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

1) Download and read the FAQ from the website: https://www.sd61.bc.ca/payroll-and-benefits-

gvta/.

2) Download and read through the New Enrollment or Reinstatement application package.
3) Open the blank form with Adobe.
4) Create a signature in Adobe.

a. Select E-sign; Add signature.

Name: Employee #:

Applicatior tbe. as id affect your eligibility. Please visit
bepseabenefits.co/resources/faq/ to learn more about eligibility requirements. Benefit forms submitted after your
effective date will be backdated and premiums will be adjusted accordingly.

Enrollment Checklist

1 have read the FAQ and Manulife Brochure (Found at: https://www.5861 be ca/payrol-and-benefits-gvta/)
| want Extended Health Care [PSC Policy 20061) (BCPSEA Group Envollment Form completed and sttached)
1want Dental (PBC Policy 20061) (BCPSEA Group Enrollment Form completed and attached)

18m & LATE applicant for EHC and/or Dental (PBC Statement of Health completed and attached for EHC)
1 understand that P3C will determine the eligibiity and effective date of EHC, and | may be declined

. re will be > the first 12 months ge for late
spplications

1am  regular applicant for Basic Group Policy 121 Benefits - Appication

for Group of Beneficiary

1am 8 LATE spplicant for asic Group Life Policy - aps

Insurance and Evidence of Insurability for Self-Administered Plans)
 Tunderstand that Manulife wil determine the eligibiity and effective date and 1 may be declined

fwant (Apphcation: https //fes ja caf
edio/files/sms/odl) lled-soplicat 2023 o - send your application to Industrial Alliance)
1do NOT want EMC coverag of Coverage form ed hed)

1do NOT want Dental coverage (Waiver of Caverage from completed and attached)

1do NOT want Basic Life Insurance (Manubfe Group Benefits Refusal of All Coverage completed and attached)

OO0 O OO DOOooo

1do NOT want Optional Life Insurance

1 have been fully advised by the Greater Victoria School District of the benefit plans and options avallable to me for
coverage under these plans. | understand the plans and options avallable to me, and | have applied, or walved coverage
a5 described above.

-

Date: signature:

= wew )ty GENEFTSCONTROL/L. X | + Creste ® - o
Alltools  Edt  Comvert  ESign Find text or tools Q @
E-Sign x u
FILL AND SIGN YOURSELF o NEW ENROLLMENT or REINSTATEMENT
2 BENEFITS CONTROL / WAIVER FORM
/ 2, You must complete and retum this form together with the epplications.
Add signature e, 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 ail applications are dated and signed. it i
Add initials + >3 they vall be retumed, and coverage may be delayed. Please print clearly or use the fillable features.

b. Select Draw.

Type Image

@
R4
3

Save signature



https://www.sd61.bc.ca/payroll-and-benefits-gvta/
https://www.sd61.bc.ca/payroll-and-benefits-gvta/

c. Use your mouse, or finger, to draw your signature and select Apply.

24
Type Draw Image

—

Coxcbmp,a I-;/I/V\/D

Clear

Save signature

D ="

d. Your signature is now saved for use when you select the Fill and Sign option.

E-Sign x

FILL AMD 51GN YOURSELF

Lh L® L.?

N

Cp"‘:-‘:'ﬁﬁpﬂ! Jlf:awﬁ »

|33

™

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 and Manulife brochure, 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.

N
NEW ENROLLMENT or REINSTATEMENT

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.

.. Example Form 2XXXXX

Nam Employee #:

Applications must be submitted in a timely manner as carrier deadlines could affect your eligibility. Please visit
bepseabenefits.ca/resources/fag/ to learn more about eligibility requirements. Benefit forms submitted after your
effective date will be backdated and premjums will be adjusted accordingly.

