-of-access+and tactification-with-respactto *ﬂua:person&lfinfonnaﬁnn"in our-file by
sending a raquest in. wilting to Great-West Lifs. Great-Wast.Life may -use-servise providers located -within or
outsids Canada: We'limitaccess toparsonal Iniformation in your file 1o Great-West Life staff or.persons authorized
by Great-West Life who requireg’lt to parform-thair duties, to personsto-whom.you have granted-acsess, and to
parsnns-authorizad°byﬂaw~‘(ourmamoml-inforrnaﬁonmay*be*snbjant:to‘:ﬁisplnsumtto‘muse‘ﬂﬂmuﬁzeﬂ:undar
applicable law within or outside Canada. We coillact, use and disclose the personal information fo-determine your
eligiblily for coverage, and to administar the plan, including investigating and assessing claims and creatng and
maintaining records concerning ourralationship.

- - SEow

Authorizations and Declarations
| hereby apply for coverage under the group.bensfits pian Issted by Great-West Lifa.

| authorize:

« my plan sponsor o deduct from my pay and femit. to Graat-West Life ithe plansmember..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:ls required in the administration of the plan; g

Great-West | He, any healthcare providar, my plan administrator, other instrance.or: reinsurancenompanias
administrators.of;govemment bensfits.or.other.benafits programs; nthenogganlzaﬁans orsemne'providars
‘warking with Great:West Life to exchange persenalinformation, when ‘necessary; tojdeterrmna‘my,ellglbilny
for.coverage and:io. adnumster the plan. RN
16applying‘for: :coveragdiformy:Spouse and/ordependants, | :confirm that:lam ‘authorized fo:achordtiginbehalf.

I"agree “hat ‘a photocopy or slectronlc copy of this Authorizafions and Declarations section is as valid as the
original,

Leartify.thatthe information  givenis.true, correct and complete to.the best of my knowiedge.
‘ForiQuebec: appl:::ar_ns- lrsquest:that‘ﬁzis form:ba in:English.

Je ifsmande queceiformuldire me.soli.remis en.anglals.

Plan member signature: /%DU)J[ U,ﬁ?’]\ JDD\Q " Dater Of‘% / / O
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