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m Manulife ' Group Benefits &

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.

} :‘I:tnesﬂpec:'::sor FAM agoniscr Tiows “ \’él\mulb& & gﬁf{ @!\) (ﬁPlan contract number
b

Billing division Account/Division num 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) aLf[ M“L_)l D
Re-hrra date (ddimmmfyyyy) 4 Ifare-hire, date previous employment ended (dd/mmmiyyyy) .

Occupation : %@ % Class 6 Hours worked/week é'; Salary$i2 ﬁb Ffequency_,é_

1 cortify that the plan member listed below Is actively at work at iheir usual p[ace of employment in Canada. Actively at work means the plan member works
a normal work schedule of at least the set minimum hour s-stated in the plan contract over a 52 week period Inciuding paid vacation.

Date (dd/mmmlyyyy) mfﬁ,

Is evidence of insurability reg red? () Yes $No (in order to determine if evidence of insurabllity is required, please refer to
your contract.)
If yes, please complete form GLOOO4E K;lnd send lo Manulife for processing

2 Plan me'.“ber Plan member’s Ias';t name WO ﬁ !@Lr\ First name !d")b £ i i Ta../

information

Date of birth (dd/mmm/yyyy) t [ !2- l {p "7’ Gender (OMale @ Female Province of residence é 2[ !Z
To be completed by

employee Language @ English O French Do you have a spouse? (married, common law or civil union?) (O Yes () No
3 Plan member Address (number, street, apt.) \ q \)n ‘(Y‘x ]/ lf\(}t Kf')(h) 5] BDX 2 '3’_]

address :
City ( é)[ )5 IEZ i L L-\(Z ‘(__é — Province O/\) Postal code pO( ) 12/)

Plan administrator signature

4 For Quebec residents (age 65 or over) Are you participating in the RAMQ drug plan? (OYes (O No
5 Application for 5,4 pians alow refusal of certain benefits if the plan member has coverage unde their spouse’s plan. If you wish to add coverage af
coverage a later date, you may reapply lor these benefits at which time satisfaclory medical evidence may be required.
| am applying for Extended Health Care for | am applying for Extended Dental Care for
() Muyself only (O Myself only
’ (O Myself and 1 dependant (child or spouse) (O Myself and 1 dependant (child or spouse)
. Myself and 2 or more dependants (spouse and children) ® Myself and 2 or mora dependants (spouss and children)
(O None, because iy spouse has coverage (O None, because my spouse has coverage

Are you applying for Dependant Life? @@ Yes (DNo Dependant Life may be mandatory. Refer to the policy detalls.

6 c:grdir:%tion This section is required if you are applying for coverage on your dependants.
athenemits Do you or your dependants (spouse and/or children) have benefit coverage under another benefits plan? (OYes @ No

If yes, please provide the following details: Name of other insurer
Insured’s last name First name Date of birth (dd/mmm/yyyy)
Effeclive date of coverage (dd/mmm/yyyy) Identification/certificate number Policy number
Please indicate type of coverage under other plan: Extended Health Benefits Dental Care
(O Single (O Single
In cases where the information is not complete a
detault value will be applied. O Couple 8 Couple
@ Family Family
O None : (O None

Continued on the next page
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7 Dependant Complete the fallowing section If the plan Includes health and/or dental coverage and you have not refused benefits for your dependants
information iy Section & Application for coverage.

Spouse Last name First name Date of birth (dd/mmm/yyyy)
If there is not enough
room to list your q Gender (OMale (OFemale  If common law, please provide the effective date of cohabitation (ddimmm/yyyy)

dependants, attach )
details on a separate 10 @pply for over-age disabled dependant coverage, please complete form GLOS14E

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

Mon(iowgd/m Dﬂﬂf/ﬂ, QLHH)CH; o ® o©0 ©

ﬁS\fz,ml J 1 pppot” LS ’IDQ—ZDL; @ st sy

O O O @]
O O O O
8 Direct deposit
Transit number

Complete the following

section if you would ~  Institution number MENO -

like to sign up for direct *i0A" nobh2dw %._gn: OO0 L WwDORL R LY

deposit of your claim | ' _"—“‘T—'

payments. Remiaecouninumbet 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 011 CE& :
Work email address el ! Personal emall address gA ) t Capr
L i

9 Authorization and consent

L hereby apply for coverage (“Coverage”) under the Group Benefits plan Issued to my plan sponsor by Manulife Financial {“Manulife”). | understand that
certaln aspects of such Coverage may extend to my spouse and eligible dependants (collectively, “Depandants”). | 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 [s frue 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 denled 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”). L authorize any person
or arganization with Information, including any medical and health professionals, facilities or providers, professional regulatory bodies, any employer, group
plan administrator, insurer, Invesligative agency, and any administrators of other benefits programs to collect, use, maintain and exchange this information with
each other and with Manulife, its reinsurers andfor 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. | authorlze my plan sponsor lo make
deductions from my pay for my Group Benefits plan, if applicable. | authorize the use of my Soclal Insurance Number (“SIN") for the purposes of identification
and administration, if my SIN is used as my plan member cerfificate number. L agree a photocopy or electranic version of this authorization is valid.