Enrollment Checklist
Only check the boxes that apply to your situation and submit the comresponding pages
| have read the FAQ and Manulife Brochure (Found at: https://www._sd61 bc ca/payroll-and-benefits-gvta/)

| want Extended Health Care (PBC Policy 20061) (BCPSEA Group Enrollment Form completed and attached)
| want Dental (PEC Policy 20061) (BCPSEA Group Enrollment Form completed and attached)
| am a LATE applicant for EHC and/or Dental (PEC Statement of Health completed and attached for EHC)
* | understand that PBC will determine the eligibility and effective date of EHC, and | may be declined

#+  |understand that there will be a dental expense restriction for the first 12 months of coverage for late
applications

NENE

| am a regular applicant for Basic Group Life Insurance (Manulife Policy 121260) (Manulife Group Benefits — Application
for Group Coverage,/Designation of Beneficiary completed and attached)

| am a LATE applicant for Basic Group Life Insurance (Manulife Policy 121260) (Manulife Group Benefits — Application for
Insurance and Evidence of Insurability for Self-Administered Plans)
#+  |understand that Manulife will determine the eligibility and effective date and | may be declined

N O

| want Optional Group Life Insurance (Industrial Alliance Policy 000000474) (Application: hitps://files. ia.ca/-
[media/files/sms/pdf/4189-pdf--bctf-indiv-billed-application-jun202 3. pdf - send your application to Industrial Alliance)

]

| do NOT want EHC coverage (Waiver of Coverage form completed and attached)
| do NOT want Dental coverage (Waiver of Coverage from completed and attached)

| do NOT want Basic Life Insurance {Manulife Group Benefits Refusal of All Coverage completed and attached)

]
[]
]

| do NOT want Optional Life Insurance

| 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. -~

_ 09-Sep-2024

Dat Signature:

The informistion collected on thiz form is required and wil b= used by Schoel District No. 61 salely for purseses of benefit plan administration. 1t will be k=pt secure and confidentis in

Bccardance with the Freedom and Protection of Privacy Act
The infonmetion will aiso be used oy the ofganizations that provide the benefits pians, as =xpisined on the form that iz used oy the plan camrier. Any questions concerning the collsction

of use of this infarmation by the Schocl District maiy be addressed to: Payrall and Benefits Coordingtor, Greater Victoria School District No. 61




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

BRITISH COLUMEBIA
PUELIC SCHOOL

You MUST complete this form. \
EMPLOYERS'ASSOCIATION

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

Flease refurn form to vour District Benefits Administrator.

S Group Enrolment Form

required by the insurer if thers is a forore death or disability claim.

1w apeticamt T Bamseatamnant Late applicant

Part 1: Employee and Basic Insurance Information

Epployes's Last Mame First Moo Imitia] D Mumber Provincial Health Plan Mansbor (Cam Card)
Form, Example T 2200000

Streot Addreas E-pexil Addrous Birthdxs (MMDDY Famniby Status

123Fake St. eform@fake.email|01/02/1934 | uEr |[ege [Joowe Hrmay
City ) Proviacs  Postal Cods

Victoria BC  VAX#X#

Depandenss (Spomse and/or Children)

First Nams Initil Lt Nama Birthdans
{if difforent from Boploye) | (MMTDVYY)

adoptiom. If adding a lagml ward, provids court
docamant.

Mr. T. Form 05081578 | Married [ M | s oes
Jr. T. Form pemizn1z| Minor | F |FsesEoes

| I i

X | ekt [ Domal

Ars you r your dspendants Banefit | Mame of CamimPolicy # Effective Date D i Covengs
e e e | Dl PBC xooox wnen spouse's pan strted | 000000KK. [T [ -
[0 [ ves (pecitiy Hoal PBC o when spouse's pan siarted|  D00X0000K [ sunge [ compie [ty
Exsploymaat 9% | (] Fulltimo [ Part-izma [ Raties

Bansficiary for Basic LifeOpticzal LisBasic AD&ED Invermcs (5 Dhate of Birth Shows of Ralationship | Mams of Trostes for Bensficiariss Under 16 Esnaficiary Status®
applicabla) jo—
Last Mameo First Mame Inital (MMDINEY)
THIS SECTION 15 NOT APPLICABLE WA NiA = MiA N7A [ zevocatts [ imovocatis
FOR TEACHERS AMD ALLIED SPECIALISTS M/A NiA % A MNiA O rovocatic Clizavocabie
COMPLETE THE MAMNULIFE FORMS MIA NiA % MNIA MIA [ Revocabls [ Jimevecatic
FOR LIFE INSURAMCE MIA MiA e MNIA MIA Dh'm‘bbn';mm:-ca'm

Part 4- Personal Data Consent

Please zee page 2 for further explanation Pagelof2




I consent to the collection, use, and disclosure of my personal information by my Plan SponserEmplover or the adnunistrator, an insurance
company, or any other person or organization having any relevant information about me (collectively “the Parties™) who require this mformation for
the purpose of administering my group benefits under the plan. I authonze the Parfies fo obtain and exchange between them, any personal
information about me, my spouse, and mry dependent children for the purpose of determining benefit enfiflements. and for record keepmg, file
identification, reporting, underwriting, procurement of health information, claims adjudication and resclution, program management, admimstration
of the plan and other services provided from time to time.

