How to fill in and submit your benefits forms in 11 steps (TTOC - late applicant):

1) Download and read the FAQ from the website: https://www.sd61.bc.ca/payroll-and-benefits-
vta/.
2) Download and read through the TTOC New Enroliment or Reinstatement application package.
3) Open the blank form with Adobe.
4) Create a signature in Adobe.
a. Select E-sign; Add signature.

 Please print clearly or use the fillable features.

Name: ) Employee #:

Applications must be submitted in o timely manner as carrier deadlines could affect your eligibility. Benefit forms

submitted after your effective date will be backdated and premiums will be adjusted accordingly.

Enroliment Checklist

[ [ PRPRR——— b e
[ 1 want TT0C Dental (PBc Policy 20061) (BcPSEA Group Enroliment Form completed and attached)
[ 1 want Troc €sic (pac policy 20061) (8cPSEA Group Envoliment Form completed and sttsched)

[EE] 1 nderstand that when 1 am not nreceip of pay premicemswil e collected vi pre-suthorized debt agreement
(PAD form completed and attached)

[Z] ™his is a LATE application (1 understand there will be 3 dental expense restriction for the first 12 months of
coverage for late applications and that PBC will determine my eligibility for EHC)

[ 1 or my dependents do not need coverage (Waiver of Coverage form completed and attached)

1 have been fully advised by the Greater Victoria School District of the benefit plans and options available to me for
coverage under these plans. | understand the plans and options avallable to me, and | have applied, or waived coverage
as described above. -

Date; Signature:

=aem ) Yy GENEFTSCONTROLL X | + Creste ® - o0 x
Altools  Edt Comert ESign @ 4D c* Findtext or toots Q@ @ 82
E-Sign x n — = Q
= &
FILLAND SIGN YOURSELS 1) NEW ENROLLMENT or REINSATEMENT
2 TTOC DENTAL and EXTENDED HEALTH ]
e BENEFITS CONTROL / WAIVER FORM S
& You must complete and return this form together with the applications.
This form s used by the Payroll & Benefits Office to determine which coverage you want and any coverage that you
+ a, choose to waive, Please make sure all applications are dated and signed. If the attached applications are incomplete,

b. Select Draw.
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Save signature

c. Use your mouse, or finger, to draw your signature and select Apply.
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d. Your signature is now saved for use when you select the Fill and Sign option.
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FILL AND 51GN YOURSELF
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Add initials +

e. If you cannot sign with a drawn digital signature, please print your completed forms and
sign in ink before scanning them to yourself and then emailing to benefits@sd61.bc.ca.



mailto:benefits@sd61.bc.ca

5) After you have read and understood the FAQ, complete the cover sheet:
a. Addyou name and employee number.
b. Select the benefits you want or do not want.
c. Date and sign the form — with the signature you created or print and sign in ink.

NEW ENROLLMENT or REINSATEMENT

TTOC DENTAL and EXTENDED HEALTH

BENEFITS CONTROL / WAIVER FORM
You must complete and return this form together with the applications.

This form is used by the Payroll & Benefits Office to determine which coverage you want and any coverage that you
choose to waive. Please make sure all applications are dated and signed. If the attached applications are incomplete

they will be returned, and coverage may be delayed. Please print clearly or use the fillable features.

Name: EXample Form Employee #: 2H00KXX

Applications must be submitted in a timely manner as carrier deadlines could affect your eligibility. Benefit forms
submitted after your effective date will be backdated and premiums will be adjusted accordingly.

