M Manulife Financial

‘ For your future-

Group Benefiis — e-Application for Change

Please print clearly and compiete all pages of form. If required, relain a photocopy for your files,

Plan contracl number{s) Plan mamber cerlficale number Plan spansor

1 General information

We require {his Informalion lo
progess your request,

To be completed and signed by
plan sponsor.

85242
Pian adminisirator name

Sharon McGraw

Halton Disltrict School Board

Plan sdminlstralor telephbne number

Exi.
Plan member name {lasl, firsl, middle Initlal}
| certify that the plan member lisied above is actively at work at their usual place of emplofgmeni in

Canada, Actively at work means ihe plan member works a nommal work schedule of at least the set
minimum hours per week as slated in the plan contract over a 52 week period including paid vacation.

Plan administralor signatuse

Dale signed {ddimmmiyyyy)

2 Plan member name change Mew name {las!, first, middle inhial}
3 Plan member address Addrass [number, street, apl, number)
Clly Pravince Pasial code
4 Addition of benefits Addition of Extended Health Care Addition of Dental Care
| wish 1o ADD Extended Health Care for | wish to ADD Dental Care for
A spouse/comman jaw Spouse is Mysall ONLY Myself ONLY
considered an ellgible dependant O may O my
under yaur group plan. Please refer (O mysait AND 1 dependan (O Mysel AND 1 dependant
to your conlracl for guidelines. (O Wysell and 2 ar more dependants (O myselt and 2 o mnre dependanis
O My dependanis ONLY (!l am already covered) O My dependants C\NL‘:’ {lam already :nuErEd)
Reason for additions {chack one only) L
*Please enter the dale thal the Marri c N [atianshin® | " :
comman-law cohabliation began In O rriage O ommaon-law relationship O Spouse's coverage cancelled
{he *Date commenced" field. Dale ql marrfage {dd/mmmiyyyy} Date commenced (ddimmmiyyyy) Cancellallan dale {ddimmmiyyyy)
(O other Please give details of "Other”. If necessary, attach a separale sheet. ...
Efieciive date {dd/mmmiyyyy) ) ;
In arder lo determine ITevidence of  |s evidance of insurability required? () Yes . :
insurabliily is reguired, please refar
to your cantract, If evidence of insurability is required, plan members mus! complete GLDDD4E Evidence af !nsu.rabmry, .
and send it io Manulife Financial for processing. Manulife Financial will. not contact your Plan '
Administrator to verify that this form has been mailed. )
5 Refusal of benefits Refusal of Extefided Health Care Refusal of Dental Car'e'"_f'* o

You may refuse Exlended Health
Care and or Dental Care for yourseli
and/ar your dependant(s) anly if
covered for similar benefits under
s5pouse'’s plan.

The Monufncturers Life Insuronee Company

| do NOT want Extended Health Care for

. O Myselt QNLY

O Mysell and my dependanl(s)
(O My dependant(s) ONLY
Date af refusal {ddimmmiyyyy)

If you wish to add coverape at a later date you may re-apply for these hanef is. Salisfaclnry medlcal

evidence may be required.

Page 1 oif 3

: ‘[.Jale oi 1efusal (ddlmmmlyyyﬂ' )

i do NOT wan! Denlal Care for-. ..
() Myseif ONLY
(O Mysetl and my dependanis)

{O My dependam(s) ONLY

GL3187E(Snel)l G }{05/2011)



8 Termination of dependent C) | wish to teeminale coverzpe lor a specific dependanlis) (see seclicn 9)
coverage I wish to terminate ALL coversges tor ALL dependants Please change caverage to single
P
Efleclive dale al fermination {dofmmmlyyyy}

Reason far ferminaiion

7 For Quebec residents (O 1 am pariicipating in the RAMQ drug plan provided by Ihe Quebet governmen!

{age 65 or over) (O | am NOT pariicipating in Ihe RAMQ drug plan provided by lhe Quebec government
B Co-ordination of benefits  SpousaiHealth  Does your spouse have health coverage Oves Oho Etfective dale {ddimmmiyyyy)
Coverage under his/her own insurance plan? ; :
This informalion is imporiant for the :
correct adjudicatlon of your claims.  gpousal Dental  Doas your spouse hava dental coverage Effective date {ddimmmiyyyy}
Coverage under hisfher own insurance plan? Otes Ot .

