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1 Group

DUS
R . CHANGE OF RECORD
Qusbat and Atlamtic Provinces Cmtario and Western Provinces
PO Box 783G, Station B 582 University Avarug
Mantreal, Quatas H3B 3KE Toronta, Ontarde MG 1Y7 _

o

hi 82 ¢
Effactive date of change:i Ll ! ! il

Please print In ink and sigr,
BASIC INFORMATION
Group policy no. |__I__.L__L.L..;

Pollcyholdar's name (Employer/organization)

Division no. 1) Classno.L_1_1 1 Looatien Comficateno. L L it L 1 1 1]

Mamber’s name {Please racord you old name, if name changs is being retjuested)

‘

Last name .. . Flrst name

Beason; A Correction i) Marriage/ Civil Union ~ Date i Lt S 3 bBivorced / separated —~ Date \_i_i{ 1 ?'}ﬁ' ?};LJ

Agdress . Postal code L1 L 1 1 ]
No. Siresl Chy Province

CHANGE OF STATUS (Please specify the details in the dependents section.)

| wish 1o change my status 1o: O individual [ Famiy  Other: __ ' .
Reason:
- » ‘"‘ i jal As fif i
[ Marriage / Givil Union — Reta L | LT [ Divorced / Saparated — Date L § | 1 E ]
e B - W gho T
3 Gommon-iaw - Date cohabhation began: | 11 L f.l.1 | Iy Other e R L
v By D
id Coverage under spouse’s plan terminated - Termination date | _1 | | | T
Dependents:
Last name first name Sex Date of birth
T Add spouse oM™ O
Q Delete spouse ar | 1 m__
3 Add chlld amMm Full-time stugent #iandicapped
(1 Delste child Qe ||l [ DYes Gho 0 Yes 9 No
1 Add ehlld M Full-time student Hanglcapped
Q petate chird QF |, || | L tCYes GNo 0 Yos Ul No

if your spouse ig Insurad for Health and Dental Benefits, please gormplets saction entitied “GOORDINATION AND WAIVING OF BENEFITS".
if you shiould wish to apply for Optlonal Lifs insurance on your spouse (f avaliable), please complete he section gntitiad "CHANGE IN OPTIONAL BENEFITS".

GVERAGE DEPENDENTS STATEMENT

¢J

v ik 3
Gox iAM OF Dateofbith L1+ 4 L1 5]

Last name First name __, .

If & full e student, name of aducational Institute attending

W ¥ AN
Pariod: Fromel | [ 1 1T 1 7 Jto] ST N PR
o 2.5:! I
If handicapped, nature of handizap Date handicap commencedl_L 1| [ A
. i i
Last name ___ First mame __ ) _ Sex ©iM QF Date of birth I P O U
If & full time studant, name of educational Instituta attending .
¢ mhoe Wi o
Per\od;Fram:L_lisl’a\[Jlmlflji’\H% 4
, _ \ [, Ea [
It handicapped, nature of handicap . ) Date handicap commenced L1 L. | LJ

GOORDINATION AND WAIING OF BENEFITS {7z complete anly if you and/ar yeur dependgnts are cavered lor similar benefits under anatier plan.)

Check the appropriate boxes:

Coveragea of the spouse's plan walving the mamber's coverage Waiving the dependent's coverage

Heelth  Tlindividusl O Family () Waived Tl Heslth Insuranca 2 Health Insurance

Dental; oy Individual [ Famlly T Walved 1 Dental Care Insurance {J Dental Care Insurance

Spouse's nams _. . __ Spouse's group policy no. _
Spouse’s cartificate no. o ) Spouse’s centificate no.

Spouse's iNsLrance company ., , . - J—
If you walve the coverage and you wigh 1o reguest it at a later dats, certain condhiions may apply. Please contact your plan administrator for furthar detalls.

