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GROUP INSURANCE

ENROLMENT REQUEST

TO BE COMPLETED BY THE PLAN ADMINISTRATOR

Policyholder's name (Employer/organization)

Divisionno.|-]ljClassno.L_r'r'.]Classname

Location no. (if applicable to your group)

Member's occupation

Employment date: Eligibility date For reinstatement, give date rehired full time:

Group policy no.

n Certilicate no

E Certificate no. to be assigned by the insurer

lfyouwaivedthewaitingperiod,pleaseexplainwhy:

Satary $--=-- fJ Weet<ty flAnnually fJ ai-weekly E Monthly ! Hourly

Signature Date

TO BE COMPLETED BY THE MEMBER (PLEASE PRINT CLEARLY.)

Hours worked/week:=-=-.-

_ EmailAdministrator name-
Tel. no.

1. MEMBER INFORMATION

Last name First name

Date of birth

Address
Poslal codeStreet Province

Marital status: nsingte f]Divorced/Separated !ManieO/Civil union !Common-lawspouseil+Cohabitationbeganon:

Coverage requested: f] lndividual- [ ramity I Specify Plan/Option/Module (if appl

CitY

Gender: f] vutu E remale Language: n Englisrr fl Frencr,

2. SPOUSE INFORMATION

Last name 

- 

First name 

- 

Date of birth Gender: Eu"t" EFemale

ls your spouse covered by.another group insurance plan for health and dental benefits from his/her employer or associationt E Ves E ruo

lf yes, specifyhis/hercoverage: Health: E lndividual E ramity t] Otnur,- Dental: E lndividual D Famity EOtlur.'

lnsurer name: Policy no.:- Certificate ho':

Date of birthFirst name Gender

Iril
EF
Ev
Ir
flM
EF

3. DEPENDENT INFORMATION

Last name lf age 21or over, specify:

chitd

chitd

Full-time student
Handicapped

Full-time student

Handicapped

Full-time student

Handicapped

flYes INo
flYes fl No

EYes ENo
Eves Eruo

EYes E tto
EYes El No

child

Note: lf one of your dependent children is covered by a group insurance ptan other than your spouse's plan, complete section 5.

4. WANER OF BENEFITS

lf you or your dependents already have health andlor dental coverage under another group insurance plan, you can refuse the benefits by checking

the appropriate boxes below

I WATVE HEALTH BENEFITS: ! for myself and my dependents I WAIVE DENTAL BENEFITS: lfor myself and my dependents

I tor ry dependents only fltor my dependents only

lf you waive coverage and wish to request it at a later date, certain conditions may apply.

PLEASE COMPLETE THE REVERSE SIDE AND SIGN THE MEMBER CONFIRMATION/AUTHORIZATION SECTION. F54-0184(1 0-09)



Dâte of birth
of the member

lnsurer nameMember name

tlt

ttt

5. MULTf PLE COORDINATION OF BENEFITS (To be completed \nly il your child is c|verctl by anothet grcup insurance plan.)

Child last and first name Policy no.

6. DIRECT DEPOSIT REQUEST FOR HEALTH AND DENTAL BENEFITS (Ptease attach a void cheque.)

I Ves, I am subscribing to direct deposit to have my health and dental claim reimbursements automatically deposited in my bank account, and to be informed

by email when claims have been processed

f] Ho'" flwo,tBanking information Email
Branch No. Financial lnstitution No. Bank Account No.

(5 digits) (3 diqits)

AD&D CRITICAL
ILLNESS

LIFE"

$_

$---_.-

Z, OPTIONAL BENEFITS gheck with your plan adninistralor il Tpti,nat benelits are \ltercd in y\ut gr\up inswance chnlncl and il an arltlitional lorm is required.)

STATEMENT

ln the last twelve months, have any of the proposed insureds used tobacco in any form whatsoever,

(gum, patches, etc.)?includino nicotine oroducts

!v". [r.ro Member's signature x

ln the last lwelve months, have any of the proposed insureds used tobacco in any form whatsoever,

includ products (gum, patches, etc.)?

flvu" Spouse's signature x

Member

Spouse

chitd

'Do not include basic liJe insurance

o/o Date of bitthFirst name Relationship

tll

I

8. BENEFICIARY DESIGNATION (ll no beneliciary is designated by lhe menber, the benelit is payable l0 the eslate.)

Last name
Revocable
lrrevocable

Revocable

I lnevocable

Revocable
lrrevocable

ln euebec, if you do not indicate whether the beneficiary designation is revocable or irrevocable, the designation of the legal spouse is irrevocable and any other

choice is revotable. ln all provinces, an irrevocable benéficiary's written consent is required in order to make any change to the bene{iciary designation.

The above beneficiary designation applies to the member's insurance. Claims for dependents will be payable to the member.

lf one of the designated beneficiaries dies before the member, his/her share will be distributed proportionately with the other beneficiaries.

9. TRUSTEE DESIGNATION (Not applicable in ùuebec'*)

I aoooint as Trustee to receive any amount due to any beneficiary under the age of maiority'

"ln Quebec, there might be issues with respect to the appointment of a trustee. You should consult a legal advisor regarding this matter

MEMBER CON FIRMATION/AUTHORIZATION

I HEREBY AppLY for the benefits which I am or may become eligible for, sub,ject to any waiver indicated, under my Employer's/Policyholder's group insurance

plan and CONFIRM that the information contained in this form is true and complete to the best ol my knowledge.

lf applying {or benefits for my dependents, I CONFIRM THAT I AM AUTHORIZED to disclose information concerning them for the purpose of determining their

eligibility for coverage.
On behalf of myself and my dependents, I CONSENT TO THE RELEASE of the information contained in this form to my Employer/Policyholder and lndustrial

Alliance, its employees, agénts,'reinsurers and service providers for the purpose of underwriting, administration, claims processing and the enrolment of myself

and my dependents in my Employer's/Policyholder's group insurance plan.

lf my Social lnsurance Number is used as my identification number, I AUTHORIZE its use for the administration of my group benefits.

lf any contributions are required to be made by me with respect to my group benefits, I AUTHORIZE my employer to make any required deductions from my

earnings and remit same to lndustrial Alliance.

I AGREE that a photocopy of this Qonfirmation/Authorization shall be as valid as the original.

Member's signature Date

DISCLOSURE

Your personal file will be kept at lndustrial Alliance's offices.
you have the right to request access to your personal information and, if necessar correct any inaccurate infgrmation. ln order to do so, send a written request to the following:

lndustrial Allianée lnsurance and Financiâl Services lnc., lnformation Access Officei 1080 Granâe Alée West, PO Box 1907, Station Terminus, Quebec City, Quebec, G1K 7M3.

whom you have granted access, and persons authorized by law.

identifiers.


