' m Manuhfe Group Benefits - C/
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 ' < %
stufoment Plan sponsor name k]‘ dﬂﬁﬂu 7 # ! { G @ﬂ 225 Pran contract number
Billing division Account/Division number Plan member's certificate number
Do you want the walting period added fo the hire date? (OYes (O No Permanent hire date (dd!mnmllyyyy)c 2-[:_’ X@IC)’L

Re-hire date (dd/mmm/yyyy) If & re-hire, date previous employment ended (dd/mmm/yyyy)

Occupation (lm h“ﬂr['?_ Lﬁs—q‘g&?‘:"{ Hours workediweek D3 Satarysqu 53] Frequency : ;

| certify that the plan member Nsted below is actively at work al their usual place of employment in Canada. Actively at work means the plan member warks
a normal work scheduie of at least the sel minimum W {as stated in the plan contract over a 52 week period inciuding paid vacation.

Plan administrator signature Date (dd/mmm/yyyy)
Is evidence of insurability ? QOYes ONo {in order to determine if evidence of insurability Is required, please refer to
vour contract.)
If yes, piease complete form GLODDAE and send 1o Manulife for processing.
2 :::fa:n'::t‘i‘;?r Plan member’s last name &- First name -&Vl a_—p J
Date of birth (ddimmmiyyyy)_20/0F/S©  Gender _Male () Female  Province of residence O
To be completed by
employee Language _{ English O French Do you have a spouse? (married, common law or civitunion?) (O Yes —&'No
» :",';;'m"':"'b‘" Address (number, strest, apt)_ 20 S~ 1| Millar Creseqd -Lx S/
oty Srove Lop Foud provice. DT postaicode FET LC3

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

5 Appllcation for Some pians allow refusal of certain benefits i the plan member has coverage under their spouse’s pian. If you wish to add coverage a

coverage a later date, you may reapply for these benefits at which time satistaclory medical evidence may be required
| am applying for Extended Health Care for | am applying for Extended Dental Care for
ﬁ Mysaelf only l&’ Myself only
(O Myself and 1 dependant {child or spouse} (O Myself and 1 dependant (child or spouse)
(O Myself and 2 or mare dependants (spouse and children) (O 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 (ONo Dependant Life may be mandatory. Refer to the policy details.

6 Coordination This sectfion is required i you are Bpplymg 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/immmiyyyy) Identification/certificate number Policy number
Please indicate type of coverage under other plan: Extended Health Benefits Dental Care
O Ssingle O Single
In cases where the information is not complete & O Couple O Couple *
f;
default value witl be applted. O Famiy O Famiy
(O None O None
Continued on the next page
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7 Pmnda"t Compiete (he following section If the plan Includes health zndfor dental coverage and you have not retused benefits for your depencants
information in Section 6 Apptication for coverage.

Spouse Last name First name Date of birth (dd/mmmiyyyy)
If there Is not enough
room to [ist your Gender (OMale (OFemale  If common law, please provide the effective date of cohabitation (dd/mmmiyyyy)

dependants, attach
details on a separate 10 apply for over-age disabled depenaant coverage, please complete form GLOS14E

sheet.
Gender Over: Over-age
Last name First name Date of birth (dd/mmm/yyyy} Male Female smd;?te d,sabj"fd
dependant**
O O O O
@) O O O
O O O O
O O O O
8 Direct deposit
Transit number
Complete the following )
section if you would Institution number - —
like to sign up for direct cAOAY BOLLE ewSLOY D00 M A=O0kA b
depostt of your claim
payments. BN SCCOUR HUmON, Transit number  Institution number  Account number

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

statement
Work email address Personal email address

9 Authorization and consent

L hereby apply for coverage (“Coverage”) under the Group Benefits plan issued to my plan sponsor by Manulife Financial ("Manulife”}. L understand that
cartain aspects of such Coverage may extend to my spouse and eligible dependants (collectively, “Dependants”). L certify 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 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.
1 authorize 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, facllities or providers, professional regulatory bodies, any employer, group
plan administrator, insurer, Investigative agency, and any administraiors 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 lo 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 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 depasit authorization applies to the financial inslitution herein named by
me and any other financial institution | choose to name in the future; and shall remain valid unt! 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). | also undarstand and agree that Manulife may, at any time and without pricr notice, discontinue the direct deposit of Payment(s), as requested
herein, and require my personal written endorsement relating to future Paymenit(s). | also hereby ac ledge 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. |
understand such correspondence may contain Information; and that the Infarmation is being sent in a manner that is not guaranteed as a secured means of
communication. | agrea that Manulife is not liable for damages which | may incur as a resuit of interception by a third party of an email transmission sent by
Manulife or by me pursuant fo this authorization. | agree should the email address identified on this form change that | am responsible for updating the email
address maintained by Manufife. | 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 kent 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, 1o have any inaccurate information cormrected.

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 Ptan Sponsor.

Plan member signature AMMEA{M;P D sioned ammevywy B6/ 12 /20! 7

10 Mailing instructions  Plan Member Administration
Manulife Financial
PO BOX 11006, STN CENTRE-VILLE
MONTREAL QC H3C 478

ACKNOoOwWl
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