01 OMTDAASA, (01-03F

ONTARID

BLUE CROSS"™

HAME OF AGENCY

|
I
|

Ciooppation (specify duties)
Data of hiring (GLOBAL PLAN)

REFRESEMTATIVE |
| MAME
|
| CORE NUMBER
| CONTRACT RO,
'_ AFPLICATION NO.
O NEW ENROLMENT 1 CHANGE U REINSTATEMENT
RSOMA OR O
PRIMARY INSURED S
Last narmse Language choicg om
First nama O French 2 English dF
Date of birth [ay | Month | voar Age ; Place of birth:
Mo, Street | AL
Audires, % U - 4
City Province | Postal code
Telaphane Home | ) I . ) | eamail
Barital Status Qi Single O Married O Divorced J Widowed 0 Commuon-law marriage
Mame of ermployer Tel. [ 1

a-mail

Annual salary or
Ket annual earmings

{atter expemses and before towes)

A you ¢

Qan employes?

J & comparny owner?

dself-employed?

Do you contribute to -

GLOBAL PLAN (please complete this section only if applying for the GLORAL PLAN).

employment insurance ?

WEIB?

O Yes
O Yes

o Mo
2 Mo

O ves, | would like to receive additional infarmation on ether Blue Cross preducts and services,

SPOUSE

Last name

First mame

Date of birth

Day |

Manth | ear

Age:

Place of birth:

Telephons

Harme { b

Mame of employer

! wark 1

Tel. § !

Crecupation {specdfy duthes)
Date of hiring (GLOBAL PLAN}

Anniied salary of
Met annual earnings

GLOBAL PLAN (pleass complete this section anly if applying for the GLOBAL PLAN).

e-mail

(After expenses and ibefore tawes) Do you contribute 1o employment insurance? DYes Mo

ire you © [ an employea? 0 a company oaner? 0 selfarnployed? WHIE? J¥es  No

O Yes, | would like to receive additional infarmatien on ather Blue Cross prl:-ru;t‘ and services. .
DEPENDENT CHILDREN E _ : Date of birth A
Last nama | First name | Relationship e Day | Month | i

| ! LM OF '
a OM OF ————
M OF

2 — POLICYHOLDER - Protection Primary Insured (if diffe

rent from Primary Insured)

POLICYHOLDER = i . & e Bate of birth Agae
Last name Language choice oM Day Month Year
First naire - Q French J English HE

Ma. Street Apt.
i ity Province Postal code
Telephome Home { b Work | ] e-rnail

O P [
. POLIC DRI = e 1= Date of birth Age

Last name Language chaice gwm | D | Momh | Year
First name DFranch __ CiEngiish ankiu i |

Mo Street Apt,
e City Province Postal code
Talaphore Hame | 1 ‘Work { b e-mmail




3 — BENEFICIARY PRIMARY INSURED O Revocable O irrevocable

Last name

SPOUSE L Revocable

AlIrrevocable

First nama

Ralationship

#e pou aiready inwred under another Ontario Ble Crmas™ policg 7?0 Yea Ha

If yess, pllearsz indicate the contract number:

4 = ACCIDENTAL PLAN

Amount Pramium
Disability due to accident Waiting Period Benefit Period 5 5
Primary Coverage 1 00 days 3 30 days 1 year 5 years
Ll 14 days 120 days 0 2 years Oto age 65
Coverage 2 O 0 days 0 30 days 01 year 05 years
0 14 days 01120 days O 2 years Oto age 65
Spouse Coverage 1 0 days 1 30 days 1 year 15 years
014 days 1120 days 10 2 years 1 to age B5
Coverage 2 00 days 1] 30 days 01 year a5 years
14 days J 120 days 0 2 years D to age 65
Disability due to iliness
rnr::ﬂri Coverage 1 0 14 days 0 120 days 01 year L1 5 years
o » 30 days J —— days 1 2 years
Coverage 2 14 days 1120 days 1 year 5 years
130 days 1 —— days 0 2 years
Spouse Coverage 1 14 days 0 120 days a1 year 5 years
d 30 days d —— days 2 years
Coverage 2 14 days 120 days 1 year 5 years
— Q30deys |0 days  [O2years
Overhead expenses
Primary Waiting period 0 daysfaccident 30 daysfillness
Insured Benefit period a1 year O 2 years
Spouse Waiting period 0 daysfaccident 30 daysfillness
Benefit period 1 year 0 2 years
Accidental fracture 1 Primary Insured | O Single U Famnily A Couple
parent
Medical expenses due to accident J Primary Insured | 2 gi:r%l:i O Farnily 1 Couple
Hospital allowance - Primary Insured | O Single O Family O Couple
parent
Accidental death O Primary insured
O Spouse
Accidental loss of use O Primary Insured
4 Spouse
Accidental death & loss of use O Dependent Chilaren
Critical iliness assistance L Primary Insured | O Nonsmoker A 5moker
1 Spouse O Nonsmoker a5moker
Post-accident i DPrlma_r'_l.:_Insu red | O Single O Family 0 Couple
adaptations parent
Travel insurance (including 0 Primary Insured | O Singla O Family O Couple
cancellation and baggage) parent
Policy fee £2.25
Total monthly premium
Annual premium = monthly premium x 12