I confirm that I kave obtained consent from my spouse and any dependent chaldren over the age of majority, to disclose ther personal information to
the Parties as required for the admimstation of the plan

In the case of death, [ expressly authorize mry employer, the policyholder, the beneficiary. heir or hagmdator of my estate to provide the Insurance
compames, when required by the latter, with all the mformation and authonzations required for the processing of any clammis).

I hereby apply for group benefits under my Plan Sponsor's'Employer's plan and authonze any required deduetions. I certify that the information
ziven above is frue and complate. A photocopy of this authorization 15 a5 valid as the onginal. The onginal enrolment form will be retzined by my
Plan Sponsor/Employer.

o —

[ — e -

N Cxetmpd Toand e gt v, 09-S€p-2024

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

Part5 For Plan AdministratorfEmployer Use Only

Mams of Frplovar | Crgamimation Ersploymant Type Division Class'
Greater Victoria School District 671 |[] - s [] pat-tms Pz [rapersy st 1 1
Erpioyes's Ocompation Prition’ Anmu] Eamings Do of Him (MMTDVYT) Eiours Worked Par Wesk'
+ NIA 20
Dizml Exnmnded Haalt [FILa[JADAD  Amem tain i tsschers sl ASAY ] STO[JLTD (4 for twachars and 454)
Waiting Pered Effactive Waiting Paricd Efactve Waiting Pericd Effectve Waitng Period Effactive
N/A N/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 irrevocable, 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
» Semor Manager/Dhrector
* Non-Uniomzed Support Staff (please specify)®
*Non-Unionized Support Staff, e.g., Executive Assistants, Speech Therapist, etc.

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

Page2of2




7)

Complete the PBC Statement of Health Forms (4 pages) (this applies to EHC only)

PACIFIC , STATEMENT
EI—UE cnnss DO NOTWRITE IN THE SPACE DF HEALTH

Complete this form if you are a late applicant
Mail: PO Box 7000, Vancouver, BC V6B 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 enrollment@pac.bluecross.ca.
If applying for Optional Life coverage, please also complete a Beneficlary Designation form.
EMPLOYERS/PLAN ADMINISTRATORS — Please complete PART 1 of this application.

PART 1 — EMPLOYER/PLAN ADMINISTRATOR

Palicy numbsar Mama of company/organization Mamber ID numbar Data of hir/rehies imm-dd-woe
20061 Greater Victoria School Distreit 61 000200 05-01-2024
Raasan for application Wha s this appliction for

M Late enrollment O Increase coverage [ Annual re-enrollment M Member W Spouse M Dependent(s)

Tyos of Insurancs and amount apolying for

| Life/Accidental death & dismemberment 5. Short-term disability 5 — Member Optional Life §
| Dependent life & Long-term disability 5 Spouse Optional Life 5
Wl Extended health care O Critical illness § O Member Optional Critical lliness $ i
O Dental Spouse Optional Critical liness 5
PART 2 — APPLICANT INFORMATION
Lizazaal first namee widda nitia Lastrama earthdato ;mm.dd-wwt | Gendar®
Example T. Form 01-02-1934 mFCOMOU OX
Coeriiry of birth Dorupation Helght ‘whalght
Canada Teacher %" or cm ¥ Ibs or kg
Addrass iy Prowince Postal coda
123 Fake 5t. Victoria BC WEN #ENE
Email Phona numbar Fax
eform@fake.email 250-555-5555 MIA

Physician and medical records

Plaass selort ona of tha following and complete the detalls balow acrordingly
Wl Balow is my primary physician’s information [ 1 don't have a primary physician, but the clinic below has my records

Fhyicians fist rama Psician’s kst rama Clinic name

Doctor Somebody The Clinic
" addrez oy Provinca Peatal coda
4356 Fake 5t |‘.a"|ctoria BC VEX #XE
Email Fhona numbar 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

