M Manulife Financial

| For your future»

Group Benefits —e-Application for Change

Please print clearly and complete all pages of form. If required, retain a photocopy for your files.

1 General information

We require this information to
process your request.

To be completed and signed by
plan sponsor.

Plan contract number(s) Plan member certificate number Plan sponsor
83713 Okanagan College
Plan administrator name Plan administrator telephone number

(250) 762-5445 Ext.

Plan member name (last, first, middle initial)

| certify that the plan member listed above is actively at work at their usual place of employment in
Canada. Actively at work means the plan member works a normal work schedule of at least the set
minimum hours per week as stated in the plan contract over a 52 week period including paid vacation.

Plan administrator signature Date signed (dd/mmm/yyyy)

2 Plan member name change

New name (last, first, middle initial)

3 Plan member address

Address (number, street, apt. number)

City Province Postal code
4 Addition of benefits Addition of Extended Health Care Addition of Dental Care
| wish to ADD Extended Health Care for | wish to ADD Dental Care for
A spouse/common law spouse is & Myself ONLY & Myself ONLY
considered an eligible dependant O Myself AND 1 dependant O Myself AND 1 dependant
under your group plan. Please refer
to your contract for guidelines. O Myself and 2 or more dependants O Myself and 2 or more dependants
O My dependants ONLY (I am already covered) O My dependants ONLY (I am already covered)

*Please enter the date that the
common-law cohabitation began in
the "Date commenced" field.

Reason for additions (check one only)

O Marriage O Common-law relationship* O Spouse's coverage cancelled

Date of marriage (dd/mmm/yyyy) Date commenced (dd/mmm/yyyy) Cancellation date (dd/mmm/yyyy)

O Birth of a Child

Date of Birth (dd/mmm/yyyy)

O Other Please give details of "Other". If necessary, attach a separate sheet.
Effective date (dd/mmm/yyyy)

5 Refusal of benefits

You may refuse Extended Health
Care and or Dental Care for yourself
and/or your dependant(s) only if
covered for similar benefits under
spouse's plan.

The Manufacturers Life Insurance Company

Refusal of Extended Health Care Refusal of Dental Care

I do NOT want Extended Health Care for 6) NOT want Dental Care for
Myself ONLY Myself ONLY
Myself and my dependant(s) Myself and my dependant(s)
My dependant(s) ONLY 8 My dependant(s) ONLY

Date of refusal (dd/mmm/yyyy) Date of refusal (dd/mmm/yyyy)

If you wish to add coverage at a later date you may re-apply for these benefits. Satisfactory medical
evidence may be required.
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6 Termination of dependent
coverage

OI wish to terminate coverage for a specific dependant(s) (see section 9)

OI wish to terminate ALL coverages for ALL dependants OPIease change coverage to single
Effective date of termination (dd/mmm/yyyy)

Reason for termination

7 For Quebec residents
(age 65 or over)

(O I am participating in the RAMQ drug plan provided by the Quebec government
(O I'am NOT participating in the RAMQ drug plan provided by the Quebec government

8 Co-ordination of benefits

This information is important for the
correct adjudication of your claims.

Complete sections 8 and 9 only if
you are required to enrol your
spouse and children, and you need
to change information.

Spousal Health Does your spouse have health coverage OYES ONO Effective date (dd/mmm/yyyy)

Coverage under his/her own insurance plan?
Spousal Dental Does your spouse have dental coverage OYes ONO Effective date (dd/mmm/yyyy)
Coverage under his/her own insurance plan?

Does your spouse's health/dental plan cover:

Health Dental
Your spouse only
Your spouse and yourself only
Your spouse and children only Spouse's date of birth (dd/mmm/yyyy)
O Your spouse, you and your children

9 Family information

Change Effective date of
type code change
ADIC
(see below) (dd/mmml/yyyy)

Complete this section only when you are changing information pertaining to dependants that have
previously been enrolled OR when you are adding/deleting a dependant. If more than 4 children,
please attach a separate listing.

