How to fill in and submit your benefits forms in 10 steps (regular 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 #:

Applicatios tbe as corrler deadiir 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)
fwant Dental (PBC Policy 20061) (CPSEA 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

. ¢ there will be 3 the first 12 months ge for late
spplications
1am  regular applicant for Basic Group Policy 121 Senefits - Applcation
for Group of Beneficiary com )
1am 8 LATE spplicant for asic Group Life Policy - Application for

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

| want (Apphcation: https //fes ja caf
media/files/sms odl/4189-0df-bottindiv-billed-application 1un2023 pdf - send your application to Industrial Alliance)
1do NOT want EMC coverag of Coverage form od h

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:

Swew () fY BENEFTSCONTROLL X | 4 Ceeste ® - o
Altools  Edt  Convert  ESign Find text or tools Q =]
E-sign x o
FILLAKD SIGN YOURSELF Q NEW ENROLLMENT or REINSTATEMENT
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 all applications are dated and signed. icati i
e + P they will be retumed, and coverage may be delayed. Please print clearly or use the fillbe features.

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

E-Sign x
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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 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.

LE s
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 Employee #: 2XXXXX

Name:

Applications must be submitted in a timely manner as carrier deadlines could affect your eligibility. Please visit
bepseabenefits.ca/fresources/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
only check the boxes that apply to your situation and submit the corresponding pages
| have read the FAQ and Manulife Brochure (Found at: https://www sd61 be.ca/payroll-and-benefits-gvta/)

| want Extended Health Care (PBEC Policy 20061) (BCPSEA Group Enrollment Form completed and attached)
| want Dental (PBC Policy 20061) (BCPSEA Group Enrollment Form completed and attached)
| am a LATE applicant for EHC and/or Dental (PBC 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

ONRE

| 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

| want Optional Group Life Insurance (Industrial Alliance Policy 000000474) (Application: hitps://files.ia.ca/-
media/files/sms/ pdf/4183-pdi—-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)

NOOO O O H

| do NOT want Optional Life Insurance

I have been fully advised by the Greater Victoria School District of the benefit plans and options awvailable 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 information collectzd an thiz form is required and will b2 uzed oy School District No. 61 solely for purpeses of Denefit plan scministretion. 1t will be k2pt secure and confidential in
Bccordance with the Fresgom and Protection of Privacy Act.
The informatian will also be used by the crganizations thak provide the benefits pians, a5 explained on the form that is used by the plan camier. Any questions conceming the collection

of use of this infarmation by the School District may be addressed to: Payroll and Benefits Coordinator, Greater Victoria School District No. §1.




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

BRITISH COLUM

You MUST complete this form. RATISH CC \
. PUBLIC SCHOOL
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

Fleaze refurn form to your District Benefits Administrater.

Admipistr - This form is to be leted on the date of hire

e S S e Group Enrolment Form
required by the insuner if there is a forre death or disability claim_

[t applicamt O Reimstanemen: [ Lste applicant

Provincial Health Plan Monsbar (Cam Card)l

I Mumbsr'
2H0KXK
Birthdats (IMMDDY Y

Enployes's Last Mams Farst Mamsa i
Form, Example T
Strest Addras E-meail Addras '

123Fake St.

City

Fazmily Stanss

Provizcs Posmal Code

Victoria BC VHX #X#

Depandants (Spouse and/or Children)

Provide name of school and sindest sumber balow if
child is over 21 axd stadying fll tome. B childis
desabiled, sate maturs of dissbdity and attach &1
detaih. If adding an adopied child, provids des of

First Hame Tnifial Last Nama Birthdato adoption. If legal ward, peovide
st . e o I5 g w provide court
(i differant from Bogloyes) | (MMDDYY) | VR Pt r— it bmlarl s

Mr. T Form 0s/061878 | Married

Jr T Form ceo12e13 | Minor

Arg you or your depandants Banufit | Name of CarrienPalicy # Effactive Date 1D Mmmbar Covenage
otipinkromen ’?“Tm Dzl PBC x00x | when spouse's pian startd 000:0000%  [Jewee [ e Flrmes |

o [ es (specizy Halth PBC xomx wnen spouses panstared | 000000 [Dsmge [Joope  [F]Fmsy

Ensployment typsc | [ pelltima [ |Part-sime | Ratime

Baneficiary for Basic LifeOptiomal Lig-Basic ADED Invaramcs (5 Dtz of Birth Shoms of Raolxtionship | Mame of Trostes for BeneSciaries Undar 1B Benoficiary Status?
applicabls) Procesds
Lt Mamg First Mame Initial (MMDDYY)
THIS SECTION 15 NOT APPLICABLE MNiA MNiA = MiA N7A [ zavocable [ Mrrevoctia
FOR TEACHERS AND ALLIED SPECIALISTS MIA A % MNIA MIA Dh-m‘hbn':mm'm
COMPLETE THE MAMNULIFE FORMS MIA NiA MIA MIA [ Revocabie [ Jrmmvecatis
L NIA D Ravocable D':'mma:n

FOR LIFE INSURAMCE MIA Mia e MIA
Part 4 Personal Data Consent

Please see page 1 for further explanation Page lof2




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 Manulife Enrollment Form (2 pages) (if you don’t want group life, complete the refusal form)

This is a regular applicant form
I I | M I-f Please see reverse for assistance in completing this form.
anulire Please send the completed form to your Plan Administrator.

Group Benefits — Application for Group Coverage/Designation of Beneficiary
@ Enrolment and Initial Beneficiary Designation
Q Change of Beneficiary

Il sections of thiz page should be completed as it will replace any prior designations.

Section 1 is to be completed by the plan administrator. The remaining sections are to be completed by the plan member. Please print clearly in
dark ink using CAPITAL LETTERS.