Legal first rama widdkinital | Last name Earthdata mm-dd-winra Halght Wwaidht
Mr. T Form 05-06-1978 *'%" or cm % |bs or kg
Dependentis) information
Dependent 1
Legal first rama Middls intial | Last name Earthdata (mm-dd-yevyi Gander*
Jr. T. Form 09-01-2012 HEOMOU OX
Dependent 2
Lagal firt rama Middl: kntial | Last name Earthdato imm-dd-voe Gander®
IF OM OU OX
Dependent 3
Legal first rama Middls intial | Last name Earthdata (mm-dd-yvyi Gander*
IF OM OU OX
Dependent 4
Logal first rama. [T ETIPES— [y — Erthdatn (mm._dd v ‘Gandare
IF OM OU OX

*F = Female, M = Male, U = Prefar not to disclose, X = Another gender

DELIIII00S1 104 CUPE s 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.

2of4




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

3of4




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
inimrmsten o undrwrtem end wwvcsas BuscracslShkma e, Facli L Serviom Lt fua wissiciery of Pacfe B s Do 8 ks e - 4 4of4




8) Complete the Late Manulife Enrollment Forms (if you don’t want group life, complete the refusal form)

il Manulife

Group Benefits

This is a Late Applicant Form
Fill this out if you are a late
applicant

Application for Insurance and Evidence of Insurability for Self-Administered Plans

INSTRUCTIONS — Please print all answers
1 Plegse conslt your plan administrater for type of coverage avallable under your plan. Check | ] the appropriate box to indicate the fype of coveroge for

Meliich you are applying.

L]

N MEMBER ONLY NQﬂAN MEMBER AND SPOUSE

2 Please ensure that ALL SECTIONS are compieted
Section 1 - Plan sponsor information — TO BE COMPLETED FIRST BY PLAN ADMINISTRATOR.
Sections 2, 3, 4, 5, 6 and 7 - Plan member/spouse/dependant information - To be completed by plan member/spouse and submitted to Manuilfe.
3 If required, refain a photocopy for your files.

N@ PLAN MEMBER, SPOUSE AND DEPENDANTS

"QSPCN.EE AND/OR DEPENDANTS

1 Plan sponsor
infermation

This Section'Page
for Office Use Only
If proceeding with
this Late Application
Please Confirm with
the Benefits
Specialist before
sending to Manulife

*Select male, female or
non-binary (intersex ) consistent
For the purpose of this
application, non-binary does not
refer to an indvidual’s seoaual

ggﬂe.' mm‘, .
perception.

The Manufacturers Life Insurance Company

Plain contract number{s)

121260 (A)

Plan sponsor

BCTF/BCSTA Group Life Plan
Plan adminisirator name

Benefits Specialist

Plan member’s name [last. first and middks initial)
Form, Example T.

Language prefierence/Langue préférés

(D engistvangsis (D) FrenchyFrancais

DHvEsaom mimbar

Plan member certificate number

Class Annual earninas

61 $

Eligibiity date {dd/mmm/yyyy)

Phone number

250 4754149

Email address

benefits@sd61.bc.ca

Diarte of birth {dd/ mmm) vy

02-Jan-1934

Provinge of residence

SCE;Mae (O remate (0 Monbinasy

Coverage being appliad for:

[] Late entrant
(2 Extended health care coverage
[ Dental coverage

[] sasic uFe
Plan member's prasent amount of coverage
Additional amount requested
Toskal amount reguscted

(¥ LTofoPT LTD
Plan membar's present amount of coverage
Acditional amount requested
Tolzl amount reduessted

(CrsD
Plan member's present amount of coverage
Acditional amount requested
Total amount requested

(LT Option: From Ta

[Jsingle  (JFamily () Dependant
Dsingle  [DFamily [0 Dependant

3

—
| S—
L]

—_—
—
—
| S

LIFE Opion: From To

(2} oPTIONMAL LIFE
Optisnal life amaunt:

Plan member's present amount of optional life $

Additional amaunt requested
Tital amaount requested

Spousal optional Efe amount:

Spouse’s present amount of optional Be
Additional amaunt requested

Total amaount reouested

D DEPENDANT LIFE
Depandant ife amount:

() Cther: (specify)

Signature of plan adminstrator

Page 1 of 6

OR ___xsalary % 0.00 =%
OR ___« salary $.000 =4§
OR e ¢ 5lary Sl = %

OR ___ units of $
S OR __ units af %,
L0 OR e units of §

S OR ___ units of %,
4 OR___unisof $
S OR ol units of ¥

OR ___« salary § = §,
OR ___« salary § 000 =%
OR ol salary ¥ 000 =%

Date signed (dd/mmmyyyyy)