Enrollment Checklist

| have read the TTOC FAQ (Found at: https://www.sd61.bc.ca/payroll-and-benefits-gvta/)
I want TTOC Dental (PBC Policy 20061) (BCPSEA Group Enrollment Form completed and attached)
| want TTOC EHC (PBC Policy 20061) (BCPSEA Group Enrollment Form completed and attached)

| understand that when | am not in receipt of pay, premiums will be collected via pre-authorized debit agreement
(PAD form completed and attached)

D This is a LATE application (I understand there will be a dental expense restriction for the first 12 months of
coverage for late applications and that PBC will determine my eligibility for EHC)

D | or my dependents do not need coverage (Waiver of Coverage form completed and attached)

| have been fully advised by the Greater Victoria School District of the benefit plans and options available to me for
coverage under these plans. | understand the plans and options available to me, and | have applied, or waived coverage
as described above. _— r

09-Sep-2024|

Date: Signature:

The information collected on this form is required and will be used by School District No. 51 solely for purposes of benefit plan sdministration. It will be kept secure and confidential in
accerdance with the Freedom and Protection of Privacy Act.

The information will slso be used by the organizations that provide the benefits plans, as explained on the form that is used by the plan carrier. Any questions conceming the collection
of use of this information by the School District may be addressed to: Payroll and Benefits Coordinator, Greaver Victoriz School District No. 61




6)

Complete the Group Enroliment Form for extended health and dental (2 pages)

You MUST complete this form.

BRITISH COLUMEIA
EPUBLIC SCHOOL
E EMPLOYERS'ASSOCIATION

The Group Enrolment Form complies with the requirements of the Insurers for the BCPSEA Benefits Buymg Group
Program and the information they require to underwrite and administer the benefit plans that are made available

Pleaze return form to your District Benefit: Administrator.
Administrators: This form is to be completed on the date of hire
for new employess. Keep the original copy on file, as it will be
required by the msurer if there is & futore death or dissbility claim.

Group Enro

Iment Form

[tvew applicant [ Reinsmemene  [] Late applicant

Part 1: Employee and Basic Insurance Information

Part 2: Spousal or Other Coverage

Enmloves's Last Name First Name Tnitial D Mumher' Provincial Health Plan Mumber (Care Card)
Form Example T
Street Address E-mail Address Birthdate (MM/TDVYY) Sex Famsly Stams
123 Fake St. eform@fake.email |01/02/1934 | OuEr |sme Clcope Eremiy
Ciy . Province Postal Code If Extended Health or Dental benefits are Waived, complete this form and
vict¥figtoria BT VEX #%H attach a Refusal of Coverage form
Dependenrs (3pouse andar Children) gﬂf;?‘ﬁmﬁﬁg Hndent pumber below if
disahled, state matnre of disability and astach fill
First Name Tnitial Last ame Birthdate Iat Sex | Required covemze details. B adding an adopted child, provids date of
(i different from Enployes) | (MM/DDAYY) | | (M) | (Complats Waives if sither | doptian. I adding a legal ward, provide court
- Child i is not nosdod) doament.
Mr. T. Form 05/06(1978 | Married | M Health [7] Dental
Jr. T Form 09012013 Minor | F |l
[ eath [] Dot
[ Health [] Demal

Are you o your dependents Bensfit Hame of Camer/Policy # Effective Date I Mumnher Cowerage
e s her | Denmal PBC x0xx when spouse’splnststed | DDOXXOOK  |spse  [oage Pl
v [ ves (specisy) Health PBC xxxxx when spouse’s plan started | () 000000K] ll:l smge [Jcomle [FlFmiy
Enployment tpe: | [/ ]Fu-gme [ part-time [ | Reciree
Part 3: Beneficiary Designation ats the b B payab
Benafiriary for Basic Lifs/Optional LifeBasic AD&D Insurance (i D= of Birth Shame of Relationship | Mame of Trustes for Beneficianes Under 18 Beneficiary Stars
applicabls) Proceads
Last Nama First Name Inifial | MMDDYY)
THIS SECTION IS NOT NIA MN/A = | Mia NiA O Revocante [imrevocatie
APPLICABLE FOR TTOCs NAA N/A = NAA MNIA O pevocate A irevocaiie
MIA MIA N/A MIA MiA O revocatite[ irevocatis
NIA NIA N/A = | N NIA O revocatteirevocate