Complete sections 8 and 9 anly if :
you are reguired 1o enrcl your Doas your spouse's heaith/dental plan cover:
spouse and chlldren, and you need

to change inlormallon. Health Dental
O O Your spause only
O O Your spouse 2nd yaursell only i }
O D Your spouse and children anly Spouse’s daie of Eirlh tddlmmm!}'yyy)
O O ¥our spouse, you 2nd your ehildszn .
9 Family information Complete this section anly when you are changing information periaifaing to dependants thathave

previously been enrolled OR when you are adding/deleting a dependant, |f more than 4 children,
please altach a separate listing.

Change Effective date of Spouselchild name Date of | Sex  Relalionship  Full-time

Iype code change birth code . student?
AlBIC ! HWISIC
{s=e helow) {ddimmmbyyyy) |last, first, mildule inifal) {ddimauntyyyy) IMorf}  {sezbelow]  (Yes or o)
spouse . 8 :; : NiA
child i D M O Yes
; OrF One
child O ] ‘ O Yes
O F O Na
child j Omwm . Oes
OrF Y ONe
child i Om " (Oves
| O F ) O Mo

Change type codes: A= Add, C= Change, B = Delele Relationship cades: H = Husband, W= Wiie, 5= Cnﬁmun-—law 5puusé, £ = Child

If a dependant is disabled and aver-age, please camplete GLOE14E, Application for Over-Age Disablfed Dependant Covemyé.
If a dependant is an over-age student, please complete GL4408E, Reqtiest for Termination of Over-age Student Dependant.

10 Beneficiary designation Should you wish to change you benéfitiary designation, please complete and sign GL1435E,
Beneficiary Designation. SO !

T~ irect deposit Complete the following section'if you-would like to sign up for direcl deposit of your claim payme
Mame of financial insiliuiion i

Address {number, sirael} S ' : il Puostal cade

Tran To have direct deposit you must register

. ecount number
online at www.manulife.ca/groupbenefits

/ \MI stration shows the MICR encading used on

M Ma: eBank ~ °  standardGheques. The labels help you identify the

ING ST. NORTH codes to enler.
WATERLOO, ONTARIO™  NzJ 4CB . ‘
MEMO N
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11b Electronic claim
statement

By completing \he email section,

you will be senl an invilation to
reglster far an online member
accaunl.

Complete the fdllowing sectian only if your plan offers online services and you wish to enrol for
the service.

If the email and banking fizlds are completed you will receive an electranic claim statement, otherwise
you will receive your claim slatement by mail. :

Email

12 Plan member signature

Please slgn and daie here.

! herahy apply for coverage {"Coverage"} under the Group Benefils plan issued to my plan sponsor by ¢