GL3S40E (05/20232)




2 Plan member statement

*alact male, female or
non-binary (intersex ) consistent
with your current biclogical sex.
For the purpose of this
application, non-binary does not
refer to an individual's sexual

g;ﬂal mm" -y
perception,

Plan member's name (|ast, first and middle initial) Oorupation

Form, Example T. Teacher

S Diate of histh (ddimmmiva)  Home phane numiber Fiisiness nhwine rimnes
(O vae (@) remaie (O won-tinay  02-Jan-1934 250-555-5555 250-555-5555
Plan member's address (number, strest, apartment)

123 Fake St.

oy Province Proestal code

Victoria BC NEX #X#

" — an S (@' ot orms or sy smoking cessaion ks i theast 12 montis

it i X O Ld] O e @ No

Have you lost or gained more than 4.5 k10 Ibs during the last 12 rmnllls?o Yes @ Mo If yas, please answer e following:

3 Spousal statement

N/A for SD61

*alact male, female or
non-binary (intersex ) consistent
with your current: biological sex.
For the purpose of this
application, non-binary does not
refer to an individual's sexual
orientation, gender identity,
gu'dammurgender
perception.

What was the amount of weight change? Wasthisagain  Reason
Wy o2 [

N/A O- NA N/A

Name of personal physician (1ast, first and middie initial)

Doctor Somebody

Address of personal phvsician (number, strest site) Phiysician's phone mambes

456 Fake St. 250-555-b555

Oty Prowince Postal code

Victoria BC VHX #X#

Spouse’s name (last, first and middle initial)

NJA

Sen® Date of birth (dd/mmmyyyyy) Home phone number Business phang rumbers

O Male ':' Female O Mor-tinary ( ) [ )

Heghit Weight iy Hawe youl smoked (tigareties, dgars, pipe, etc) or used tobacon in ary
m cm '] other forms or any smoking cessation aids within the kast 12 months?
ft in 'Ok oY oM

Have you lost or gained more than 4.5 kg/10 Ibs during the last 12 months? O Yes O No  If yes, please answer the foliowing:

What was the amount of weight change? Was this a gain  Reason

or & loss?
Dkg
b

Name of personal physician (lzst, first and middie inial)

Address of personal physican (number, strest, suite) Physician's phone number
( 1

ey Province Postal code

The Manufacturers Life Insurance Company Page 2 of 6 GL3%40E (05/2022)




4 Dependant information
N/A for SDé1

*Salact male, female or
nion-binary (intersex) consistent
For the purpose of this
application, non-binary does not
refer to an individual's sexual
ga'nda'_exptﬁsmorga‘da
percepiion.

*Salect male, female or
nion-binary (intersex) consistent
with your current biclogical sex.
For the purpose of this
application, non-binary does not
refer to an individual's sexual
. son, gender identity,
ga'dar_en-cptﬁsmwga'da
percepion.

*Selact male, female or

For the purpose of this
application, mon-binary does not
refer to an individual's sexual
. son, gendr identty,
gaﬂa'_ee-cptmmorgeﬁh
percepiion.

The Manufacturers Life Insurance Company

Please provide the following information for each dependant to be insured.
If wou have more than three children, please attach separate sheet (signed and dated) and include all
personal information as requested above.

Chiid's name (last, first and middle initial)
MN/A
Sen® Date of birth {dd/mmm/yyyy) Height Wieightt
O mae () Female " om Diwg
(2 Won-binary fn in Omw
Have you lost or gained more than 4.5 kg/10 Ibs during the last 12 months? |:'I Yes D Mo 1M yas, please answer the following:

What was the amount of weight change? Was this again | Reason
OHJ or a logs?

Clib
Dependant physician - Is name of personal physidan the same as member?
Name of parsonal physician (last, first and middle initial)

Oves Do If o, please provide:

Address of persanal phiysacian (numbes, strest, suite) Phiysician’s phomns numbes

( )

iy Pronvince Postal code

Child's name (last, first and middle initial)
N/A

Se Date of birth (dd/mmmjyyyy)  Height Wiesght
T Mae ) Female . on Cleg
(2 hon-pinary t in Om

Have you lost or gained more than 4.5 ka/L0 Ios during the last 12 months? () Yes () Mo 11 yas, please answer the following:

What was the amount of weight change? Was this again  Reason
Dkl] or @ loss?

