Ml Manulife Financial

Group Benefits
Application and Evidence of Insurability for Optional Life Insurance

INSTRUCTIONS - Please print all answers

1. Please consult your plan administrator for fype of coverage available under your pian. Checik (v} the appropriate box fo indicate the type of coverage for
which you are applying.
O PLAN MEMBER ONLY (O PLAN MEMBER AND SPOUSE () PLAN MEMBER, SPOLSE AND DEPENDANTS () SPOUSE AND/OR DEPENDANTS

2. Please ensure that ALL SECTIONS are completed,
Section 1 - Plan sponsor's informalion - TO BE COMPLETED FIRST BY PLAN ADMINISTRATOR.
Sections 2, 3, 4, 5, 6, 7 and 8 - Plan member/spouse information - To be completed by pian membei/spouse and submitted to Manulife Financial,

3. If required, retain a photocopy foryour fifes.

1 Plan sponsor's Plan contract number(s) - Divisionnumber  * Plan member cerlificate number
information ; ‘
Class Annual earnings
2+ Plan sponsor * Eligibility date {dd/mmmiyyyy)
* Optional life amount:
. Plan member's present amount of optional fife § OR__unitsof $____ OR___ xsalary § =5
_ Addiitional amount requasted §____ _OR unitsof 8 OR___ xsalary % =8
otal amounl requested $ OR units of 3 OR x salary $ =§
pousal opnunai 1|fe amount:
pouse's present amount of optional life 8 OR__wunitsof $___ OR___xsalary § = $
dditional amount requested $ OR units of 3 OR ____ xsalary ¥ =8
:. Toial amount requested $ OR units of 3 OR ___ xsalary § =5
:_ Dependant optlonal Ilfe amount:
S Dependant's present amount of aptionat life 8 OR____unisof §
=, Additional amount requested $  OR__ unitsof ¥
2 Total amouni requcsled § OR___ unﬂs of ¥
F'Ian admmlslralor name . o o o .D.ate signed '(dd,'mmmfyyyy)
:,‘ Emai address
2 Plan member statement ; .ian member‘s name (Iast flrsl and mlddle mmal)
: Se)é o - Date 6f birth (ddlﬁrﬁﬁlyyyy) Homé phone number ) Business phone number
0] Male O Female . . { ) i }
Plan members address (number stree! apartment)
: Province “ Postal code
. ?i;’\r"eight' T O k .‘ f Have you s:ﬁdked (cigaréliés; 'cig.;a;rs, pspe efc.j o.r.hséd tobécéo '
m cm O i In any other form within the last 12 months? e
ﬁ in b O Yes O No

Have you Iost or gamed more than 10 lbs. durmg me East 12 momhs'> O Yes O No If "Yes" please answerihe followmg

hal was the amouni of welght change? Ok Waslihls?a gain i Reason
g - oraloss ]

Ow -

ame of personal physician {ast, first and middle nifial)

: _Addr'es“s Bf person.ék.physician {number, .street, suiie) o B . - Phiysician’s phone number

ooy

’ -City o . . o " Province Postal code
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3 Beneficiary desig nation Name of beneficiary (lasl, first and mid.dle initial) (please print) Relationship 16 plan member Percel{tagé of benefil

information %
If a beneficiary is nof assigned, Name of beneficiary fiast, first and middie initial) (please print} Relationship to pian member Percenlage of benefit
"ESTATE" will be assumed. % .

. ') ) N
bN;:Z ﬁ éif;:\yurg 'y%?;r] gigs;”e i Name of beneficiary {last, first and middie iritial) (please print) ' . Relationship to plan member " Parcentage of benefit i
and/or dependant's insurance; %
otherwise the beneficiary will be : Cearal " oo
your estate, oA o net . T00%
For designated beneficiaries
under the age of majority. ¢ | appeing : as Truslee lo receive any amount due

. to any beneficiary under the age of majority (not applicabile in Quebec).
Irrevocability For Quehec residents anly

In Quebec, the designation of your spouse as
heneficiary is irrevocable unless olherwise specified.
If spouse is beneficiary, destgnation is;
& Revocable ) itrrevocable
4 Spouse statement ; IS.pouse's narﬁé (.East‘, ﬁrst and‘middie ihiliai}
©sex " Date of birth {dafmmmiyyyy) " | Home phonz number Business phone number
: O Male O Female : i ) i )
: . . Weigjhl . . O kg Héve you smoked (cigarettes, éigars. pi.pe, ele.) or uéed 10bacc.o
m cm O ©in any other form within the tast 12 months?
H in I O Yes No

Have you lost or gal ined more fhan 1D Ibs. dunng the Iasi 12 maonths? O Yes O No If"Yes", please answer the following:

i What was the amounl of weught change’? T Was lhiS again - Reason
O kg or aloss? :

O

Q‘Is name of personal physzuan the same as member? O Yes O No
f "No i please prowde R
. Name of personal physician (Iast first and maddle mmai)

;Aﬁdrés:s ofpersonai .ﬁﬁ.y;s;i;:.iéﬁ.'(f;ufﬁi).e.r,.sltree.t.:;u&iié)‘ e B Physicién's phone number
i )

¢ Province Pastal code

5 Dependant statement

To be completed when

dependants are applying for

coverage.