YOU MUST COMPLETE THE MEMBER'S CONEIRMATION AND AUTHORIZATION ON THE REVERSE SIDE.
FAILURE TO DO S0 WILL RESULT IN YOUR CHANGE NOT BEING PROCESSED. F5¢-GT0A
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CHANGE IN OPTIONAL BENEFIVS [Check wifh your plan administrator It optional henedits are offered in your grofip insurance sonlracl. }

LIFE ADSD STATEMENT
: In the past 12 months, have you smoked or used clgarettes,cigarilios, Cigars, pipa, chewing
Mambaear $ $ tobacea, nicotine gum or patehes of any other fobaceo product?
Spouse g $

Tkves M No Mamber's signature
Ghitd § E3

QU ves Q Ne Spouse's signature

ON OF OFTIONAL BENEFITS

1 1 wish {o terminate my Optional Life Insurance. [ | wish to tarminate my Acuidantal Death & Dismembarment insurance (AD&D}.
£ | wish to tarminate the Opt, Lifé Insurance on my spousa. Q | wish 1o terminate the ADAD Insurance on my Spouse.
3 1 wish to terminate the Opt. Life insurance on my depandents, 3 | wish o terminate the AD&D Insurance on my depentiants.
i 0 |3 AR E) i D)
Last hame First name Raelstionship % Date of birth
¥ LI
O Revocabla
P l | ! | | 9 revecable
U Revocable
] 1 i l |t & lrrevocable

In Quebec, if you do not indicate whether the baneficlary designation Is revocable or irrevocable, tha designation of tha logal spouse is
irrovocable and any other cheice is revocabls.

I no heneficiary is deslgnated hy the member then the benefit Is payabie to the eutate.

To replace & previcusly designated frrevocable beneficlary, pleasa obtain his/her signature.

rravocable beneficiory's signature . : Dute

TRUSTEE DESIGNATION (Compiete only il the beneficiary

| designate the parson whose name appears below to act as trusten to recaliva any amount payabla ta a beneficlary who is under the egal ags or does not have
the legal capacity 10 provide a roleasa. | declare that the release of the seld trustee wil constitute a vaiid relerse for Industrial Alliance with respect to the amaunt

pald.
Trostes's name . ... Boclal Insuranca number L_l Lol e L 1_J_J

fias not reached leyal age.)

Member's signaturg . Date _
MEMBER CONFIRMATION AND AUTHORIZATION
{ HEREBY CONFIRM that the Information cantalned in this form Is true and samplete to the best of my knowledge.

If changing information on my spouse and/or dependent children, 1 CONFIRM THAT | AM AUTHORIZED 10 disslose information concerning them for the
purpose of determining thelr covarage under my smployer's/Pollcyholder's group plan.

On behalf of myseli and my depsndents, | CONSENT TO THE RELEASE of tha Information contained in this form to my employer/Polleyholder and Industrial
Alkance, iis ermployses, agents, rainsurers and service providars for {ha purposes of undaerwriting, administration, clalms processing and determining coveraga for
myself and my gapendents In my amployers/Policyhaldear's group Insurance plan.

If my Soclal Insurance Number Is ussd 8g my Idantification aumber, | AUTHORIZE its use for the administration of my group henafits.
1 AGREE that a photocopy copy of this Conflrmation/Authotizaticn shall be as valid as the original

Member's slgnature Data

At Industrial Allianca the persanal Information we collect concerning Yol and your dependents s kept in strict confidence and is cnly used for the purposes you
have authorized.

your personal file will be kapt at industrial Alllance’s officae. You have the right 10 request access 1o your persanal information and, I necessary, Gorract any Inac-
curate Information. In order 1o so, send a written request 10 the foliowing: Industria! Alliance Insurance and Financial Services Inc., Access Officar, 1080 Salnt-

Lauls Road, Sillery, Quebec, Q1K 7M3.

Access 1¢ your persongd information wiit be imited 1o industrial Alllance's employees, agents, felnsurers and sarvice providers in the performance of thelr Jobs,
Individuais to whom you bave granted acgess, and persons authorized by law.

For the purposes of audits and sdministrative reperting. Industrial Alifance may relsase 16 your employer/folicyholder statistical financial information without per-
sonal identiflers, ’

Industrial Afliance may establish a tist of its insureds to share ifarmation within the Industrigl Alliancs Group. This will help us serva tharn hattar and determing
whether any products and sarvices that the industria! Alliarnce Group offars avo sultable 50 wa can offer such products and services to them. However, you are
antitled to Nave your name remaovad from this list by making & writtan request to this effect to the Access Officer, as referrad to abave.



