M Manulife Financial EXTENDED HEALTH & DENTAL CARE
The Manufacturers Life Insurance Company I N S U R AN C E P LAN APP LI CATI O N

Applying is Easy!

Members and Spouses must be between 18 and less than 61 years

Caroline Hancock of age. Eligible children are those unmarried, dependent on the
c/o McFarlan Rowlands Insurance Brokers member for support, and over 14 days of age and under 21 or
1570 Hyde Park Rd. over 20 but less than 25 years of age if attending school or
London ON N6H 5L5 1-866-471-7152 university full-time.All applicants must be residing in Canada.
1. MEMBER INFORMATION New Client Existing Client Certificate # (if existing)
Name
IAST FIRST INITIAL
Address
STREET UNIT/ APT#
CITY/TOWN PROVINCE POSTAL CODE
Telephone (Residence) ( ) (Business) ( ) E-mail

[] Iam a member of

(Name of Association/Society)

Member’s Occupation Spouse’s Occupation

(if applying for spousal coverage)

2. PERSON(S) TO BE INSURED List all family members to be covered. If you need more space, please use a separate sheet.

BIRTH DATE IF SMOKER, WEIGHT
FIRST NAME LAST NAME - COUNTRY | ot Gigarettes | HEIGHT | WEIGHT | CHANGE IN REASON*

OF BIRTH smoked duily LAST YEAR
Gain | Loss
MEMBER
SPOUSE
DEPENDENT CHILD
DEPENDENT CHILD

*If the weight change is due to a medical reason, please complete the Underwriting Questionnaire section found at the back of this application.

3. COVERAGE PLAN APPLIED FOR AT THIS TIME You must select the same plan for all family members to be insured under your coverage.

] The Essential Plan — Health Only [ ] The Essential Plan — Health & Dental
] The Enhanced Plan — Health Only [ ] The Enhanced Plan — Health & Dental

All Applicants: This application is not valid unless the Underwriting Questionnaire section is properly completed and the application is signed.
v Québec Residents: After completion, you may detach this section and send it directly to Manulife Financial in the enclosed business reply envelope. v

4. UNDERWRITING QUESTIONNAIRE — PLEASE ENSURE THAT YOU HAVE ANSWERED ALL QUESTIONS ON BOTH SIDES.

NAME ‘ NAME OF DOCTOR TELZ::([)?IREI:I 0. ‘ DIﬁISETA(':)DNE:IﬁS)N ‘ DIAGNOSIS /TREATMENT /MEDICATION GIVEN
MEMBER
SPOUSE
CHILD
CHILD
CHILD

If additional space is needed, complete a separate sheel, signed and dated.
Has any individual proposed for coverage: MEMBER SPOUSE  CHILD(REN)

1. Ever had or been treated for mental or nervous disorder (depression, anxiety, stress, etc.), disorder of the brain or nervous system, heart or YES NO YES NO YES NO
circulatory disorder, chest pains, high blood pressure, diabetes, cancer, tumour, lung or liver disorder, hepatitis (including carrier state), kidney
disorder,urinary abnormality, unusual infection or immune system abnormality, or other illness not mentioned? ..........cccocouevicceieininiiccieinnes 0O 0O 0O 0O O 0O
2. Used drugs for other than medical purposes, been treated for or advised to reduce alcohol or drug use or used marijuana in the past 7 years? ........ O 0O O 0O O 0O
3. Ever had back, neck, hip or knee trouble or been treated for chronic pain or fibromyalgia, had X-rays of spine or joints or been hospitalized or
disabled by any INJUIIES? ......c.c.oviiiiiiieiiiiiccce e 0o o 0o o 0o o
4. Ever had any positive test, treatment for or exposure to HIV or AIDS? ......cccvuiiiiiiniiiniiiicisicisieine O 0O O 0O O 0O
5. Female Applicants: Are you currently pregnant? If yes, give due date: (MM/YYYY) i O O O O O O
6. In the last 2 years, been prescribed medication, other treatment or counselling for any disorder other than minor ailments (colds, flu, etc.),
been advised to see another doctor or to have surgery or had an abnormal investigation or test result? ..........cccooviiiviiiniiniiiicicicccne O d O d 0o d
7. Ever engaged in or intend to engage in, any hazardous sport or activity, e.g., flying (except as a fare-paying passenger on a commercially licensed
O O O O 0o O
8.  Smoked cigarettes in the last 12 months? (If other forms of tobacco used, give details.) .......cccccueiuiuiiiiiiiiriiiiircccc e O O O O O O
9. Ever applied for any insurance that was declined, modified 0r rated? .........cccciiiiiiiiiiiiiii e 0o o 0o o 0o o
10.  Ever had his/her driver’s licence suspended or been charged with impaired driving? If yes, provide driver’s licence number: O 0O O 0O O 0O
11.  Plan to reside outside of Canada? If yes, state country anddate. 0O 0O 0O 0O O 0O