Part4: Personal Data Consent

Please see page 2 for further explanation
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I consent to the collection, wse, and disclosure of my personal information by my Plan SponserEmployer or the administrator, an insurance
company, of any other person or organization having any relevant information about me (collectively “the Parties™) who require thes information for
the purpose of administering my group benefits under the plan. I authonze the Parfies o obtain and exchange between them, any personal
information about me, my spouse, and ooy dependent children for the purpose of determining benefit entiflements, and for record keepmg, file
identification, reporting, underwriting, procurement of health information. claims adjudication and resclution, program management, admim=tration
of the plan and other services provided from time to toe,

I confirm that I have obtained consent from my spouse and any dependent children over the ape of majority, to disclose thew personal information to
the Parties as requured for the adoumstafion of the plan.

In the case of death, I expressly authorize mry employer, the policyholder, the beneficiary, keir or bguwidator of my estate to provide the Insurance
companies, when required by the latter, with all the mformation and authonzations required for the processing of amy elammis).

I hereby apply for group benefits under my Plan Spensar'sEmployer's plan and authonze any required deductions. I certify that the mformation
Erven above 1s frue and complete. A photocopy of this autherization 1s as vahd as the oniginal The onginzl enrolment form will be retzined by my
Plan SponsorEmployer.

|~ =

s Cxcrmply T2 e gt @y, 09-5€P-2024

DO NOT FILL IN PART 5, THIS IS FOR THE EMPLOYER ONLY

Part 5. For Plan Administrator/Employer Use Only

Mame of Emmlover | Creanimation Engployment Type Diwisicn Class"
Greater Victoria School District 671 |[] ru-ms R[] pat-te Famassa: [raspory st 11 1
Ereployos's Ocopation Position Anmu] Eamings Dt of Hir (MMTDVYY) Fours Wrked Par Wask'
t NJA 20
Dezal Evmnded Haald [FJLm[JADED  (ADED M for teachers wed ASA) [ STEILTD i e echars o 454)
Waiting Peried Effactive Waiting Paricd Efactvs Waiting Pariod Effectivs Waitmg Period Effective
(MBTIDYE (BMTIDY Y (MAMTDVY Y MMTDY Y
MN/A M/A

Please note that this Enrolment Form also serves for enrolling employees, of participating groups, on to
the BCPVPA disability plans (LTD and STD, where applicable).

! Please provide Employee ID/Payroll number Please, do not use Social Insurance Number (SIN) as an employee ID.

! Beneficiary Status — The Beneficiary is considered revocable (can be changed in the future) unless otherwise stated. The
Beneficiary can be made wrevocable, which means that if an employee wanted to change their beneficiary in the foture
they would require sign-off from the current beneficiary.

¥ If you have multiple classes under your plan, please indicate the class in which the employee should be enrolled.

* Employee’s Occupation/Position: please choose from the following:
® Teacher
® Teacher Teaching On-call
= Principal/Vice-Principal
= Superintendent/Assistant Superintendent
= Secretary Treasurer/Assistant Secretary Treasurer
= Senior Manager/Director
* Non-Unionized Support Staff (please specify)*
*Non-Unisnized Support Staff, e.g., Executive Assistants, Speech Therapist, etc.

i Hours Worked Per Week — for BCPVPA a minimum of 17.5 hours per week is required to be eligible for LTD.

PageZof2




7) Complete the pre-authourized debit agreement (PAD)

Greater
VICTORIA
School District

Please complete -Pre-Authorized Debit (PAD) Plan Agreement Below

IWe authorize THE BOARD OF EDUCATION SCHOOL DISTRICT 61 (GREATER VICTORIA),and the
financial institution designated (or any other financial institution liwe may authorize at any time) to begin deductions as per my/four
instructions fer regular menthly recurring payments and/or one-time payments from time to time, for payment of all charges
arising under myfour THE BOARD OF EDUCATION SCHOOL DISTRICT 61 (GREATER VICTORIA)
Regular payments for the full amount of services delivered will be debited to my/our specified account on the last pay of each
month (Note: for May and June where it will be eve to cover for summer months' benefits for Teachers, TTOCs, and
ASAs) THE BOARD OF EDUCATION SCHOOL DISTRICT 61 (GREATER VICTORIA) will obtain my/our
authorization for any other one-time or sporadic debits.