Manulife Financiat ("Manulife”}. | understand thal cerlain aspecls of such Coverage may extend ta my spouse and
eligible dependants (collectively, "Dependanis"). 1 eertify thal Lhe information in Ihis form is true and complete to
the best of my knowledge. | understand |hat as the appficant, 1l Is my responsibliily to ensure that any further
verbal or wrillen staternent pravided by me, and/or my Dependanis, in the filure Is rue and complete loihe bes| of
our knowledge. Lacknowledne and agree thal this Coverage or any porlen of, this Coverage, and fulure claims
Ihereunder may be denied or lerminaled a5 a result of Ihe provision of false, incomplete, or misleading infarmation.
| suthorize Manulife lo collect, use, mainiain and disclose persanal information relevant ta this application
{"Information”} for Ihe purposes of Group Benefils plan adminisiralion, sudh, assessmenl, Invesligalion, claim
managemen, underwriting and for determining plan eligibility ("Purposes”). | authorize any persen or organization
with Information, including any medlcal and hesllh professionals, {aclities ar providers, professional regulalory
bedles, any employer, group plan administrator, insurer, investigalive agency, and any administratars of.other
benefils programs to collecl, use, mainlain and exchange Lhis Information with each other and with Manulile, its
reinsurers and/or s service providers, for the Purposes. | am authorized by my Dependanis lo consent 1o this
Aulhorization, on their behall as if Ihey were signing il themselves, and 1o disclose and recelve thelr Information,
tor the Purprses. | authorize my plan sponsor io make deductions from my pay for my Group Benefils plan, If
applicable. ] authorize the use of my Social Insurance Number ["SIN") for the purposes of ldentificallon and
administration, if my SIN Is used as my plan member ceriificate number. | agree a photocopy or electronic version
of this aulhorlzallon Is valid, : :

If applicable, 1 autharize Manulite to deposit all payments {"Payments") due lo me from the above referenced
Group Benefils policy ("Policy"), Infe the bank account ("Account®) that 1 have identified on this form. | confirm (hal
this direct bank deposil authorization applies o the financial Institulion harain named by me and any other financial
inslilution | choose {0 name In the fulure; and shall remaln valid until ravoked In writing by mig, or my duly
suthorized representative. | ynderstand and agree thal upon the depasi! of any Paymeni{s) Into lhe Account,
Manulile is fully discharged from any further Jahliily wilh respecl to such Paymeni(s). | also understand and
aoree that Manulite may, ai any time and without prier notice, disconlinue the direct deposit of Paymenl(s), as
requasted herein, and require my personal written 2ndorsement relaling 1o fulure Paymeni(s), | also hereby
atknowledas and ansee thal any Paymenl{s) made by Manulfle inta the Accaunt, ta which | am not entllled, elther
by contracl ar by law, shall nol form part of my properly, and shall be immedialely refunded to Manulife, either by
me ar by representatives of my eslale. i :

W applicable, | authorize Manulile to correspond with me through the email address identified on this form
regarding my Coverage, for \he Purposes. ] understand such corespondence may conlain Infosrmation;:and Lhal
the Informallon Is belng senl in a manner thal is not guaranteed as a secured mesans of communlcation, agree
Ihat Manulife is not lkable for damages which | may incur as 8 resull ai Interception by a third parly of an emall
transmission sent by Manulife or by me pursuan fo this authorization. | anree should 1he amail address [dentlfied
on thls form change that | am responsible for updaling the emal address maintained by Manullife, | understand
that If | do nol wish lo receive emalls frem Manulife, | can remove my email address online or by confacting the
Cusiomer Service Cenler. { 1

| understand thal any Information provided to or collected by Manulife In accordance with this aulhorlzation, will be
kep! in a Group Benefils e, health of disability flle, Access o my Informalien will be limited Lo;

= Manulife employees, representalives, reinsurers, and service providers in the perormance of their. jobs:

- Persons lo whom | have granied accass; and : :

+ Persons aulhorized by law. ; :
I have the righl Io request access to tha personal information in my file, and, where appropriale, to have any
inaccurate information carrecled. ; :

L acknowledne that more specific details regarding haw and why Manulife cnllér.ls. uses, maintains, and discloses
my personal information can ba found in Manufife's Privacy Pallcy and Privacy Information Peckage, avallahla al
www.manulife.ca/groupbensefits, or from my Plan Sponsar.

Pian mamber's signature Dale signed (dd!mmmfﬂyy)

13 Mailing instructions

The Manufocgurers Life Insurance Company

Halton District School Board
P.O. Box 5005

Burlington, ON

L7R 3Z2 ‘

Att: Benefits Department .
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