If you answered “yes” to any of the questions above, please provide details on reverse. If you require additional space, please use a separate page, signed and dated.
NOTE: Manulife Financial may request a medical examination, urinalysis or tests such as general blood profile (including blood test for HIV) which will be made PLEASE COMPLETE BOTH SIDES
at no expense to the applicant.Results of any positive infectious disease tests will be reported to the appropriate health department if required by law.



bblay
Caroline Hancock
c/o McFarlan Rowlands Insurance Brokers
1570 Hyde Park Rd.
London ON  N6H 5L5                  1-866-471-7152


5. PAYMENT METHOD Please choose ONE option.
ANNUAL D MONTHLY
a) ] Charge to my: [] | a) [] By Pre-Authorized Collections Plan (PAQ).
Enclose a specimen cheque marked “VOID".

L)L l |

Card No. Expiry Date $ + T =%
OR Total Monthly Premium Provincial Sales Tax MONTHLY
b) ] My cheque is enclosed, made payable to “Manulife Financial” if applicable AMOUNT PAYABLE
$ X + T = $
Total Monthly Premium No. of months to March 1st,  Provincial Sales Tax AMOUNT PAYABLE
(excluding present month) if applicable TO NEXT March 1st

IWe authorize Manulife Financial to make a monthly withdrawal from the account described on the accompanying specimen cheque for monthly insurance premiums due on or after the date of this authorization. )
The Pre-Authorized Collection Plan may be terminated either by Manulife Financial or by mefus through written notice. Manulife Financial also reserves the option to change the method of payment for another qualifying option after the occurrence of a deposit not honoured.

For your convenience, if you choose payment by Pre-Authorized Collection Plan or credit card, your future premium billings will automatically reflect the same payment method.
1 Residents of Ontario add "Ontario Retail Sales Tax" (8%). Residents of Quebec add "Quebec Sales Tax" (9%).

6. MONTHLY RATES

THE ESSENTIAL PLAN — HEALTH ONLY THE ESSENTIAL PLAN — HEALTH & DENTAL
Age B.C.&Man.  Alta. & Sask. ~ Ont. & Terr. Québec  Atlantic Prov. Age B.C.&Man.  Alto. & Sask.  Ont. & Terr. Québec  Alantic Prov.
0to4 $20.18 $20.39 $30.02 S1211  $2370 0to4 $26.70 $26.50 $38.61 $17.08  $30.02
5t19 21.94 24.84 32.50 14.59 26.19 5t019 45.64 43.99 61.17 39.23 46.37
20 to 44 36.43 40.16 50.72 27.95 38.40 20 to 44 69.45 7.31 89.01 65.41 67.69
45 to 54 47.1 52.99 68.41 36.64 54.13 450 54 80.73 82.80 106.50 74.52 82.70
5510 64 60.44 66.76 88.29 45.54 70.28 5510 64 92.74 97.19 126.06 83.52 97.91
THE ENHANCED PLAN — HEALTH ONLY THE ENHANCED PLAN — HEALTH & DENTAL
Age B.C.&Man.  Alta. & Sask. ~ Ont. & Terr. Québec  Atlantic Prov. Age B.C.&Man.  Alta. & Sask. ~ Ont. & Terr. Québec  Atlantic Prov.
0to4 $24.63 $727.95 $39.43 $1563  $32.09 0to4 $34.88 $34.36 $50.20 $2153 $38.92
5t19 2857 36.23 46.58 21.53 39.23 5t19 62.00 61.58 86.32 54.65 68.31
2010 44 49.06 56.61 77.94 37.88 59.712 200 44 104.33 102.15 137.55 101.12 101.12
4510 54 64.48 73.01 96.67 49.16 78.35 451054 122.85 121.82 165.19 118.20 122.96
5510 64 83.94 93.98 122.75 62.62 101.64 5510 64 143.66 143.45 197.06 134.45 149.56
NOTE: These premiums may be tax-deductible if you are self-employed! Premium rates are subject to change at any policy anniversary or with 30 days’ notice if government regulation
or law impacts the plan. Age means attained age at the Policy Anniversary date. Rates are based on Member’s Province of Residence. The pr Jor a couple or family is determined
by adding together all family bers’ individual premi

TERMS AND CONDITIONS — Please read carefully before signing.

