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	Receipt

To Be Retained By Applicant


	

	

	This will confirm receipt of the Deposit cheque in the amount of $                        .given  to

	

	     

	

	who is a representative of the Manufacturers Life Insurance Company (Manulife Financial).

	

	This cheque accompanies the Group Benefits Application submitted to Manulife Financial  from

	

	     

	(full legal name of Applicant)

	

	Acceptance or cashing of this cheque by Manulife Financial will not constitute approval of this application.

	

	

	Signed by                                                                                           Date                      ..
(Authorized representative of Manulife Financial)

	

	

	

	Thank you for applying for Manulife Financial’s Group Benefit Program for your plan members’ Benefits needs.

	

	Coverage will not take effect until this Application has been accepted and the effective date approved by Manulife Financial. Please remember to cancel your current Group coverage once you receive written acceptance from Manulife Financial.

	

	If this Application is accepted and the effective date approved by Manulife Financial, coverages which require Evidence of Insurability are not effective until medically approved, and acceptance of the Deposit cheque shall not be construed as an acceptance by Manulife of premiums for these additional coverages.

	

	We look forward to responding promptly to your Group Benefits Application. If you have any questions, please contact your Group Benefits Account Manager.
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	G Group Benefits Application


	
	REQUESTED EFFECTIVE DATE
	REQUESTED RENEWAL DATE

	
	DAY
	MONTH
	YEAR
	DAY 
	MONTH
	YEAR

	
	     
	     


	GROUP   NUMBER


	     
	
	ASO PLAN  NUMBER
	     


	PLAN SPONSOR INFORMATION
     Plan sponsor is the entity contracting with Manulife Financial to provide group insurance benefits for its Members.

	PLAN SPONSOR’S FULL LEGAL NAME
      


	ADDRESS-NUMBER AND STREET  

      

	SUITE  NUMBER 

     


	CITY 

       
	PROVINCE   

     

	POSTAL CODE  

      


	MAIN ACCOUNT – CLASSES TO BE INCLUDED

     


	NAME OF PLAN ADMINISTRATOR     (Or T.P.A, if other than Plan Administrator)

      

	PHONE NUMBER 

       
	FAX  NUMBER

     

	 FORMCHECKBOX 
 ADDRESS SAME AS ABOVE, OR PROVIDE DETAILS

     


	PA SECURE SITE ACCESS?
 FORMCHECKBOX 
 YES    (if Yes, Fill Out Boxes 1, 2, 3 below  for Plan Administrator and Alternate User)




 FORMCHECKBOX 
 NO    

	
	Plan Administrator

	
	1. Date of Birth (DD/MM/YYYY)

     

	2. E-MAIL ADDRESS 

     
	3. USER ID (min 6, max 20 characters)

     

	
	Name of Alternate User (If Applicable):

     

	
	1. Date of Birth (DD/MM/YYYY)

     

	2. E-MAIL ADDRESS 

     
	3. USER ID (min 6, max 20 characters)

     

	NAME OF CLAIMS ADMINISTRATOR   (If other than Plan Administrator)
      

	PHONE NUMBER  

      
	FAX  NUMBER

     

	 FORMCHECKBOX 
 ADDRESS SAME AS ABOVE , OR PROVIDE DETAILS
     


	NAME OF EXECUTIVE CONTACT  (If other than Plan Administrator)

     

	PHONE NUMBER 

     

	FAX  NUMBER

     


	 FORMCHECKBOX 
 ADDRESS SAME AS ABOVE, OR PROVIDE DETAILS
     


	TYPE OF BUSINESS   

	 FORMCHECKBOX 
  CORPORATION 
	 FORMCHECKBOX 
  PARTNERSHIP
	 FORMCHECKBOX 
  PROPRIETORSHIP
	       FORMCHECKBOX 
  GOVERNMENT/  PUBLICLY FUNDED SERVICES
	 FORMCHECKBOX 
  OTHER

	DETAILED BUSINESS DESCRIPTION   

     


	(Please fill out the “Electronic Administration of Policy Agreement” enclosed as Appendix 1 

 if PA SECURE SITE ACCESS is selected) 




	TRANSFER OF BENEFITS

	

