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BASIC PERSONAL DATA  (MUSTBECOMPLETED)

P Y Y Y Y Y Y Y Y 0 Y Y Y Y Y Y Y Y 0 0 N A B O cenoer £ 0w O
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TYPE | OECTA ELEM [] ADMINISTRATION []
CITY Ll bt bbbttty (CHECKONE) Sec [ CLERICAL O
Ll Ll Ll d=l ] o C) TRADESPERSON [
POSTAL CODE PHONE OSSTFTEACHER []  OTHER
empLoveeno. L I L I [ [ [ [ [ ] pateorsrTH L | | L[| [ [ | | |
MONTH DAY YEAR
Boarp L L L L L L L bbbt DATEOFHIRE | | | L L
POLICYNO. WITHBOARD MONTH DAY YEAR
YEARLY GROSS SALARY | | 00 euciLEForeenerT | | | L L L]
(INCLUDING ALLOWANCES, EXCLUDING OVERTIME) $ R B B MONTH DAY YEAR
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E-MAILADDRESS.: MONTH DAY YEAR

A LONG TERM DISABILITY INCOME PROTECTION INSURANCE
YES, IWISH TOHAVE THE COVERAGE [

B DEPENDENT LIFE U ves

C BASIC LIFE INSURANCE  (SEEDETAILSFORYOURGROUP) OPTIONAL/SPOUSAL LIFE INSURANCE

OPTIONAL/SPOUSAL LIFE INSURANCE, PLEASE SEE YOUR
PLAN ADMINISTRATOR FOR THE NECESSARY FORMS.

D DESIGNATION OF BENEFICIARY (Ifmore spaceis required, please complete a second formand attach.)
BENEFICIARY’'S LAST NAME FIRST NAME INITIAL RELATIONSHIP PERCENTAGE
1.

2.

Underthe laws of Quebec, any designation of aspouse as abeneficiary isirrevocable unless stipulated to be revocable.
I hereby declare and stipulate thatthe beneficiary designation(s) made onthisformis (are) revocable.

Note: If you designate a minor child as the beneficiary of yourinsurance proceeds, these proceeds will be paid into court, unless a trustee is appointed
toreceive such benefits on behalf of such child. Trustee Appointment (you may wish to consult alawyer before appointing a Trustee):

I hereby appointmy , asthe Trustee toreceive the Benefits on behalf of my minor
beneficiary. (Spouse, Brotheretc.) (Name)
Witness PlanMember Signature Date (mm/dd/yy)

I hereby designate the above beneficiary to receive any amount due on my death while insured under this Group Policy.
Please ensure you also sign and date the bottom of this form prior to submission.
CONTINGENT BENEFICIARY (alternate beneficiary, should the choice beneficiary predecease you)

FIRSTNAME MIDDLE INITIAL LAST NAME RELATIONSHIP
BIRTHDATE INDIVIDUAL REGISTRATION v
E EXTENDED HEALTH COVERAGE DENTAL COVERAGE MO. | DAY | YR.| FIRSTORGIVENNAME INITIAL| £ FEMALE
EMPLOYEE’S
YES, IWISHTHECOVERAGE [ YES, IWISHTHE COVERAGE [ SPOUSE
SINGLE [] FamLY [ SINGLE [] FAMILY [ CHILDREN
NO,|AMCOVEREDBYMY SPOUSE'SPLAN ]| NO,IAMCOVEREDBYMY SPOUSE'SPLAN  []

Does your spouse have any dental or supplementary health insurance coverage? Yes [ No [ Policy No.

Name of spouse’sinsurance carrier Spouse’sidentification no.

Please Indicate with an“v""inthe appropriate box, each benefit covered under your spouse’s plan.
[] SemiPrivate [] Prescription Drugs [ vision [] Dental [] ExtendedHealth Care

F  WAIVER OF BENEFITS (Tobecompleted and signed by Plan Member if waiving benefits)

ONLY THOSE BENEFITS WHICH ARENOT ACONDITION OF EMPLOYMENT CAN BE WAIVED
I have been given the opportunity to apply for coverage, butdo not wish to participate. | understand thatif | wish to request coverage at a later date, | willbe required to furnish,
atmy own expense, (and if applicable, for my eligible dependent(s)) evidence ofinsurability.

| wish to waive the following benefit(s): ] LD [ EXTENDEDHEALTHCARE ] DENTAL
L] BASICLIFE L] apaD L] DependentGroupLife
Plan Member’s Signature Date (M/D/Y)

Ihereby make application for benefits as outlined above and certify that the information disclosed herein is accurate and complete and consent to such information being used for the purpose
ofunderstanding my needs, evaluating my eligibility to the plan, providing me with ongoing services, protecting us both against error and fraud and complying with various legal requirements.

Ifurtherunderstandthat, unlessthis applicationis completed and submitted within 31 days of my becoming eligible to secure benefits under the plan, my application willbe subjectto the rules
ofthe plan as follows: a late applicant will be required to submit proof of insurability at his/her own expense (attach if applicable); and a new employee shallnotbe considered a late applicant if
the applicationis made within 31 days of becomingeligible.

lauthorize the Board to make payroll deductions as applicable and authorize the use of my employee number for the administration of my benefits applied for under this application. Ifurther
authorize the plan administrator, OTIP, to act on my behalf in dealing with the insurance carrier of the existing policy or any successor policy, concerning my application for group insurance,
changes ininsurance, notification of insured information and any other administrative matters. | understand that this authorization terminates on the earlier of the change in my employment
status with the Group/Board,which affects my eligibility under the policy, or atermination of the insurance between the Group/Board and the plan administrator, OTIP.

Date Signature
(mm/dd/yyyy)

Name (please print)
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