Bl A

i

Primary Insured oA 0 24 a 34 O 44 aB Primary Insured d Monsmoker 3 Smoker
Spouse A 0 2A a 3A 0 4A a8 Spouse 0 Monsmoker O Smaoker
COVERAGE SELECTED : : e
Bt Insured Monthly
i : Amaunt Premium
Disability Waiting Pericd Period Indexation S 5
Primary Coverage 1 | O 14 days 1 30 days 3 60 days 3 2 years [ Unindexed
Insured Mon Taxable O | 014 M days | 230 Mdays | D90 days 5 years JiIndexed
Taxable O 120 days 1o age 65
I‘;aﬂfremlum Coverage 2 | 014 days | Q30 days 060 days 02 years O Unindexed
i i Mon Taxable O | 014 M days | 30 M days | D90 days 5 years dIndexed
o o Taxahle O 3120 days J to age 65
Spouse Coverage 1 | O 14 days 230 days 260 days 22 years D Unindexed
Mon Taxable O | 214 M days | 230 M days | 090 days 5 years JlIndexed
Taxable O 2120 days 1o age 65
E.a:ule:'fmmmm Coverage 2 | O 14 days 230 days 160 days 2 years QdUnindexed
ZFY an MNon Taxable O | 214 M days | 130 Mdays | 190 days 15 years dIndexed
= = Taxable O 0120days | Otoagess
Life insurance L Prim
Imsur
d5pouse
Accidental a Pﬁmara;
death & loss of use Insure
1 5pouse
Life insurance, accidental O Dependent
death & loss of use Children
Overhead expenses O Prima 30-day 2-year
Insure waiting benefit
period period
dSpouse 30-day 2-year
waiting benefit
| period period
Accidental fracture lapn O Single O Family O Couple
- Insu parent
Extended
health benefit .
including drugs | 0 anﬂ' O Single ChFamily O Couple
insur parent
without drugs | O Prima O Single QO Family 0 Couple
Irsur parent
Travel insurance L Pri 2 single L1 Family 0 Couple
{including cancellation and baggage) Insure parent
Hospital allowance O Prima O Single O Family Q Couple
Insure parent
Critical illness assistance L Pri
ImsLir
d5pouse
Home health care ) dPrima asingle O Family 0 Couple
and assistance  Basic Insure parent
I Primail Qsingle I Family O Couple
Deluxe Insur parent
Dental care = Primal O Single I Family J Couple
Insur parent
Policy fee $1.00
Medical requirements ordered on ; 5o
{Crake]

Firm :

Types of requirements requested :

Total monthly premium

Annual premium = monthly premium x 12




AUTOMATIC BENEFIT INCREASE APPROVAL

Each of the individuals to be insured hereby agrees to an automatic increase in benefits applicable to the following protections:

Primary Insured o Life insurance J Accidental death and loss of use 2 Disability
Spouse i Life insurance i Accidental death and loss of use I Disability
Signed in:
Signature of Primary Insured
Date: _ -
Signature of Spouse
Signature of Witnass
PRIMARY INSURED = e
DO YOU HAVE ANY OTHER INSURANCE POLICIES? LIFE INSURAMCE aYES DISABILITY INSURANCE O YES
O ND NG
LIFE INSURANCE DISABILITY INSURANCE
Menthly Waitin Benefit Cancellable or
Company Amount Company Eenefits Peri Period moncancellable
SPOUSE
DO ¥OU HAVE ANY OTHER INSURANCE POLICIEST LIFE INSURAMCE aYES DISABILITY INSURANCE JYES
NG Qo ND
LIFE INSURANCE DISABILITY INSURANCE "
Monthly Waitin Benefit Cancellable or
Campany Amount Campary Eenefits Peri Period Moncancellable
REPLACEMENT

| certify that this insurance application replaces the following policy or policies (specify name of company, coverage and termination date):

| understand that the coverage andlor partial coverage granted by Canassurance Life Insurance Company IncJCanassurance Hospital Service Assaciation, based on the preceding
statements, shall be muil and void i the coverage which is to be replaced is maintained effective, | also understand that the coverage andéor partial coverage granted by
Canassurance Life Insurance Company IncCanassurance Hospital Service Association shall take effect on the termination date of the coverage replaced.

signature of Primary Insured signature of Spouse

Date:

Signature of Witness

7 - DECLARATION

Each af the people to be imsured, hereby declares that all answers given in this application and in any other documeant which, by agreement, forms a part thereof are true and
complate, We, the people ta be insured, understand that any omission or fraudulent statement may result in cancellation of the insurance contract of rejection of a daim that might
othenwise be valid.