	CURRENT BENEFIT
	CURRENT CARRIER

	 FORMCHECKBOX 
  BASIC  LIFE  INSURANCE
	     


	 FORMCHECKBOX 
 DEPENDENT LIFE INSURANCE
	     


	 FORMCHECKBOX 
 OPTIONAL LIFE INSURANCE
	     


	 FORMCHECKBOX 
 ACCIDENTAL DEATH AND DISMEMBERMENT 
	     


	 FORMCHECKBOX 
 OPTIONAL ACCIDENTAL DEATH AND DISMEMBERMENT 
	     


	 FORMCHECKBOX 
 EXTENDED HEALTH CARE


 FORMCHECKBOX 
 Hospital
     FORMCHECKBOX 
 Drugs 


 FORMCHECKBOX 
 Vision 
     FORMCHECKBOX 
 Medical Services and Supplies
	     


	 FORMCHECKBOX 
 DENTAL CARE


 FORMCHECKBOX 
 Basic Services     FORMCHECKBOX 
 Supplementary Basic Services


 FORMCHECKBOX 
 Major Restorative Services


 FORMCHECKBOX 
 Orthodontics
     FORMCHECKBOX 
 Adult Ortho
	     
EFFECTIVE DATE OF CURRENT DENTAL

	
	DAY 

     
	MONTH

     
	YEAR

     

	 FORMCHECKBOX 
 WEEKLY INCOME
	     


	 FORMCHECKBOX 
 LONG TERM DISABILITY
	     


	NOTE:  

Group Insurance currently in effect should NOT BE TERMINATED until Manulife Financial has ACCEPTED this application and APPROVED the effective date of coverage requested above.

If this Application is accepted and the effective date approved by Manulife Financial, coverages which require Evidence of Insurability are not effective until medically approved, and acceptance of the Deposit cheque shall not be construed as an acceptance by Manulife of premiums for these additional coverages.
	DATE CURRENT  COVERAGE TO  BE TERMINATED

	
	  DAY  

     
	MONTH

     
	YEAR

     


	
	Account Information/Affiliated Companies


ADDITIONAL ACCOUNTS 
	2nd ACCOUNT – classes to be included 

     

	NAME OF PLAN ADMINISTRATOR  
      
	 FORMCHECKBOX 
 ENGLISH 
 FORMCHECKBOX 
 FRENCH

	PA SECURE SITE ACCESS?
 FORMCHECKBOX 
 YES    (if Yes, Fill Out Boxes 1, 2, 3 below  for Plan Administrator and Alternate User)



 FORMCHECKBOX 
 NO    

	
	Plan Administrator Information

	
	1. Date of Birth (DD/MM/YYYY)

     
	2. E-MAIL ADDRESS 

     
	3. USER ID (min 6, max 20 characters)

     

	
	Name of Alternate User (If Applicable):

     

	
	1. Date of Birth (DD/MM/YYYY)

     
	2. E-MAIL ADDRESS 

     
	3. USER ID (min 6, max 20 characters)

     

	DEPOSIT CHEQUE SPLIT -
	FULL LEGAL COMPANY NAME

     

	$     

	STREET ADDRESS

     

	
	POSTAL CODE

     
	PHONE NUMBER

     
	FAX NUMBER

     

	3rd ACCOUNT – classes to be included 

     

	NAME OF PLAN ADMINISTRATOR  
      
	 FORMCHECKBOX 
 ENGLISH 
 FORMCHECKBOX 
 FRENCH

	PA SECURE SITE ACCESS?
 FORMCHECKBOX 
 YES    (if Yes, Fill Out Boxes 1, 2, 3 below  for Plan Administrator and Alternate User)



 FORMCHECKBOX 
 NO    

	
	Plan Administrator Information

	
	1. Date of Birth (DD/MM/YYYY)

     
	2. E-MAIL ADDRESS 

     
	3. USER ID (min 6, max 20 characters)

     

	
	Name of Alternate User (If Applicable):

     

	
	1. Date of Birth (DD/MM/YYYY)

     
	2. E-MAIL ADDRESS 

     
	3. USER ID (min 6, max 20 characters)

     

	DEPOSIT CHEQUE SPLIT -
	FULL LEGAL COMPANY NAME

     

	$     

	STREET ADDRESS

     

	
	POSTAL CODE

     
	PHONE NUMBER

     
	FAX NUMBER

     

	4th ACCOUNT – classes to be included 

     