This authority is to remain in effect unti THE BOARD OF EDUCATION SCHOOL DISTRICT 681 (GREATER
VICTORIA)Y has received written nofification from mefus of its change ortermination. This nofification must be received
at least (10) ten business days before the next debit iz scheduled at the address provided below. |/We may obtain a sample
cancellation form, or more information on myfour right to cancel a PAD Agreement at my/our financial institution or by visiting
www.cdnpay.ca.

THE BOARD OF EDUCATION SCHOOL DISTRICT 61 (GREATER WICTORIA) may not assign this
authorization, whether directly or indirectly, by operation of law, change of control or otherwise, without providing at least 10
days prior written notice to mefus.

If'We has cerfain recourse rights if any debit does not comply with this agreement. For example, lf'we have the right to receive
reimbursement for any PAD that is not authorized or iz not consistent with this PAD Agreement. To obtain a form for a Reimbursement
Claim, or for more information on myfour recourse rights, lfiwe may contact my/our financial institution or visit www_cdnpay . ca.

Type of Service: Personal

PLEASE PRINT DATEM_

Example Form

Employee Number; 2Xxxxx

Name:

rairess, 123 Fake St.
VEX #X#

City/Town. Y ICTOTI@ orovince. BC ol o
Phone Number (Bus): 999-555-5555 (Res): 555-555-5555

Financial Institution {FI)_AS ON FILE IN THE SCHOOL DISTRICT PAYROLL SYSTEM

Fl Account Number: N/A FI Transit Number: N/A

Address:

City/Town: Province: Postal Code:
Authorized Signature(s). SM{»— ]gvv

The Board of Education School District 61 (Greater Victoria)
For all benefit inquiries, please contact Benefits Specialist
at the Payroll & Benefits Office: benefits@sd61.bc.ca




8)

Complete the PBC Statement of Health Forms (4 pages) (this applies to EHC only)
o : STATEMENT
ELUE cnuss DX KT WEITE IN THES SPACE OF HEALTH

Complete this form if you are a late applicant
Mail: PO Box 7000, Vancouver, BC VeB 4E1 | Drop it off: 4250 Canada Way, Burnaby, BC | 604 419-2000 or Toll Free 1 877 PAC-BLUE | Fax: 604 419-2149

ﬂ APPLICANTS — Please complete PART 2-7 of this application and return to enrollmentiepac.bluecross.ca.
If applying for Optlonal Life coverage, please also complete a Beneficlary Deslgnation form.
EMPLOYERS/PLAN ADMINISTRATORS — Please complete PART 1 of this application.

PART 1 — EMPLOYER/PLAN ADMINISTRATOR

Palicy numbsar Mama of company/organization Mamber 1D numbar Data of hisrehies imm-dd-woe
20081 Greater Victoria School Distrcit 61 00020000 05-01-2024
Raason for application Wha s this application for

M Late enrollment [ Increase coverage [ Annual re-enmoliment M Member N Spouse H Dependent(s)

Typs of insurancs and amount applying for

| Life/Accidental death & dismemberment 5. Short-term disability 5 — Member Optional Life &
| Dependent life & Long-term disability 5 Spouse Optional Life $
Wl Extended health care [ Critical illness 5 | | [0 Member Opticnal Critical lliness 5 i
O Dental Spouse Optional Critical lliness %
PART 2 — APPLICANT INFORMATION
Laaal first nama Middia inftis Lastrama Eirthdato imm.dd v | Gondar®
Example T. Form 01-02-1934 |aFCOMOUOX
" Conrtiry of birh Occugation Helght wislaht
Canada Teacher *'x" ar cm % lbs or kg
Addros City Provinca Fostal coda
123 Fake 5t Wictoria BC WE FE
email Phone numbar Fax
eform@fake.email 250-555-5555 MIA

Physician and medical records

Fleasa sedoct ona of the following and completa the datails balow accondingfy
Wl Balow is my primary physician’s information [ 1 don't have a primary physician, but the clinic below has my records

Fhyaicans first rama Fisician’s kst rama cinic name

Doctor Somebody The Clinic
" addrez [a, Provinca Peatal coda
4356 Fake St. Victoria BC WEY #XR
Email Phona rambar Fax

docton@fake.email 250-555-5555 250-555-5555

PART 2 — ADDITIONAL INDIVIDUALS TO BE COVERED

Only fill out part 3 if there are additional individuals that you are applying for.

