M Manulife Financial

Group Benefits

Application for Group Voluntary Accidental Death and Dismemberment
Please print clearly. If required, refain a copy for your files.

1 Plan sponsor statement ‘P-fan contract number ::'.Efivi'é-ibh-ﬁurhber. ' T diass S j.PIar'\-r.\‘le“mberceriiﬁcaté number

'

: Plan sponsor '
* Plan member's occupation

CTpeotpan T rincipal amaunt T Moribly premium
() PlanMember  (O) Couple () Family $ 3
5 Plan member information - Plan member name (iast, first, middlo nitial) (piease pAnd 7T Date of birth (ddimmmiyyyy) i

 Address {number, street, apt) o

T T T e T postalcods.
3 Beneficiary designation ‘Nams of beneficiary (fast, first, middle initial) T T Percentage - Relationship to member
: : o -
if a beneficiary Is not assigned, o i e e et S n L pn T S s 2 e
"ESTATE" will be assumed. ‘ Name of beneficiary (last, first, middle initial) . Percentage ~ Relatlonship fo member
; %
QrName'uf l;éﬁéﬁéiafy (fast, first, midgle ini:tial)' T e ;;;356}07\.37(11359‘;i‘\"e‘i‘aﬁoﬁsi‘-lip{b member
. %
Complete If the beneficiary is II ot - . i td
under the age of majorlty. anpoml___ — — as Trustes to recsive any amount due
to any heneficiasy under the age of majarlly. (Not applicable nQuebec) o
irrevocability : For Quebec residents only . ~'Note: If beneficlary |s shown ‘as leeévacable, histher consent is

In Quabec, the designation of your spouse as
beneficlary is irrevocabla uniess otherwise specified.

If spouse is heneficlary, designatlon is: B
O Revocable () Imevocable

. required to change It. Include a signed and dated consent with . i
~this form. You are responsible for ensuring the validity of . '
ydurdesignaﬁon. ‘ R I S

i | hereby apply for coverage ("Coverage") under the Group Benefits plan issued to my plan sponsor by
4 Plan member signature - Manullf F?nanciai (*Manulife"). | understand that certain aspects of such Coverage may extend to my spouse and
eligible dependants (collectively, "Dependants). | ceitify that the information In this form is true and complete to the
best of my knowledge. | understand that as the applicant, itis my responsibillty to ensure that any further verbal or 1
_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 terminaled as a result of the pravision of false, Incomplete, or misleading infermation.
t authorize Manulife fo collect, use, maintain and disciose personal information relevant to this application
("Information”} for the purposes of Group Benefits plan administration, audit, assessmen!, investigation, claim o
management, underwriting and for datermining plan eligibility {("Purposes”). | authorize any person or organization -
; with Information, including any medical and health professionals, facilifies or providers, professional regutatory
 bodies, any employer, group plan administrator, insures, Investigative agency, and any administrators of other
benefils programs to collect, use, maintain and exchange this Information with each other and with Manulife, ils
‘ relnsUrers andfor its servica providers, for the Purposes. | am authorized by my Dependants to consent to this .
 Authorization, o their behalf as if they were signing it themselves, and to disclose and recelve their Information, for : i
the Purposes. ] authorize my plan sponsor 1o make deductions from my pay for my Group Benefils plan, if
appiicable. | authorize the use of my Soclal Insurance Number {"SiN®)} for the purposes of idenification and :
- administration, if my SIN is used as iy plan member certificate number, | agree a photocopy or etectronic version of ;
this authorization is valid. | designate the person{s) named above under Beneficiary Designatlon, as my beneficiary. ,
* Lunderstand that any Information provided to or collected by Manulife in accordance with this autherizatlon, willbe
kept in a Group Benefits life, health or disability file. Access o 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, to have any
. inaccurate information corrected. . :
{ acknowledne that more specific detalls regarding haw and why Manulife collects, uses, maintains, and discloses
my personal information can be found in Manuiife’s Privacy Poficy and Privacy information Package, available at .
www.manulife.calgroupbenefits, or from my Plan Sponsor.
- Please sign and date here. . ! Plan member's signature : Date signed (dd/mmm/yyyy}
1

5 Mailing instructions Please email the completed form to T _ i
the School Division’s designated f'

The Manufacturers Life Insurance Company  Bepefit Administrator at SSBA GL1739E (12/2008)