	NAME OF PLAN ADMINISTRATOR  
      
	 FORMCHECKBOX 
 ENGLISH 
 FORMCHECKBOX 
 FRENCH

	PA SECURE SITE ACCESS?
 FORMCHECKBOX 
 YES    (if Yes, Fill Out Boxes 1, 2, 3 below  for Plan Administrator and Alternate User)



 FORMCHECKBOX 
 NO    

	
	Plan Administrator Information

	
	1. Date of Birth (DD/MM/YYYY)

     
	2. E-MAIL ADDRESS 

     
	3. USER ID (min 6, max 20 characters)

     

	
	Name of Alternate User (If Applicable):

     

	
	1. Date of Birth (DD/MM/YYYY)

     
	2. E-MAIL ADDRESS 

     
	3. USER ID (min 6, max 20 characters)

     

	DEPOSIT CHEQUE SPLIT -
	FULL LEGAL COMPANY NAME

     


	$     

	STREET ADDRESS

     

	
	POSTAL CODE

     
	PHONE NUMBER

     
	FAX NUMBER

     


(If more than three additional accounts are required, please attach additional pages.)

DIVISIONAL BILLING IS REQUIRED (WITHIN EACH ACCOUNT)       FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

Please provide Divisional Billing Breakdown for each Account if required:  (Applicable divisions are 01 to 98)

     
     
     
	Pre-authorized Debit (PAD)

	Does the business want Pre-authorized Debit Service (PAD) ?                   Yes:  FORMCHECKBOX 
   No:  FORMCHECKBOX 


	If yes, have from  #GL3448E completed, signed and attached to the application along with a "Void" cheque.


Note: Resilience™ cannot be included in the Pre-authorized Debit service
	 
	

	
	Coverage Information

	
	

	DEFINITION  OF PLAN MEMBER

	Number of hours in Plan Sponsor’s NORMAL work week     (                           hours

	

	Select all definitions from the two options outlined below that will apply under the terms of the group: 

	

	1)
	 FORMCHECKBOX 
 Full-time employee
	The minimum number of hours required to qualify as a full-time employee is:


 FORMCHECKBOX 
 25 hours per week           or             FORMCHECKBOX 
        hours per week

	

	2)
	 FORMCHECKBOX 
 Part-time employees  FORMCHECKBOX 
 Not Applicable
	The minimum number of hours required to qualify as a part-time employee is  

       hours per week

	DISABLED  PLAN MEMBERS

	
Are any eligible plan members NOT actively at work on the date of this Application because of illness or injury?
  FORMCHECKBOX 
 YES     FORMCHECKBOX 
 NO

	If Yes, please submit a completed Disabled Life Questionnaire (Form GL 1245B) for EACH plan member and LIST ALL NAMES in this section:

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	DEPENDENT DEFINITION                Definitions will apply to all benefits unless otherwise indicated.

	Plan Member Spouse

 FORMCHECKBOX 
 Co-habitation period for “common-law” Spouse, if applicable __     __

	Eligible Over-Age Dependents


Do any eligible Plan Members have over-age dependents who are currently covered?       FORMCHECKBOX 
 YES     FORMCHECKBOX 
 NO


(eligible overage dependents includes children with mental or physical handicaps)

	If yes, please submit a completed Request for Coverage for Eligible Over Age Dependents (Form GL 0514E) for each dependent. 

	CHANGES IN COVERAGE DUE TO ADJUSTMENT of PLAN MEMBER EARNINGS

	Please select one of the three options below to indicate when changes in coverage will occur as a result of earnings adjustments:


 FORMCHECKBOX 
 on the first of the month following the change

 FORMCHECKBOX 
 to take place on date of change

 FORMCHECKBOX 
 to take place on plan anniversary immediately following the date of change.

	WI BENEFIT  (If Applicable) - E.I. Premium Reduction:

	Is this benefit intended to qualify for E.I. Premium Reduction?          FORMCHECKBOX 
 YES     FORMCHECKBOX 
 NO

	WI and LTD BENEFITS:- METHOD OF TAX DEDUCTION: (please state applicable Benefit and Classes)      


	Taxes withheld
 FORMCHECKBOX 
 YES
If yes (   FORMCHECKBOX 
 Tax Table   or    __     ___ % (factor)    


 FORMCHECKBOX 
 NO                                   

	PARTICIPATION 

	NUMBER OF EMPLOYEES ON PAYROLL

     
	NUMBER ELIGIBLE

     

	NUMBER TO BE COVERED

     

	
	Billing / Claims Administration


	TYPE OF ADMINISTRATION
	

	 FORMCHECKBOX 
 Manulife Administered (Head Office Billed)

~ Manulife validates claims

	 FORMCHECKBOX 
 Plan Sponsor Administered (Self Administered)
~ Plan Sponsor validates claims

	 FORMCHECKBOX 
 Plan Sponsor (Self) Administered with Manulife (Head Office) Claims Validation  (Self-Billed).