O
Dependant physician - Is name of personal physidan the same as member?
Name of personal physician {last, first and maddie initial)

Lves Ino If o, please provide:

Phiysician’s phomne numbes

( )

Address of personal physician {numbes, strest, suite)

ey Frondinoe Postal cods
Chid's name (last, first and middle initial)
N/A
Saxt Date of birth (dd/mmm/yyyy)  Height Wisight
() mae () Female . on Cikg
) Mon-binary n in O

Have you lost or gained more than 4.5 kg/10 Ibs during the last 12 months? (L) Yes () Mo If yes, please answer the following:

What was the amount of weight change? Was tis 3 gain  Reason
Dli of & loss?

b
Dependant physician - s name of personal physidan the same as member?

Name of personal phiysician (last, first and middle inital)

[l ves Clwo If no, please provide:

Address of personal physician (numbes, strest, suite) Physician’s phone numibes

( )

ey Province Postal aode:

Page 3 of & GL3IS40E (05/2023)




E Medical guestions for COMPLETE ALL QUESTIONS BELOW an behalf of ALL applicants. Provide full details to ALL YES QUESTIONS.

proposed insured %mmmdﬁmmma Plan member  Spouse Children
1. During the past 12 months have you
(2] flown as a pilot, student pilot or crew member or have any inbention of doing so? O'fES @Nﬂ DI Yes (") Na CiYes ) No
ib) mi;r;grrgrsl;;dawmdiﬁng,puradl:ﬁ'lguranycﬂ'ﬂ'huzadwssputnrhaw:uny OYES @Mﬂ Oves O o Oves O o
2. Haveyou
(2] ever applied for or received benefits, compensation or pension because of sickness or injury? OYES @NCI DYESONQ (_I¥es ) No
b) ever had an application for fe or health insurance dedined, postponed, or modified inany way?  (U)Yes @INe Oves Qe Cives (O e
i) been absent from work for medical reasons during the last 5 years? (Cives ®na Oves (O No (Thves (Mo
(] currertly received any treatmentmedications? (Oives ()N (Yes (JNo (JI¥es [ He
] fwmurjtm-nhd'l n;iﬂrtrequren'ﬂdicdcmhﬁﬂn- hospitalization or future surgical or O*Es @Nﬂ OYes O No (Dves (O No
3. Have you ever consulted a physician, ever been treated for, or had any known identification of
{a) chest pain, blood vessel dissase, heart disorder, or heart attarck or sroke? (Oives (Oo O ves O Mo (0 ves (O Na
(b} high blood pressurs? (Oives (8o Oy ves O Mo () Yes () No
() allergies or skin disorders, induding growths, cysts or tumours? (Oives (8o (O ves O Mo () Yes () No
{d] glandular disorders, induding thyroid disorders and disbetes? (Cives e Oy ves O Mo O Yes O Na
(el epilepsy. neurdlogical disorder (2.g. Multiple Sderosis, Parkinson's)? OYE @ND (I ¥es (I Ne () Yes () Mo
(f] nervous or mental disorder or an emotional condition such as anwdiety or depression? OYE®ND O Yes (O No () Yes () No
(g) excessive use of slcohal or drugs? (Oives ®e COives O Mo O ves O Mo
ih) lung disorders? Oves @ne O ves ONo (O vYes Ola
fi) bowel, stomach or liver disorders? Oves ®ne O ves ONe O Yes Ohia
liy - cancer? OTE @ND (D Yes (O No (O Yes () No
(k) disorder of the kidney. urine or genital crgans? OYE@ND O Yes O Mo O Yes O No
{l} arthritis, theumatism or ibromyalgia? O ves @ho O ves O Mo () Yes O hio
{m]) disorders of the musdes or bones including the back, spine or joints? OYE@ND Oves Oto | O Yes Oho
{n) immune deficiency disorder induding AIDS or AIDS-related complex (ARC) or any generalized
?::wnif&%im?ghﬁurmbetrEuIshdi:aﬁngpnsEibleaqmmrEhoH‘EA]DS OYS @Nn O ves ONo | O Yes Olo
fe) ama’“mm%?_ N _ ) (Oves e ) Yes O Ne () Yes O Mo
“ tos o el it e, de e oo 0 =0

The Manufacturers Life Insurance Company Pagedofg GL3IS40E (0s5/2022)