Spouse/child name Date of birth Sex Relationship ~ Full-time
code student?
(dd/mmm/yyyy) HWISIC
(last, first, middle initial) (MorF)  (seebelow)  (YesorNo)
spouse M
Q A
Or
child Owm O es
O Ono
child Owm O ves
O Oro
child Owm O vYes
Or Ono
child Owm O ves

OF Ono

Change type codes: A =Add, C = Change, D =Delete Relationship codes: H = Husband, W = Wife, S =Common-law spouse, C = Child, OA = Overage Student

10 Beneficiary designation

Should you wish to change you beneficiary designation, please complete and sign Group
Benefit - Beneficiary Designation form (this form can be found on the Human Resources -
Benefit Forms Resources Centre webpage at www.okanagan.bc.ca

Send leted f to:
end completediorm fo Okanagan College

Human Resources Division
1000 KLO Rd
Kelowna, BC V1Y 4X8

The Manufacturers Life Insurance Company
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11 Plan member signature

Please sign and date here.

| hereby apply for coverage ("Coverage") under the Group Benefits plan issued to my plan sponsor by

Manulife Financial ("Manulife"). | understand 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. | understand 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 our 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 misleading
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 ororganization with Information, including any medical and health professionals, 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
and with Manulife, its reinsurers and/or its service providers, for the Purposes. | am authorized 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. | authorize my plan sponsor to make deductions from my pay for
my Group Benefits plan, if applicable. | authorize the use of my Social Insurance Number ("SIN") for the purposes
of identification and administration, if my SIN is used as my plan member certificate number. | agree a photocopy
or electronic version of this authorization is valid.

If applicable, | authorize Manulife to deposit all payments ("Payments") due to me from the above referenced
Group Benefits policy ("Policy"), into the bank account ("Account") that | have identified on this form. | confirm that
this direct bank deposit authorization applies to the financial institution herein named by me and any other financial
institution | choose to name in the future; and shall remain valid until revoked in writing by me, or my duly
authorized representative. | understand and agree that upon the deposit of any Payment(s) into the Account,
Manulife is fully discharged from any further liability with respect to such Payment(s). | also understand and
agree that Manulife may, at any time and without prior notice, discontinue the direct deposit of Payment(s), as
requested herein, and require my personal written endorsement relating to future Payment(s). | also hereby
acknowledge and agree that any Payment(s) made by Manulife into the Account, to which | am not entitled,
either by contract or by law, shall not form part of my property, and shall be immediately refunded to Manulife,
either by me or by representatives of my estate.

If applicable, | authorize Manulife to correspond with me through the email address identified on this form
regarding my Coverage, for the Purposes. | understand such correspondence may contain Information; and that
the Information is being sent in a manner that is not guaranteed as a secured means of communication. | agree
that Manulife is not liable for damages which | may incur as a result of interception by a third party of an email
transmission sent by Manulife or by me pursuant to this authorization. | agree should the email address identified
on this form change that | am responsible for updating the email address maintained by Manulife. | understand
that if | do not wish to receive emails from Manulife, | can remove my email address online or by contacting the
Customer Service Center.

| understand that any Information provided to or collected by Manulife in accordance with this authorization, will
be kept in a Group Benefits life, health or disability file. Access to my Information will be limited to:

» Manulife employees, representatives, reinsurers, and service providers in the performance of their jobs;

» Persons to whom | have granted access; and

* Persons authorized by law.
| have the right to request access to the personal information in my file, and, where appropriate, to have any
inaccurate information corrected.

| 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.ca/groupbenefits, or from my Plan Sponsor.

Plan member's signature Date signed (dd/mmm/yyyy)

12 Mailing instructions

The Manufacturers Life Insurance Company

Please send the completed form electronically to Human Resources or mail to:

Okanagan College

Human Resources Division
1000 KLO Rd

Kelowna, BC V1Y 4X8
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