	

	CERTIFICATE NUMBER SOURCE

	 FORMCHECKBOX 
 Assigned by Manulife Financial

	 FORMCHECKBOX 
 Payroll Number

	 FORMCHECKBOX 
 Social Insurance Number

	 FORMCHECKBOX 
 Other                          .


	LANGUAGE PREFERENCE
	
	
	Administration Information

	
	ENGLISH
	FRENCH
	

	POLICY 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	( Select either English or French 


	Plan Administrator Kit

	Your Plan Administration Kit is now available as part of the PA Internet Secure Site.  To receive your Plan Administrator Kit on-line, submit the completed Electronic Administration of Policy Agreement (EAPA) attached as Appendix 1.

	
	Electronic Kit
	Hardcopy

Kit
	Note: INITIAL hardcopies of the Policy, Booklets and some brochures will be provided with either option

	Select either Electronic or Hardcopy (
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	MAIL TO:
 FORMCHECKBOX 
   Plan Sponsor

 FORMCHECKBOX 
  Plan Advisor

 FORMCHECKBOX 
   RGO

	ADDRESS (if Plan Sponsor or Plan Advisor)*
     

	CITY

     
	PROV

     
	POSTAL CODE

     

	* If Plan Sponsor Address is the same as the address on the Application, indicate “as per application”       


	
	Alt           Alternative Administration 

	ADMINISTRATIVE SERVICES ONLY (ASO)

	ASO Plan Member Information will be:
	 FORMCHECKBOX 
 Held by Manulife and updated

       regularly with Employee changes

      (Head Office Admin)

 or

 FORMCHECKBOX 
  Held by the ASO Plan Sponsor

       (Self-Administered)
	Please note that in either situation, Manulife is performing a service only and is not responsible for any legal action or risk involved.

	THIRD PARTY ADMINISTRATION (TPA)

	 A Manulife Plan Administration Kit  is required        
 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
	  Wallet I.D.’s are required 

         FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No 
	Manulife Plan Member Benefit Booklets are required

       FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No

	Note:  The above three items will  NOT be included in the disbursement of plan material for a third party administered group unless specified above.

	State the full name of the Third Party Administrator: 
	
     

	Full Mailing Address of the Third Party Administrator:
	Address       

	
	City       
	Province       
	Postal Code       

	Type of Third Party Administration   (Please select from one of the options listed below)

	 FORMCHECKBOX 
  Manulife validates claims ... TPA 

        remits billings and handles plan

        member administration  (Self-Billed)
	 FORMCHECKBOX 
   TPA or Plan Sponsor validates claims ... TPA remits billings and handles plan member administration (Self-Admin)
	 FORMCHECKBOX 
 TPA handles claims validation, plan member administration and claims      payment (TPA Admin & Claims)


