Great-West Life APPLICATION FOR GROUP COVERAGE ~ [oigu. tead ofce oo ony

ASSURANCE % COMPANY

Please print clearly and complete both sides of this form, in INK. Section 1 is to be completed by the plan administrator
and sections 2 through 7 are to be completed by the plan member.

gz

; a5l ?Plah 'Sponsbl" iSecﬁun ©  Plan number: l067%0 Division number: Benefit class: -2
xiﬂ;nmo?n_?@m 2 Plan sponsor: \ 51\ hou) J)@ ASJ’( L@q G«L SﬂVU\ (42 @ VQU V'ﬁjuﬁh 3
- Plan member ID: lg O Cost centre (if applicabie):
Eligible date of employment: Month N(}\/ Day g Year 2!9 , O
Occupation: LAO ASQ»“SM Eamings: $ [9 éSé” per &year O month O week O hour
Plan member province of residence:LN._ Plan member province of employment: _L
2 ‘Plan Member Plan member name (print); /\/Iﬁ\ }/T Z ELD /1

boih last name first name middle initial

Gender: QO Male @ Female Date of birth: Month O/ : Day / ’7) Year Jri é‘:@

.paease.pﬁmcleargy, ’mx;j -

Plan member mailing address:
Street address: | OX = | 7O V., l}"!\\;/{l L[> ST-

— 1) i N+ 2 ¢ D~ - G
City ’H LV D‘ti"\ f’?/‘\\" Province: C/i\;" Postal code: 1( 2(: 5)( f

Do you have a spouse (married, common-law or civil union spouse)? QO Yes W

Do you have dependant children, including full time students or disabled adults? Yee O No

How manv dependants in total, including spouse?

3, Befusa] of Benefrts

: Th;ssechon is to be oomplete:l by

Gross nuts and!or mrrecmons

~in ﬂ'ns section must bemmaled

Note: Health and/or dental coverage can only be refused if you and/or your dependants are covered by duplicate
group benefits through your spouse’s employer.
| understand the plan of group benefits offered to me, but | decline to participate in:

Healthcare for O myself and my dependants (O my dependants only
Dentalcare for O myself 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
acceptable to Great-West Life to be covered. If you are approved, coverage for dental benefits may be
limited.

Please see your plan administrator for details.

4 Beneflmary
Des:gnatlon

: : Th!ssecﬂon is m be coﬁ:pleted by

the plan member.

This section must bs complated
‘to designate a beneficiary for your
life benefits, if applicable.

“The original of this'form will be
required for a life claim.
Crossed out or corrected
‘beneficiary designations must
be initialed.

Please print clearly, in INK.

Beneficiary Designation

Percent Relationship

Beneﬁc‘ialx‘s name(s) allocated - to pian member
v fA s I E . ! - v, IS 4 ‘? 1

VA1 DIANE [ AN 00 %  DAUCHTER
last name ’ first name middie initial
last name first name middie initial
last nameg first name middie initial
To be divided as foliows: ® As per the percentages indicated above, or

O n equal shares to the survivor(s)

You may change this beneficiary designation at any time upon notice to Great-West Life. If you wish to make the
beneficiary designation irevocable (meaning you may not change the designation or make certain changes to your
coverage under tne plan without the writien consent of the beneficiary) please complete form #M8348 BIL.
Note: Where Quebsc law applies and you have designated your married spouse or civil union spouse as
beneficiary, the designation will be irrevocable unless you check the circle marked “Revocable”, below.
I hereby make the above beneficiary designation:

2 ‘Revocable, | may change this beneficiary designation at any time
If designating & beneficiary who is & minor or who lacks legal capacity you may wish to appoint &
trustee/administrator by completing form #M8242 BIL. This appointment may not be suitable for all purposes.
If you are designating a trustee/administrator, we recommend you consult with a legal advisor, and with
any proposed trustee/administrator.

M8108(GN}-4/07

CONTINUE ON REVERSE SIDE Page 1 of 2

©The Great-West Life Assurance Company (“Greai-West Life"), all rights reserved. Any modification
of this documnent without the express written consent of Great-West Life is strictly prohibited.