: . HEIGHT | WEIGH : ;
COMPLETE NAME OF ELIGIBLE : RELATIONSHIP TO - DATE OF BIRTH | cm O kg iOTIbs :
DEPENDANT : . PLANMEMBER (ddimmmiyyyy} 8 f o

O mate

’ O Female

‘ O Male

"D Female

O Male :

() Femate

’ O Male
O Female

20 Name of personal physician (fast, first and middle nilial)

: Addressof personal ;;h.ys;iciér.l. (nur.n'ber,ﬂstree(, s.ulie“). ’ :5 Physician‘é phone number

i Province
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6 Medlcaf questlonnalre

- i L #0000 Planmember  Spouse . Children
: .] 1. Have youl, wrthm the Easl three (3) years, had an appiication for life or heaith insurance declined, ' . : =5
postponed or modified in any way'? Oves ONo OYes ONo OYes ONo

2. Have you, within the last three (3) years consuitedaphysrcran or been lreated for h|gh blood
pressure, chest pain, heart attack, heart murmur, stroke, cancer, tumour, uicer, colitis, diabetes, N
asthma, epilepsy, back pain, nervous or mental illness, an emolional condition, anxiety or depression, | (Jves ONo - OYes Ono OYes ONo
urinary tract infection, sexually fransmitled disease, alceholism, drug addiction, or any disease or ) :
disorder of the heart, blood, Iungs I:ver kldneys or urine?

PR Have you W|thm the Iast 1hree (3) years been told mat you had any immune defmency dlsorder .
: including AIDS or AIDS RELATED COMPLEX (ARC), or any generalized enlargement of your iymph ¢ OvYes (ONo 1 (OYes (O No (OVes (O No
glands or any {est results mdrcatmg posszble exposure to the AIDS virus (e g. HIV, HTLV-Iif, LAV)? ; . :

4. Have you had surgery or been hospitalized within the pasl three years’? "QOYes ONo {QYes ONo  OYes O No o

5. Have you consulted a physician or other practitioher within the past sixty days and been advised to '
have further treatment, examination, diagnostic test, or surgery not already performed? OYes O MNo ) Cyes ONo Oves ONo

6. Have you, during the 1asl five {5) years had X-rays, Electrocardiograms, blood or other special Yes No ; Yes No o
tests, for other than regular medaca checkups £aken or currently on any lrealmem.’memcahon'? O O O O OYes O No :

7 Any family history of any Inherited or familial disease? (e.g. Huntington's Chorea, dlabetes heart or :OYes O No ;OYes OyNo - OYes O No ;
- kldney dlsease) : : : :

7.8, During the past 12 monlhs have you your spouse or your dependants : i :
: (a) flown as a pilod, student pilot or crew member or have any intention of doing so? :OYes ONo  OYes ONo OYes OMNo o
{b} ever engaged in.racing, underwater diving, parachuting or any other hazardous spori or have tOYes O No i QYes O No " Oies O o i
any intention of doing so0? : : :

Please specify which activity.

LQUESTION. NAME OF PERSON _ DETALLS OR © DATEAND  TREATMENT AND RESULTS © NAMES AND ADDRESSES OF
. NUMBER . (FIRST&MIDDLE)] °~  NAMEOFCONDITION ~ DURATION _{RECOVERY OR REMAINING EFFECTS) ;  PHYSICIANS AND HOSPITALS
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7 Certification and
authorization

: 1 gertify that | (being the pian member, spouse or dependant with the capacity to contract, whichever is applicable) am
i applying for this Group Benefits coveragefinsurance ("Coverage”) and that the information provided for this application ™ *
_:;_3 “is true and complete. | agree that my coverage may be denied or terminated at any time as a result of any false,
=7 incomplete, or misleading information having been provided in this application. | authorize Manulife Financial
1 ("Manulife”} to collect, use, maintain and disclose my personal information relevant {o this application ("information”} :
" for the purposes of Group Benefits plan administration, audit and the assessment, investigation, or management of this -
i, application, and medical underwriting (colleclively, Ihe "Purposes"). Lam authorized to consent Lo the collection, use,

" maintenance, exchange and disclosure of Information pertaining to any minor child who may be the subject of this .
.- application for Coverage, for the Purposes, and all of the statements made hereirr on my own behalf shall apply equally '\
to such minor child. [ understand that Manulife may investigate this application and may require Information about me -
- for the Purposes, including information regarding activities, income, employment, educaticn and fraining, health and -
medical history and treatment, including clinical notes. | authorize any person or erganizafion with Informatien,

including any medical and health professionals, facilities or providers, professional reguiatory bodies, any employer,

group pian administrator, insurer, investigalive agency, and any agminisirators of other benefits programs to collect,

¢ use, maintain and exchange this information with each other and with Manulife, its reinsurers and/or its service

i+ providers, for the Purposes. | understand that any Coverage shali not become effective until approved by Manulife.

! 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. | acknowledge that more specific detalls regarding how and why Manulife collects, uses, maintains, and

7 discloses my personal information can be found in Manufife’s Privacy Policy and Privacy Information Package,

‘i available at www.mantlife.calgroupbenefits, or from my Plan Sponsor.

l.Dl'an memb.e-r'.s sigﬁélure. . . Date signed (ddfmmmfyyyy)
o Signature 51 spouse (required only i evidence regarding insurabllity of spouse is provided in this form) Date signed (ddfmmmfyyyy)

- Any Information provided to or coliected by Manulife in accordance with this authorization, will be keptin a Group
Benefits life, health or disability file. Access to your Information will be limited to:
»  Manulife employees, representatives, reinsurers, and service providers in the performance of their jobs;
»  Persons to whom you have granted access; and

+  Persons authorized by law.
You have the right lo request access to the personal information in your file, and, where appropriaie, to have any

= inaccurale information corrected.

8 Mailing instructions
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