	
	Funding Arrangements



	ACCOUNT
	LIFE
	AD&D
	EHC
	DENTAL
	WI
	LTD

	 FORMCHECKBOX 
 ALL OR

     
	( 1 non-refund

	( 1 non-refund
	 FORMCHECKBOX 
 1 non-refund

 FORMCHECKBOX 
 2 refund

 FORMCHECKBOX 
 4 ASO
	 FORMCHECKBOX 
 1 non-refund

 FORMCHECKBOX 
 2 refund

 FORMCHECKBOX 
 4 ASO
	 FORMCHECKBOX 
 1 non-refund

 FORMCHECKBOX 
 2 refund

 FORMCHECKBOX 
 4 ASO
	( 1 non-refund

	     
	( 1 non-refund
	( 1 non-refund
	 FORMCHECKBOX 
 1 non-refund

 FORMCHECKBOX 
 2 refund

 FORMCHECKBOX 
 4 ASO
	 FORMCHECKBOX 
 1 non-refund

 FORMCHECKBOX 
 2 refund

 FORMCHECKBOX 
 4 ASO
	 FORMCHECKBOX 
 1 non-refund

 FORMCHECKBOX 
 2 refund

 FORMCHECKBOX 
 4 ASO
	( 1 non-refund

	     
	( 1 non-refund
	( 1 non-refund
	 FORMCHECKBOX 
 1 non-refund

 FORMCHECKBOX 
 2 refund

 FORMCHECKBOX 
 4 ASO
	 FORMCHECKBOX 
 1 non-refund

 FORMCHECKBOX 
 2 refund

 FORMCHECKBOX 
 4 ASO
	 FORMCHECKBOX 
 1 non-refund

 FORMCHECKBOX 
 2 refund

 FORMCHECKBOX 
 4 ASO
	( 1 non-refund


	
	Special Considerations

	Are you requesting coverage for anyone currently covered under the plan being replaced:
	 

	· whose amount of coverage does not match the Benefit Schedule as completed?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	· who is currently covered for an amount over the Non Evidence Limit documented in any of the applicable Benefit Selection Pages attached?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	· who is currently on a leave of absence?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	· who would otherwise not be eligible under the proposed plan?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No


If “yes” applies to any of the above questions, please list the Plan Members’ full names, any amounts of prior carrier coverage, and affected benefits below.

	NAME
	DETAILS

	     

	     

	     

	     

	     

	     

	     
	     

	     
	     

	     
	     

	     

	     


Please attach additional pages if more employees are to be noted under Special Considerations.
	Leave of Absence Guidelines:     

	              Maternity/Parental Leave:   Coverage may be continued for legislated period of leave governing the Plan Sponsor.

	Other Leave or Temporary Layoff:   Coverage may continue until terminated by plan sponsor, up to a maximum of 120 days beyond

                                                           the last day worked.

	            Strike or Indefinite Layoff:    Coverage may continue if requested by the Plan Sponsor, up  to a maximum of 120 days beyond the last

                                                           day worked; disability coverage terminates on the last day worked.


	INSTRUCTIONS:

	Standard Benefit Booklet Order Form 


· Please complete ALL sections
· If the Welcome Letter is to be signed by Plan Sponsor, please have this page signed in Part 2, section B.

PLEASE ENSURE THAT ALL INFORMATION IS CORRECT. THIS IS EXACTLY WHAT WILL APPEAR IN THE PRINTED BENEFIT BOOKLET.

PART 1 -  GENERAL INFORMATION

	PLAN  SPONSOR      (WILL APPEAR IN ONE PLACE IN  BOOKLET) 

LEGAL NAME        

	FOR USE BY

Manulife Financial 

Only
	G
	          

	BUSINESS NAME TO APPEAR IN BENEFIT BOOKLET

     

	DO YOU WISH ASSOCIATED GROUPS TO BE LISTED IN YOUR BOOKLET?
	 FORMCHECKBOX 
  YES

 FORMCHECKBOX 
  NO

	CLASS CODES will appear in the booklet unless indicated below
	PLEASE INDICATE “E” (English) “F” (French)

	(   
	
	               (

	CLASS CODE 
	
	CLASS DESCRIPTION/NAME  (ONE LINE ONLY FOR EACH DESCRIPTION/NAME)
	QTY
	LANG

	     
	 FORMCHECKBOX 

NO
	     
	     
	     

	     
	 FORMCHECKBOX 

NO
	     
	     
	     

	     
	 FORMCHECKBOX 

NO
	     
	     
	     

	     
	 FORMCHECKBOX 

NO
	     
	     
	     

	     
	 FORMCHECKBOX 

NO
	     
	     
	     


PART 2 -  OPTION INFORMATION

	WELCOME LETTER (choose one only)
	 FORMCHECKBOX 

STANDARD


(do not complete areas A & B)
	 FORMCHECKBOX 

PERSONALIZED


(complete area A only)
	 FORMCHECKBOX 

PERSONALIZED WITH  SIGNATURE 


(complete all areas of this section)

	A
	NAME TO APPEAR

(same as signature)
	     

	
	TITLE TO APPEAR
	     

	B
	SIGNATURE TO APPEAR 

	

	
	(Authorized Representative of the Plan Sponsor)

	

	
	PLEASE NOTE: 