Spousal information

Lagal first rama Widdiainitidl | Last nama Barthdata imm-dd-vne Haight Wakafit
Mr. Form 05-06-1978 *'x" or cm % lbs or kg
Dependent(s) information
Dependent 1
Legal first rama Middls intial | Last name Earthdata (mm-dd-yvyi Gander*
Jr. T. Form 09-01-2013 HNFEOMOU OX
Dependent 2
Lanal first rama middl ietial | Lastname sarthdata (mm-dd-w Gander*
IF OM OU OX
Dependent 3
Lagal first rama Middls initsal | Last name sarthdata (mm-dd-wv Gander*
IF OM OU OX
Dependent 4
Lanal first rama middle iateal | Lastname garthdatn immodd.snnen Gander*
IF OM OU OX

*F = Female, M = Male, I/ = Prefer not to disclose, X = Another gender

BELII—30Tsle 1A CUPE W 1of4




PART 4 — GENERAL DECLARATION

MEMBER SPOUSE

. Hawve you or your spouse used any form of tobacco, tobacco cessation products, micotine, e-cigarettes, or nicotine CYes mMINo |[EYes [ No
replacement products in the last 12 months?

If yes, provide details (Member)
If yes, provide details (Spousa)

2. Has your weight decreased more than 4.5 kg or 10 Ibs in the past vear? OYes MNo |[FYes [# No
Mamber Fyas. how much weight was lost? Reason|st for welght o
F vas. how much weight was lost? Raason|si for weloht los
Spouse
3. Have you or your dependents ever applied for or received benefits, compensation, or pension due to injury or CYes WMo [OYes @ No

disability? If yes, provide details.
If yes, provide details (Member)
If yes, provide details (Spousa)

Dependents

Fill this out if this applies to 1 or more of your dependents. You do not need to identify which dependent.
CYes O No

If yes, provide details

PART 5 — MEDICAL DECLARATION

5.1 Have you, your spouse or dependant(s) consulted a physician, been treated for or have/had any known indication of any of the fellowing medical
conditions? If you are unsure how to answer any of these questions, please consult your doctor.

If you answer yes to any section in question 5.1 and/or 5.2, please complete question 5.4.

MEMEBER (YOU) | SPOUSE | DEPENDENT(S)

a) Cardlovascular or circulatory including vascular disease, high blood pressure, elevated OYes Mo [EYes B No | EYes ? MNo
cholestersl, heart attack, angina, stroke or TIA (mini-stroke) and blood disorders.

b) Diabetes / Endocrine disorders including Type 1 or Type 2, hormonal or thyroid conditions. [CYes MNo |MYes CONo | @Yes (Mo

) Gastrointestinal conditions including stomach, intastinal or livar conditions (including [OYes MNo |ClYes MNo | EYes EiNo

hepatitis A, B, C or B carrier state), Colitis, Crohn's disease, Irritable Bowel Syndrome, Diverticulitis,
Colon polyps, Ulcers, Hernia, GERD (acid reflux or persistent heartburn).

d) Resplratory or Lung conditlons including Allergies, Asthima, Bronchitis, Chronic Obstructive CYes MNo |ClYes MNo | ElYes ﬁNo
Pulmonary Disease (COPDY, Sleep Apnea.