1 Plan Sponsor  pian sponsor name BCTF/BCSTA Group Life Plan Plan coniract number 121260
statement 61
: ; SIM Number]
Tobe ted by Location/Class Plan member certificate number umber)
plan administrator. A
Hire date (dd'mmmiyyyy) Plan

Mote: Hire Date only required if form is being used for Enrclment & Initial Beneficiary Designation.

2 Plan member
information  Flan member name (1ast, first and middle intiay | OM, Example T.

Provincs of residence B Date of birh (dcimmmyyyy) 02~Jan-1934
3 Primary Mame of beneficiary (last, first and middle initial) Diate of birth (ddmmmbyyyy) Relationship o plan member Percentage
beneficiary  Form, Mr. T. 06-May-1978 Married 100%
List all primary
beneficiaries for
must
total 100%. For Quebec residents only
MNote: If bepeﬁdary is shc_wn as imbb, hisfher consent is In Quebsac, the designation of your spouse as beneficiary is
Irrevocability FBE:JIHTTH to ma;\ge it. Include 3 E’E'I“E‘::”d dated Tl imevocable unless otherwise specified.
wi is form. You are responsible for ensuring . - - .
validity of your desi - If spouse is beneficiary, the designation is:

{C)Revocable Ohe‘vocahle

4 Contingent *fiou may wish to designate a contingent beneficiary(ies) to receive any proceeds under this group policy i all of the primary
beneficiary bensficiary(ies), named abowve, should die before you. In that event, a confingent beneficiary will automatically be entithed to the benefit
that would have been payable fo the pimary beneficiary(ies). If yow name maore than one contingent beneficiary, then the proceeds will
be split, evenly, amongst the contingent beneficiaries you choose to name. Should there not be any surviving beneficianes at the fime of
your death, the proceeds will be paid to your estate.

Mame of contingent beneficiary (last, first and middle initial ) Date of birth (dd'mmmdyyyy) Relationship to plan member
Form, Jr. T. 01-Sep-2013 Child
5 Trustee Complete if any beneficiary named is under the age of majority.
appointment | appoint Sister T. Form as Trustee to receive any amount due to any beneficiany

under the age of majority (not applicable in Quebec).
Continued on the next page.
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6 Declaration
and
authorization

Enrolment

Beneficiary
Designation

Plan member signature

Lbereby apply for coverage ("Coverage”) under the Group Benefits plan issued to my plan sponser by Manulife. | ynderstand that
certain aspects of such Coverage may extend to my spouse and eligible dependants (collectively, "Dependants”). | certify that the
information in this form is true and complete to the best of my knowledge. Lunderstang that as the applicant, it is my responsibility to
ensure that any further verbal or written statement provided by me, and'or my Dependants, in the future is true and complete to the best
of cur knowledge. | acknowledge and agree that this Coverage or any portion of this Coverage, and future claims thereunder may be
denied or terminated as a result of the provision of false, incomplete, or miskeading information.
| authorize Manulife to collect, use, maintain and disclose personal information relevant to this application (“Information”) for the
purposes of Group Benefits plan administration, audit, assessment. investigation. claim management, underwriting and for determining
plan eligibility ("Purposes”). | authorize any person or organizafion with Information, including any medical and health professicnals,
facilities or providers, professional regulatory bodies, any 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 amd with Manulife, its
reinsurers andlor its senvice providers, for the Purposes.
Lam aythorzed by my Dependants to consent to this Authorization, on their behalf as if they were signing it themselves, and to disclose
and receive their Information, for the Purposes. | guthorize my plan sponsor to make deductions from my pay for my Group Benefits
plan, if applicable. | guthorze the use of my Social Insurance Mumber (“5IN) for the purposes of idenfification and administration, if ry
SIM is used as my plan member cerfificate number.
1 agree a photocopy or elecironic version of this authorization is valid.
that any Information provided to or collected by Manulife in accordance with this authorization, will be keptin a Group

Benefits life, health or disability file. Access to my Information will be limited to:

= Mamulife employees. representatives, reinsurers, and senvice providers in the performance of their jobs:

= persons to whom | have granted access; and

= persons authonzed by law.
| hawe the right to request access to the personal information in my file, and, where appropriate, to have any inaccurate information
comected.
1 acknowledge that more specific 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 www. manulife cafplanmember, or
from my Plan Sponsaor.

| hereby revoke any previous beneficiary designations in relation to my foregoing coverage(s) and designate the personis) named abowe.
1 authorize Manulife to collect, use, maintain and disclose personal information relevant to this designation (Information”) for the
purposes of Group Benefits plan administration, audit, assessment, investigation, and claim management ("Purposes”). | authorize any
person or arganization with Information, including any 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, its reinsurers andfor
its senvice providers, for the Purposes.

1 acknowledge that more detailed information conceming how and winy Manulife collects, uses and discloses my persenal information is
available at www.manulife.calplanmember, or by requesting a copy from my plan sponsor.

% a phd.e-m@ ar e#ectmicﬂversp‘l‘tfmis authorzation is valid.

{_. 3 CF A |'.__,'(_"_t |r§-".'_.-i¢'f"\,_:'

Date signed (de'mmmiyyyy) 09-Sep-2024

Due to the legal significance of a beneficiary appointment this designation must be signed and dated to be walid.

A copy, fax, scan or image of the beneficiary designation in this form is as valid as the original.

Continued on the next page.

The Mamufacourers Life Insurance Company Page 2 of 3 GL5637E(121260) (08/2020)




8) Double check that you have filled in and signed all required spaces on your forms.
9) Save your forms to an easily accessible folder or your desktop.
10) Email only the required, completed and signed, forms to beneifts@sd61.bc.ca.
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