If applicable, | authorize Manulife to deposit all payments (‘Payments®) due te 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 autherization 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 liabllity with respect to such

Paymeni(s). Lalso 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). Lalso 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 emall address Identified on this form regarding my Covaerage, for the Purposes. |
understand such correspondence may conlain Information; and that the Information 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 result of interception by a third party of an email transmission sent by
Manulife or by me pursuant to this authorization. Lagree 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 conlacting the
Customer Service Center.
Lunderstand that any Information provided to or collected by Manutife 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:

« Manulifz 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.
¢ details regarding how and why Manulife collects, uses, maintains, and discloses my personal information can be found in
Manulife's Privacy Palicy & Fy}l lormation Package, available at www.manulife.ca/planmember, or from my Plan Sponsor.

¥

Plan member signat@j \ W Date signed (dd!mmmiywy)Mlj

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

that more gpe
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Great-West Life APPLICATION FOR GROUP COVERAGE. | cwrcericats Nmber
ASSURARCE % COMPANY e
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 thiough 7 are to be completed by the plan member, - LA

. Plan Sponsor Section

This seclion is o be compleled
by the plan administrator,

Plaass note the policy. waiting
periad will be applied to:the
eligible date of employment.

Beneﬁt-cléss:; &‘—

Plan number: MIQ ! i Q Division number: l

Plan sponsar; N]%H’Wlf)f‘"ﬁg—cl (=GAL hY E:d,\//CGIS Cx}ﬂf

Plan member 1D; Cost centre {if applicable):
—
AN

Date of full time employment: Month Day 04

TALlAG Tof €7 et
Occupation: 6 7 é . A Eamingszs_moperﬁvear Cimonth Olweek [TJhour

Plan member province of residence: 07*‘ T Plan member province of employment: fOf-‘ 7
2. Plan Member Plan member name (print): \Wesley “Enloeriee (bh\ -
Information last name ﬁ,rst name L.’, rmiddle initial
This section Is to be completed Gender: [ Male [ Female Date of bith: Month __ | 2~ Day Year _(~<F . .
by the plan member. Plan member mailing address:
Flease print clearly, in INK. Street address: A \‘JCL\D@% \{_{;Lbo
city: Qe sk Province: _ TO kD Pastal code: POLA B O
Do you have a spouse {married, common-law or civil union spouse)? 3 ves "No
Do you have dependant children, including full time students or disabled adults? [l¥es LI No
How many dependants in total, including spouse?
3. Refusal of Benefilts Note: Health and/or dental coverage can only be refused if you and/for your dependants are covered by duplicate
This seciion is to ba completed .grnup benefits through your spouse’s employer.
by the plan member. | understand the plan of group benefis offered to me, but I decline 1o participate In:
Crass outs andfor coredtions Healthcare for [ myself and my dependants ~ [] my dependants only
in this section must be initisled, Dentalcare for [ myseif and my dependants {1 my dependants anly
Spousal insurer's name: Plan aumber;
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 1o 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. Beneficiary Beneficiary Designation birh
: - Percent  Date of birl Relationship
Designation v Beneficiary’s name{(s) N allocagsd month/day/year fo plan member
mesdonkniemmies  Mendowegen Darwih (P 2% plldl _Son
by the plan member. tast name first name middle initial D 4 ;
This section must be completed MQ}n Is) N D 3 A‘) N IZL/ /q b Lauvag f]m
;‘f’ dsﬁg':_:te 2 be";ﬁﬁ“ﬁ' foryow  Tagingme st name Tiddle inftia) wj
ife benefits, if applicakie, ﬁ
e iwiane. (ool e\ Agprer 1P 4% sl _Sen
The ariglnal of this form will ba 1abt name first name: middle inftial
required for a life claim. . o
To be divided as follows: [X As per the percentages indicated above, or
Crossed out or corrected 0O h .,
beneficiary designations must In equal shares to the survivor(s)
be initialed. You may change this beneficiary designation at any ime upon notice to Great-West Life. If you wish to make the
Please print clearly, in INK. beneficiary designation irevocable (meaning you may not change the designation or make certain changes to your
' coverage under the plan without the written consent of the beneficiary) please complete form #MB348 BIL,
Note: Where Quebec law applies and you have designated your maried spouse or civil union spouse as
beneficiary, the designation will be irevocable unless you check the circle marked “Revocablz”, below.
I hereby make the above beneficiary designation:
[0 Revocable, | may change this beneficiary designation at any time
If designating a beneficiary who is & minor or who lacks legal capacity you may wish to appoint a trustee/
administrator by completing form #M6242 BIL. This appointment may not be suitable for all purposes.
If you are designating a trustee/administrater, we recommend you consult with a legal advisor, and with
any proposed trustee/administrator.
CONTINUE ON REVERSE SIDE Page Tof 2
MB10B{GN}-6/09 &The Greal-West Life Assurance Company {Great-West Life), all rights reserved. Any modification