2) Musculoskaletal conditlons including Ostecarthritis or Rheumatoid Arthritis, Ostecporosis, CYes WMo |CYes ®No | EYes A No
bone density loss or back, neck, limb or joint pain (including Fibromyalgia).

f) Immunoleglcal conditions including being tested for, counselled for, treated for or told you CYes MNe |ClYes MNo | CYes M Mo

hawe AIDS (Acquired Immune Deficiency Syndrome), HIV (Human Immunodeficiency Virus) or
any other immunological disorder.

g) Genltourinary conditlons including kidney, bladder, infertility or Reproductive Disorders, OYes MNo |CYes MNo | OYes mNo
Menopause, Endometriosis, Sexually Transmitted Disease(s) or recurring infections (cold sora/
Herpes/Shinglas).

h) Neurological conditions including Alzheimer’s, Dementia, Parkinson’s, epilepsy, Multiple [CYes MNo | ClYes MNo | [CYes MNo
Sclerosis, Seizures, Paralysis, chronic headaches or migraines, or Chronic Fatigue Syndrome.

i) Mental or Nervous conditlons including Anxiety, Depression, Emotional Disorders, Eating CYes Mo |ClYes MNo | C'Yes M No
Disorders, Attention Deficit Disorder (ADD), Attention Deficit Hyperactivity Disorder (ADHD).

ji Cancer and Tumors including malignant or benign, leukemia. OYes Mg |ClYes MNo | OYes M No

k) Drugs including ever used narcotics, stimulants, hallucinogens or other drugs except those that CYes Mo |CYes MNo | ['Yes I No
were prescribed by a physician.
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PART 5 — MEDICAL DECLARATION (continued)

MEMRBER (YOU) | SPOUSE | DEPENDENTI(S)
5.2 Within the past five years, have you had any medical conditions not already mentioned on this COYas M No [OYes MMNo | CYes WMo
form or abnormal test results?
5.3 Do you currently have a referral, testing, treatment or investigation pending or contemplated OYes MNo |CYes MNo | OYes HNo
but not yat complatad, or are you aware of any symptoms or problems that require medical
attention?
If yes, provide details
5.4 If you answered YES to any part of gquestion 5.1 and/or 5.2, please provide details.
Please use one section per condition/diserder, even if an individual has multiple conditions/
disorders.
wama of ol Dlagnosks data imm-dd-wrv - .
Mr. T. Form 07-11-2024 IN] 5ame physician as in part 2.3
Condfion/dizondar Fhsician name
Diabetes
Waddleytnn trea bmant Addr
Insulin
Recowery date imm-dd-wwv Email Fhana rambsr
MNIA
ama of individual Diagnests data (mm-dd- L .
e - S [[15ame physician as in part 2.3
Condfion/disondar Fhwsician name
waadlcatinn o bmant Addrer
Recowery data (mm-dd v Email Fhana rmber
Wama of Indrvidual Diagnosts date (mm.dd- L .
e = ares s St [[15ame physician as in part 2.3
CondRlon/disondar Phwsician name
Miedicationtraatmant Addres
Recowry data imm-dd -y Email Fhena rmber

If there aren’t enough sections in 5.4, pleasa add details to the box below. Include the name of the individual (i.e., your name, spouse, ora
dependent), conditions/disorders, diagnosis date, medication/treatment, and physician information.

5.5 Ara you, your spouse or dependents taking any other prescribed medication(s) that you hawve NOT already disclosad above? If ves, provide name
of medicationis) and reason below. Please use one section per individual, even if the individual is using multiple medications.

mama of indradual Modicationis
Dosaga Frosguanicy
Reasori's) for madicabion

Kama of indivdual Madicationis)
Dasaga Fraguancy
Raasoris) for modication

mama of indradual Modicationis
Deeane [

Raasors) for medication
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PART 5 — MEDICAL DECLARATION (continued)

If there aren't enowgh sections in 5.5, please add details to the box below. Include the name of the individual (e, your name, spousa, ora
depandent), name of madication(s), dosage, frequancy and reason(s) for medication.

5.6 Please identify any biclogical parants or siblings of yourself and/or your spouse who befora the age 60, have aver had cancer, heart or kidney
disease, mental or nervous diserder or any inheritable disorder (such as Huntington's chorea or polycystic kidney disease).