[Tobe complsted by the ;plan administrator

{-RPlan numbar: -~ -Plan membernamsa: __— - “apian member|D: > tC
Saieny "“‘“‘ *"g@g} mﬁ"%ﬁ%’m‘;ﬁ‘ SoREC
,epe antiinformation

Fige ‘,,,‘3€‘- iﬂg ﬁ:- 5 b R A
eclluniisitouaﬁmp%ﬂ;&ﬂha planim "J%@%f% . = ) S
Bt CQ@ Blaghla'.sacﬂn;:fj[gha;plan.lnclugg's;haalm ndfq;;dggtal:bmggﬁrggawan 'you havenot;raluaadmu‘h"
ERhEL aézpghla Hre; e ihan‘fc sd Arata ) [aase %ﬂtnleaﬂwlﬁlﬂlﬁ;ﬁ” :
et 2 SeEenniie S R

i 7 employer? - K
L HEALTHCARE “"DENTALC'A'RE 1T V!SIONCAHE
iast mams first name mididie iniiiai Singla -Farrity Waived None |Single Family' Warvsd‘None Slngl 3 i ‘ “Nore
Date of birth {month/day/year) Gender O O O Ol0 o oo o 0 O
- 'Mé'e" --Fec:rﬁala Whers applicable, benaﬂpaymemudﬂbemiﬁ?ﬁt?dbe%?wﬂanm&wm? !r;p)an
‘Dependant Information Y sFull tlme*, :Dlsabled ¥
- Date of birth <Gender ¥ studaru dependant
N ; , o P nth/day/ysar “Male™- ‘.‘Egm:ala: :Y :
MOPRISEAU  NATASHA o 14 ¢ :
last name N + ~flirst name -middie Enltial
last name irst name middle inltiat
* ¥ h ¥ ’ L : -
" last name Hfirst name -middia Initial . - E
SN ‘ e - "0 OF -0
‘last.name - first name middle initial . . bl ’ o

o~ a . R - e R T A
e Ak W AT e T SR W

‘Protecting Your.Personal Information -~ T e TSR, O w

At The Great-West Life Assurance. c:ompany (Great-West Llfa), Wwe. racogn!ze and-respect the importance of
privacy. When you apply for coverage, weestablish & confidentiat file that contains your persanal information. This
file Is kept Irrthe offices of Great-West Life or.the.offices of an organization authorized by Greaf-West Lfa: You
may exerclse ‘certain rights of -access-and rectification with respaectto'the ‘personal information’tn your“flle*by
sending & requast.ln writing to-Great-West Life. Greal-West Liie may use service. providers located within or
-outside Canade.We limit access to personal Information In your file to Great:-Wast Life stalf or parsons authorized
“by Great-West Life who require’lit to perform their duties, to persons to:whom you have granted:access, and-to
i+ -persons «authorized by Jaw.Your: personal - fnformation ‘may-be-subject to d]sclosure’lo‘mose -euthorlzed under
applicable law within or outside Canada. We collact, use and disclase the' plrsonal information to determine your
eligibllity for coverage, and to administer the plan, including investigating and assessing clalms -and-creating and
malntaining records concarning our relationship.

L)

Authorizations and Declarations o

1 hereby apply for coverage under the group benefits plan issued by Greal-West Life. . re

| authorlze: - -

* my plan sponsor to deduct from my pay and remlt to Great WesLLIfeJhe plan mambarwcontnbuhons
required under the plan, If applicahle; .

*  Great-West Lile to use my soclal Insurance number for tax reporting purposes .and as an identification
number where it is required in the administration of the plan; -

¢ Great-West Life, any healthcare providar, my pian administrator, other insurange or. rainsurance. companies,
administrators.of government benafits:or other benefits. programs,-other: organizahons*or'servrce providers
_working with Great-West Life to exchange personal information, when; ‘Tiecessary to.determing: my. aligibility

wq

“for covarage 'and to administer the plan. E-
#If applylng*for coverage for my spouse and/or dependants,’|:confirm'that l.am authorized to-act on‘ihelr.behalf,

{ agree that a photocopy or electronic copy of this Authorizati Declarations section is as valid as the
original.

* |-certify that the information glven Is true, correct and complete.to the best of my knowledge.

For Quebec applicants: [ request that this form be in English.
Je demande que ce formilaire me soit remis en anglais.

Plan member signature: —( L,:'I;/?/g{ //M/ 77‘7' Date: {é j{‘fifl o4 04 /
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