5 Medical questions Pleasze provide details below, if you have answered YES to ANY questions.

for pr .“"5“ insured If more space is needed, use another form or sheet of paper (both must be signed and dated).
(continued)
Question Hame of person Details or Date and Medicationtreatment and results Hames and addresses of
number  (first & middie initial) name of (recovery or remaining effects) physicians and hospitals

Plan memlber Spouse Children

5. Have any of your immedizte family members (parents, sisters, brothers) been diagnosed with cancer,
heart disease, disbetes (2 or more family members prior to age 50), chronic kidney dissass, angina, . .
stroke, multiple sclerosis, Huntington's disease, Parkinson's dissase, Alzheimer's disease, Amyotraphic @TSO No [_)¥es ()Mo ) Yes (L) No
Lateral Scherosis (Lou Gehrig's disease) or mofor neuron disease prior to age 807 If answered yes,
pleass provide detzils in the chart below,

Plan member or
1 Age at death
uo:;:: H:rnﬂr Relationship Condition Age at onset (i applicable)

[#]pian member

-~ Mother Heart Disease 60 80

(P Child
[Jpian member
(Crspouse

O Child
[Crian member
(Crspouse

(8 Child
DPLan member

Orspouse
(ZF Child

The Manufacturers Life Insurance Company PageSof& GLI40E (0s/2022)



€& Certification and
authorization

L gertify that I (being the plan member, spouse or depandant with the capacity to contract, whichever is applicable)
am applying for this Group Benefits coverage/insurance ("Coverage™) and that the information provided for this
application is tue and complete. | agree that my coverage may be denied or terminatad at any time as a result of
any false, incomplete, or miskading information having been provided in this application. | autherize Manulife
to collect, use, maintain and disdose my personal information relevant to this application ("Information™) for the
purposes of Group Benefits plan administration, audit and the assessment, investigation, or management of this
application, and medical underwriting (collactively, the "Purposes™). 1 am autherized to consent to the collaction,
use, maintenance, exchange and disclosure of Information pertaining to amy minor child whe may be the subject
of this application for Coverage, for the Purposes, and all of the statements made herein on my own behalf shall
apply equally to such minor child. 1 understand that Manulfe may investigate this application and may require
Information about me for the Purposes, induding information regarding activities, income, employment, education
and training, heafth and medical history and freatment, incuding clinical notes. | autherize any person or
organization with Information, induding any medical and health professionals, facilfies or providers, professional
requlatory bodies, amy employer, group plan administrator, insurer, investigative agency, and any administrators of
other benefits programs to collect, use, maintain and exchange this information with each other and with Manulife,
fts reinsurers and/or its service providers, for the Purposes, | understand that any Coverage shall not become
effective until approved by Manulife.

1 autherize the usa of my Social Insurance Mumbsr ("SIN") for the purposes of identification and administration, it
my SIM is usad as my plan member certificate number. | 3gree a photocopy or eedtronic version of this
authorization is valid. | acknewledge that mare spedific details regarding how and why Manulife collects, uses,
maintains, and discloses my personal information can be found in Manulife’s Privacy Policy and Privacy Information
Package, available at waw. rndnuhfe ca/planmember, or from my Plan Sponsor.

Plan member's name (please print)

Form, Example T.

Slgnalu'e of pln member S Date signed {dd/mmm/yyyy)
(e Corm I Ky | gl ] Ug‘sep‘2024

Signature of spouse (reguired only if evidence regarding insurability of spouse ks provided in - Date signed (dd/mmm/yyyy)
this feem) N/A

Any Information provided to or collected by Manulife in accordance with this authorization, will be kept in a Group
Banefits life, health or disabilty file. Access to your Information will be limited to:
*  Manulife emplovees, representatives, reinsurers, and service providers in the performance of their jobs:
*  personsto whom you have granted access; and
persons authorized by lw.
Yuuhd\'eﬂ'ierﬂ'ﬂ:in request access to the personal information in your file, and, where appropriate, to have any
inaccurate information comedied.

7 Mailing instructions

Please send the completed form to:

Group Medical Underwriting

Manulife

PO BOX 1900, STATION C
KITCHENER ON N2G 4R4

Phone: 1-800-268-6195 or 519-747-7000

Plan Member Website: Use the link under Contact Us in the main menu to sand us your documents
securely using the Send Documents feature

[ ]
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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.



mailto:beneifts@sd61.bc.ca