DECLARATION. I (the member) hereby apply for insurance to the Manufacturers Life Insurance Company (Manulife Financial). I/we declare that the statements contained in this application, including the Underwriting Questionnaire
originally attached hereto, are true and complete and, together with any other forms signed by me/us in connection with this application, form the basis for any certificate issued hereunder. I/we understand that any material
misrepresentation, including misstatement of smoker status, shall render the insurance voidable at the instance of the insurer. I have read and understand the exclusions and limitations that apply to the coverage applied for. I/we understand
that insurance will take effect on the date my/our properly completed application (including the Underwriting Questionnaire) and the first premium are received by Manulife Financial, subject to the approval of the company's underwriters.
T acknowledge receipt of and confirm my agreement with the Notice on Exchange of Information and the Notice on Privacy and Confidentiality, I understand that any health information must be accurate as at the date the application is
signed. I/we declare that I/we have been made aware of the reasons why the health information is needed and the risks and benefits to the individual of consenting or refusing to consent. This consent shall take effect on the date of signing
of this application and shall expire 7 years after the termination date of any certificate issued as a result of this application. I/we understand that this consent may be revoked at any time and that if as a result of such revocation the insurer
is unable to obtain proof claim, this may result in claims not being paid.

AUTHORIZATION. Relative to the insurance applied for, I/we, the undersigned applicant(s), or parent/guardian if the applicant is a minor child hereby authorize any licensed physician, medical practitioner, hospital, pharmacy, clinic
or other medically related facility, insurance company, the Medical Information Bureau, the insurance plan sponsor, any investigative and security agency, any agent, broker or market intermediary, any government agency or other
organization or person that has any records or knowledge of me/us or my/our health or the health of any member of my/our family to be insured under this plan to provide to Manulife Financial or its reinsurers any such information
for the purpose of this application and contract and any subsequent claim. I/we authorize Manulife Financial to consult its existing files for this purpose. I/we authorize Manulife Financial, its subsidiaries, affiliates and agents to use the
information in this application and its existing files to offer me/us their products or services. I/we understand that my/our consent to the use of such information to offer me/us products or services is optional and that if I/we wish to
discontinue such use I/we may write to Manulife Financial at the address shown on this document. A photocopy or faxed copy of this authorization shall be as valid as the original. I (the member) hereby designate the individual (s) named
as beneficiary to receive the proceeds payable on my or my spouse's death.

] Les parties ont expressément demandé que la présente entente et les annexes ou documents y afférents soient rédigés en anglais.
(The parties have expressly req d that this Ag t and any related appendices or documents be drafled in the English language.)

Member’s Signature Date

Spouse’s Signature Date
(if applying for spousal coverage)

Co-Signature Date
(for Pre-Authorized Collections, if you have a joint bank account)
ﬁgem/ Brol@groline Palmer Hancock?
ame
(City, Province, Country) 023630%}11’64{?)16)

OMTA Geomatics Denturists CMTA CASLPA Psychological Physiotherapy CAOT Planners CIPHI
93609001 WCEF8 2110701 WCEF8 34101001 WCEF8 35201001 WCEFS 32302001 WCEF8 22900001 WCEFS 23013001 WCEFS 92410001 WCEFS 24203001 WCEF8 330010011 WCEF8

Signed at

UNDERWRITING QUESTIONNAIRE — (continued)

Member’s Name Telephone
(PLEASE PRINT) (Res.)
Ques. # | Name to be insured Nature of disorder Duration and date Result Attending doctor and/or hospital

List all medications, or other treatment (therapy, counselling, etc.) that any individual to be insured is currently taking, or expects to be taking, OR that has been
prescribed within the past 12 months, including unfilled prescriptions. If you require additional space, please use a separate page. IF NONE, STATE “NONE”.

Name to be insured | List all medications Date Dosage Monthly Date discontinued Reason
or other treatment prescribed and Cost (if applicable) for use
DD/MM/YYYY| frequency How long used?

Completed applications should be sent to: McFarlan Rowlands, 1570 Hyde Park Rd, London ON N6H 5L5

Questions? Call Caroline Hancock at 1-866-471-7152 / chancock@mcfarlanrowlands.com

AF1183E (02/2008)



bblay
Caroline Palmer Hancock
0236302