THIS AREA IS COMPUTER  IMAGED . PLEASE SIGN  DIRECTLY TO THE RIGHT OF THE ARROW  IN BLACK BALL-POINT PEN. PLEASE STAY WITHIN THE LINES.
	(

	PLAN ADVISOR IMPRINT
	 FORMCHECKBOX 
   NONE( Go to Part 3)
	 FORMCHECKBOX 
  STANDARD
	 FORMCHECKBOX 
   PERSONALIZED FINANCIAL PLANNING LETTER

	PLAN ADVISOR’S NAME TO APPEAR (maximum 30 Characters)
	     

	BUSINESS NAME TO APPEAR (maximum 30 Characters)
	     

	STREET ADDRESS

(maximum 30 characters)
	     

	CITY & PROVINCE

(maximum 30 characters)
	     

	POSTAL CODE
	     
	PHONE NUMBER

     
	1 number only (000) 000-0000
     


PART 3  - SHIPPING INFORMATION – if different than Plan Administration Kit
	BUSINESS NAME       
ATTENTION       

	ADDRESS
     

	CITY

     
	PROV

     
	POSTAL CODE

     


Note:   A black and white copy of your company logo can be placed on the benefit booklet cover at no extra cost.   Please ensure that you supply a 

           PMT (photo-mechanical transfer) or Camera Ready artwork with this order form.  Artwork submitted can be returned to you when printing has been completed.

If you have questions about additional, or non-standard customizations for your benefit booklet, please discuss these requirements with your Group Account Manager.

Please note however, that there may be additional charges associated with such requests.  If so, a separate invoice will be prepared upon completion of printing. 

	
	
	D
	M
	Y

	 PLAN SPONSOR’S  SIGNATURE                                                                                                                            .
	
	
	
	

	
	D
	M
	Y

	ACCOUNT MANAGER SIGNATURE
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DECLARATIONS, AGREEMENTS AND AUTHORIZATION


The Plan Sponsor (Employer) declares that the statements and answers made in this Application, including but not limited to 

        employee information, are full, complete and true as of the date this Application is signed and understands and agrees that:


1.
Coverage will not take effect until the Application has been accepted and the effective date approved by The 



Manufacturers Life Insurance Company (Manulife Financial) at its Canadian Operations Head Office, and the first 



monthly deposit has been paid.


2.
If this Application is accepted and the effective date approved by Manulife Financial, coverages which require Evidence



of Insurability are not effective until medically approved, and acceptance of the Deposit cheque shall not be construed 



as an acceptance by Manulife of premiums for these additional coverages.


3.
Once approved, the Application will form part of the contract, including any applicable financial arrangement, between

 

the Plan Sponsor (Employer) and Manulife Financial;


4.
An initial deposit of $                    is included with this Application. Negotiation of this cheque will not in itself 

       
       constitute approval of this Application.


5.
Misrepresentation of any Application and/or employee information may result in any or all of the following, at the option of Manulife Financial: rescission or cancellation of the Group Policy; adjustment of the premium and/or benefits; suspension



of claim payment; legal action; the right to offset Policy claim and commission expenses against premiums paid.


The Plan Sponsor (Employer)  will notify Manulife Financial, in writing, of any potential plan member who becomes disabled

        between the date of this Application and the effective date of the contract.


In case of apparent errors or omissions in this Application, Manulife Financial will amend this Application by noting the 
change(s) in a Delivery Notice.


.



NAME OF PERSON AUTHORIZED TO SIGN FOR THE PLAN SPONSOR (Employer) :





TITLE                                                                                                                                 

                                             .\


AUTHORIZED SIGNATURE                                                                                                         . DATE                                                D

        SIGNATURE OF WITNESS                                                                                                          . DATE                                                D


The Plan Sponsor (Employer) hereby appoints                                                                                      , Plan Advisor,     

 
as Agent of Record to act on the Plan Sponsor's (Employer's) behalf and authorizes Manulife Financial to provide said Plan 

       Advisor with any information Manulife Financial deems relevant to the administration and pricing of the Group Benefit Plan.

By signing below, I confirm that I am the soliciting Agent, I am duly licensed to write this Application in the jurisdiction where

the transaction occurred and I have complied with all applicable provincial regulations including but not limited to the 

requirement of client knowledge and full representation responsibilities to Manulife Financial.



Producer Signature  


Signed at                                              this                      day of                                    in the year           ..

4