INDIVIDUAL DETAILS OF THE CONDITION

Member's parent 1

Member's parent 2

Member's sibling

Member's sibling

Spousa’s parent 1

Spouse’s parent 2

Spouse’s sibling

Spousa’s sibling

PART 6 — DECLARATION AND AUTHORIZATION

I, the undarsignad, declare that the answers to the above guestions and the questions on the reverse of this form are complete and accurate and

form part of an application for coverage with Blue Cross Life Insurance Company of Canada (Blue Cross Life) and/or Pacific Blue Cross. The informaticn
provided herein and collected in the future as part of the application process will be kept confidential and secure. This information will be used to
determine eligibility for coverage, to administer the terms of my policy, to recommend suitable products and services to me and to manage the
company’s business. For these purposes, | (i) authorize any physician, health practitioner, hospital, clinic, pharmacy, or other medical or medically
related facility, insurance company, govarnment or regulatory authority, the MIB, LLC, or other organization, institute or person, that has any records or
knowledge of ma/my child or my/their health, to give Blue Cross Life, Pacific Blue Cross or their reinsurer any such information and (i) Blue Cross Life
and Pacific Blue Cross to access and use relevant information im records that they already hold about me.

Ifurther authorize Blue Cross Life and Pacific Blue Cross to disclose this informatien to each other, their reinsurer or to any third party when required to
determine eligibility of the application. Medical information may also be released to my/my child’s personal physician or other medical practitioner. |
have received and read the enclosed notice form describing the procedures of the MIB, LLC. | authorize Blue Cross Life and/or Pacific Blue Cross, or its
reinsurer, to make a brief report of my personal health information to thea MIB, LLC.

This consent is valid for as long as the contract is in force unlass | revoke it in writing. | understand | may ravoke my consent at any time; howewver, if
consent is withheld or revoked the coverage may be denied or rescinded. | undarstand why my personal information is needad and am aware of the
risks and benefits of consenting or refusing to consent. If | have questions about the collection, use or disclosure of my or my dependent’s personal
information, | can visit hitps://www.pacbluecross.ca/privacy. A photocopy of this authorization shall be as valid as the criginal.

X 7T Wb "06.06.2024

PART 7 — MIB, LLC PRE-NOTICE

IMPORTANT: Pleasea read carafully.

Information regarding your insurability will be treated as confidential. Elue Cross Life Insurance Company of Canada or its reinsurers may, howevar,
make a brief report thereon to MIB, LLC. which operates an information axchange on behalf of insurance companies that are membears of MIB Group
Inc. If you apply to another MIB, LLC member company for life or health insurance coverage, or a dlaim for benefits is submitted to such a company, the
MIB, LLC, upen request, will supply such company with the information in its file.

Upon receipt of a requast from you, the MIB, LLC. will arrange disclosure of any information it may hawe in your file. If you question the accuracy of
information in the MIB, LLCS files, you may contact the MIE, LLC and seek a correction. The address of the MIB LLC's information office is: MIB, LLC 50
Braintree Hill Park, Suite 400 Braintree, MA 02184-8734. Telephone: 1 866 692-6901. www.mib.com

Blue Cross Life Insurance Company of Canada or their reinsurer may also release information in its file to other life insurance companies to whom you
may apply fior life or health insurance, or to whom a claim for benefits may be submitted.

** Paciic Blum Crow 5 regitered trucke mark =f the Canacian Amocistion of Bes Crom Fiam [CABCF] and mombared iruclenarss of FBC Feakh Benefts Socisty FEC, ar indupandent b =l CASCF {8us Skidd
et ek o o o B Shisl Assciatees. L an ety s C sy e sl teooach P Bas L e Sarice LI, o o] rtratoch ey svcaselewits o enfess ceraters. Foe
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9) Double check that you have filled in and signed all required spaces on your forms.
10) Save your forms to an easily accessible folder or your desktop.
11) Email only the required, completed and signed, forms to beneifts@sd61.bc.ca.
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