Each of the peeple to be insured asks that Canassurance Life Insurance Company Inc/Canassurance Hospital Service Association issue a eontract as specified herein.

This declaration offers no guarantee of indurance, The contract takes effect on the date of approval of the application by the Insurer, provided the first premium has been pald Iin full
and no changes in the insurability of the individuals to be insured have oocured since the signing of the application,

Each of the people to be insured acknowledges receipt of the notice regarding the Medical Infarmation Bureau and sxdhange of infarmation.

Signature of Frimary Insured

Sigried in;

Signature of Spoute

Date:

Signature of Witness

* Mo represeniative is authorized to establish or modify a Canassurance Life Insurance Company Ine fCanasiurance Hospital Service Association contract, to determine if & person to be insured
corstitutes am acceptable risk or to wake any night or regquirement in the name of Canassarance Lite Insurance Company Inc /Canassurance Hespital Service Association




AUTHORIZATION OF PRIMARY INSURED

| hereby authorize any individual, corporate body, physician, health professional, hospital, clinic, insurance company, the Medical
Insurance Bureau (MIB) or any other organization, institution or person that has any records or knowledge of myself ar my health, or
of that of my dependent children to release such information to Ontario Blue Cross™ or its reinsurers. | also agree that an
investigative consumer report about myself may be requested.

A photocopy of this authorization is as valid as the original.

Date :

Signature of Primary Insured

Signature of Witness

AUTHORIZATION OF SPOUSE

| hereby authorize any individual or corporate body, physician, health professional, hospital, clinic, insurance company, the Medical
Insurance Bureau {MIB) or any other organization, institution or person that has any records or knowledge of myself or my health, or
of that of my dependent children to release such information to Ontario Blue Cross™ ar its reinsurers. | also agree that an
investigative consumer report abouwt myself may be requested.

A photocopy of this authorization is as valid as the ariginal.

Date : =
Signature of Spouse

signature of Witness

NOTICE REGARDING PERSONAL INFORMATION

Ontario Blue Cross aims to ensure you of the greatest confidentiality possible. All of your personal information is kept in a file titled
"Insurance File”. The information held by the insurer is confidential; only an employee of the insurer may consult your file, and only if justified
as part of his or her job, As well, unless you object, this information may be used for personal solicitations by mail or by telephone, You may
consult your file and correct the information as needed by writing to the insurer at:

185 The West Mall, Suite 600,
Etobicoke ON MSC 5P1

INVESTIGATIVE CONSUMER REPORT AND EXCHANGE OF INFORMATION

Information regarding your insurabilrty will be treated as confidential, The Insurer or the Insurer's reinsurers may, however, make a brief report
therean ta the Medical Information Bureau, a nonprofit membership erganization of life Insurance companies, which operates an information
exchange on behalf of its members. If you apply to another Bureau member company for life or health coverage, the Bureau, on request, will supply
such company with the information abouwt you in its files,

All insurers, including Canassurance Life Insurance Company IncACanassurance Hospital Service Association, sometimes write investigative consumer
reports in applying standards on progessing of applications. The report generally includes information on those to be insured and their life style.
Upon request from you, the Medical Information Bureau will arrange to disclose ta you the information in your file, except for medical information,
which will be given anly to your doctor, If you question the accuracy of information in the Bureaw’s files, you may contact the Bureaw and ask to have
it corrected. The address of the Bureau's Information Office is as follaws:

MEDICAL INFORMATION BUREAU, 330 UNIVERSITY AVENUE, SUNTE 507, TORONTO, ONTARIO MSG 1R7
TELEPHONE : (416) 597-05%0 [ FAX: (418) 597-1193

Tx BE GIVEN TO THE PRIMARY INSLIRED




AUTHORIZATION

AUTHORIZATION

NOTICE REGARDING
CONSTITUTION OF A PERSONAL FILE

NOTICE REGARDING
THE MEDICAL INFORMATION BUREAU (MIB)

Cntario Blue Cross™ is committed to guaranteeing you the greatest possible confidentiality. All personal information about you will be
kept in a file ertitled “insurance file”. The infarmation we hold is confidential: access to your file is restricted to employees of the Insurer
who must consult it in the course of their duties, In addition, barring objections from yourself, this information may be used for
personalized selicitation by mail or telephone, You may consult your file and correct the information if need be by writing to us at
Blue Cross, PO, Box 4433, Station “A”, Toronto ON M3W 3¥7

@The Blue Cross name and symbal are registered trademarks of the Canadian Association of Blue Cross Plans, an assoclation of
independent Blue Cross plans, and are licensed to the Canassurance Hospital Service Association, carrying on business as Ontario Blue
Cross. ™ The Ontario Blue Cross name and symbol and the Blue Vision name are registered trademarks of the Canadian Association of
Blue Cross Plans, an association of independent Blue Cross plans, and are licensed to the Canassurance Hospital Service Association,
carrying on business as Ontario Blue Cross.