of this document without the express written consent of Great-West Life is strictly prohibited.
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5. Dependant Information

To be completed by the plan administrator o . '
Plan member name: QO L’P;éﬂ L}‘QS [/9"/ Plan member ID: - §

Z
b CHSARMME FwBS @ ASm dae -’ art pfaaa, vt »
- e w4

4 v "o

This section is to be completed:by the plan member. -
Complete this section if the plan includes health and/or dental coverage and you hava not refused such-coverage for your dependants in section 3.
If there are more than four depandants, please aitach a separate list. Please print clearly, in.INK. K

Spouse Information

What group benefits coverage does your spouse have through his/her

last name
Date of birth (month/dayfyear)

employer?
HEALTHCARE DENTALCARE VISIONCARE
first name middle inial} . Single Family Waived None | Single Family Waived None | Single Family Waived None
Gender o o olo g Ooc(g o o dg

Male Female Where applicable, benefit payments wil be coordinated between this plan and your
0 0 -spouse- ‘s‘p!m.

Dependant Infermation

. Fulltime Disabled
o ‘Date of birth Gender student dependant
® menth/day/ year Male Female Yes Yes
Mﬂﬁdnm/ﬁélaﬂ :/?{MM/) (:/f _ o [1v)9] - o B
fast name itst nam middle inilial
/I/lem[oof/zgfcaﬂ Do i\dﬁ) ! 1l gt /70 B B B O
last neme first name ddle initial
1/1\37!. o/ “Tpwud TP 02/ 15 /0% B~ O 0 O
1ast name / i irst name middle initial .
nfeslec (&,(W” AT oy | l"'/% B~ O & O
last name ! first name middlE initial

6. Privacy

This section explains
Great-West Life's
commitment 1o privacy.

Protecting Your Perscnal Information

At The Great-West Life Assurance Company (Great-West Life), we recognize and respect the importance of
privacy. When you apply for coverage, we establish a confidential file that contains your personal information.
This file is kept in the offices of Greai-West Life or the offices of an organization authorized by Great-West Life.
‘fou may exercise certain rights of access and rectification with respect to the personal information in your file
by sending a request in writing to Great-West Life. Great-West Life may use service providers located within or
oulside Canada. We limit access to personal information in your file to Great-West Life staff or persons authorized
by Great-West Life who require it 1o perform their duties, to persons to whom you have granted access, and to
persons authorized by law. Your personal information may be subject to disclosure to those authorized under
applicable faw within or outside Canada. We collect, use and disclose the personal information to detferrnine your
eligibility for coverage, and {o administer the plan, including investigating and assessing claims, and creating and
maintaining records conceming our relationship.

7. Authorizations and
Declarations
This section must be signed apd

dated in INK by the plan member.

Authorizations and Peclarations

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

| authorize:

- my plan sponsor to deduct from my pay and remit to Great-West Life the plan member contrbutions
required under the plan, if applicable;

«  Greal-West Life to use my social 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 provider, my plan administrator, other insurance or reinsurance companies,
administrators of government benefits or other benefils programs, other organizations, or service providers
working with Great-West Life fo exchange personal information, when necessary {o determine my eligibility
{for coverage and 1o administer the plan.

If applying for coverage for my spouse and/or dependants, 1 confim that | am authorized to act on their behalf.
i agree that & photocopy or electronic copy of this Authorizations and Declarations section is as valid as the
original.

I certify that the information given is true, comrect and complete to the best of my knowledge.

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

Date: .
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