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CINUP  APPOINTMENT OF BENEFICIARY

Firm #

Certificate #

‘ For CINUP use only: Company
|
|

crpepertiome NISANAWOC = Ak Legal Seruices Corppration
Employee Namemw\_;_%mr_d S

Group Insurance Certificate #

1 In accordance with the terms and conditions of the Contract between the employer indicated above and the Insurance
Company, | hereby revoke all previous appointment of beneficiary and ereby appoint the following as beneficiary to
receve the proceeds arising by reason of my death. | reserve the right to change the beneficiary at any time.

To submit a benefciary change for your pension plan you will need to complete the appropriate beneficiary change form with your pension provider.

PRIMARY BENEFICIARY (please print)
Please indicate relationship to beneficiary. If a minor, indicate date of birth and assign a trustee below.
If additional space 1s required, please attach a separate page.
Proportion
(must equal 1C0%)

Birthdate
(OYYYIAMMIDD)

Natasho SQ\f.dAelcupg%LQIande \aadio Wikt [0 %

Full Name Relationship

TRUSTEE FOR CHILD OF MINORITY (plegse print)
| hereby name AA . my _IADQ__— (relationship)

if living, as Trustee to receve and disburse any monies payable to any child listed below of minority. Any payment made to

said trustee shall discharge the company to the extent of such payment.

L ADD‘TIONAL BEN EFICIARIES \_/CONTI NGENT BEN EFICIAR'ES [Secondary beneheiary it the above benchcwiry is deceasea?

o g . A 5 i
Full Name Birthdate Belasianshi roportion

YYYYMMIDD) {must equal 100%)

3 ‘ %’}M'\'ﬁk\ 2039/l Son | 190 Yo

Authorization and Consent

I understand the persenal information provided herein as well as any other persunal information currently held or collected in the future by
JG Benefits Inc. and the insurance carniers of my group msurance palicy may be “ollected, used, or disclosed Lo administer Lhe terms of Lhe
group policy of which | am an eligible member, to develop and recommend suitable products and service to me and my employer, and to
manage the organizalion’s business.

Depending on the type of coverage | carry. imited persanal mlormaion may be coliected from ond/or released to a third party. These
4 include the insurance carriers of my group insurance policy, icensed physicians and/or any other health care professionals or institutions,

health and life insurers, government and regulatory authonties, and other third parties when required to administer the benehts outlined in

the group policy of which | am an eligible member.

| understand the personal infermation will be kept conhdential and secure. | under stand | may revoke my consent at any time; however, if consent

is withheld or revoked, the coverage may be declined or rescinded. | acknowledge mare specihe nformation about collection and use of my
personal information can be foundn the Privaay and Terms of Use sectig, Q_f wyav.cinup.ca or from the administrator of my benefit program.

R Date@La,{_. O

Employee Signature

CINUP | 1051 King Edward Street | Winnipeg. MB | R3H OR4  TF 1800.665.1234 IF Fax 1833.702.4687 contactus{@ecinup.ca Lt appaekstembenete 30



