M Manulife Financial

Group Benefits
Application for Change
Please print clearly and complete all pages of form.

Please complete SECTIONS 1 & 8 for ALL changes and any other sections that are applicable to your change.
If required, retain a photocopy for your files.

an contra number(s) AocounUDw:swn nigmber

1 General information Plan em eroertlﬁcate nnmber‘ I ]

We require this information {o :
process your request. - ! Plan sponsor

lan administrator name

- Plan ednlinie{ureier felephone number

T )

Plan member name (last, first, middle Initial)

2 Plan member name change  Newname (last, ficst, middle initial)

3 Plan member address . EAddrees {number, street, apt: number) o

Broe Posta|code :

4 Addition or deletion
of benefits

Myself ONLY
Myself AND 1 dependant

Myself and 2 orF more dependants

A spouse/comimon law spouse is
considered an eligible dependant
under your group plan. Please refer
to your contract for guidelines.

y dependants QNLY (I am already oovered)

You may refuse Extended Health
Care and or Dental Care for
yourself and/or your dependant(s}
only if covered for similar benefits
under spouse's plan.

If you wish to add coverage ata

later date you may re-apply for L SRS :
these benefits. Satisfactory Reason for addltlon : Effectlve date Effectlve date
medical evidence may be , . o ddmmyyyy) _{ddimmmiyyyy)
required. O Marrlage ? O Dworce

O Common Iaw re!atlonshlp O Separatlon

O Spouses coverage cancelled O Coverage W|th spouse

O Other ' Q Other

In order to determine if evidence
of insurability is required, please

and send it to Q';'
refer to your contract.

rify that thi

() | am participating in the RAMQ drug plan provided by the Quebec government
O | am NOT participating in the RAMQ drug plan provided by the Quebec government
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& Co-ordination of henefits

This information is important for
the correct adjudication of your
claims,

Complete sections 5 and 6 only if
you are required to enrol your
spouse and children, and you
need to change information.

)‘g‘SpousaI Health
- Coverage :

Effeciive date {dd/mmmiyyyy)

'D.oels‘ you
derhi

OYes ONo :

Effective date {dd/mmm/fyyyy}

OYes (:)Na:;i

Your spouse and yourself only

FYour spouse and children only

 Your spouse, you and your children

6 Family information

B SRR

Effective date of

: Change
" typecode | change
i ADIC :
(sebolow) o @dmmeyy
spouse

child

U chid

‘ Change typecodes A= Add C= Change D De!ete
: lfadependant |s d| abled

er-age; please complete GL0514E Appllcatlon for Over—Ag

Spousselchild name Sex : Relationship | Full-tim
code ! student? :::
HWISIC il
flas,frst, middls niil) QMY ... PMOTF) | (se0beloW) - (YosOTNo) -
Om :
Cr -

Relatnonshlpcoc!es H Husband W=VWule, §= Common lawspouse C Ch||d

Over-age dependant(s)
who is/are full-time
student(s)

) Name of studenl #2 {last, ﬁrst middle mmal)

5:"5 Name of accredlted schoo!!collegelunlversny

Date school year:

i 1|nated

" Location of schoolicollegeluniversity

Begms (ddlmm yyyy). o \)'En&;(cidfmmmlyyyy.)x S

Location of schoollcol]egelunlversny T

Begins (deimmmiyyyy) Ends (ddimmmiyyyy)

Termination of over-age
student coverage

: O | wish to terminate ALL coverage for

Effective oate of termination (dd/mmmiyyyy)
DEPENDANT NARE

This only applies if you have
over-age dependant children who
are no longer students.
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.. Reason for termination
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7 Beneficiary change

Percentages must total 100%
to be valid.

Complete if the beneficiary is
under the age of majority.

Irrevocability

() Change of name orlly
O Change of benaficiary

Name of beneﬁcnary (last, first and middle initial) {please pnnt)' F"eréenﬁéé

; N'aﬁie..éf'.béﬁ‘eﬁciary (last, first and middle initial) (please print) Relationship to plan membéF o Percentage of benefit
%

Name of beneﬁmary (las’t ﬁrst and mlddle mllla!) (please pnnt)' B éélatioﬁshl’p to plan member : Iseroentagé of beneﬁt
%

~ | appoint as Trustee to receive any amount due
- to any beneficiary under the age of majority (not applicable in Quebec)

For Quebec residents only
In Quebec, the designation of your spouse as
beneficiary is irrevocable unless otherwise specified.

If spouse is beneficiary, designation is:
(O Revocable () Irrevocable

Youare reéponsuble for. 'nsurmg he
:(:Ies:gnation ‘

8 Plan member signature

Please sign and date here.

271 hereby apply for coverage ("Coverage") under the Group Benefits plan issued fo my plan sponsor by

% Manulife Financial ("Manulife”). | understand that certain aspects of such Coverage may extend to my spouse

. and eligible dependants (collectively, "Dependants"). | certify that the information in this form is true and

complete o the best of my knowledge. | understand that as the applicant, it is my responsibility to ensure that

ny 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. | acknowledqge 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. | 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, facilities or providers,

professional regulatory bodies, any employer, greup plan administrator, insurer, investigative agency, and any

dministrators of other benefits programs to collect, use, maintain and exchange this information with each other

nd 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 ¢

nd receive their Information, for the Purposes. | authorize my plan sponsor to 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. | designate the person(s) named under Beneficiary

& DeS|gnal|on as my beneficiary.

2 understand that any Information prowded to or collected by Manuhfe in accordance WIth lhls authorlzalton w1||
" be kept 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.
= I have the right to request access to the personal information in my file, and, where appropriate, to have any
s maccurate |nformal|0n comected.

g acknow]edg e that more specn“ ic details regardmg how and why Manuhfe collecls uses malntalns and
iscloses my personat information can be found in Manulife's Privacy Policy and Privacy Information Package,

i : ‘b.éte éiéne& (cid;fm‘inrﬁ!yyyy)

9 Mailing instructions

For Manullfe Fmancial use only

Mul!i'AcCtS’ - '- :

CLASS MODE - . SAL

i Tax Exei‘ﬁpt ;

EXCESS
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