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I MILLENNIUM ACCESS
“imisTrat EXTENDED HEALTH AND DENTAL INSURANCE APPLICATION

APPLICANT INFORMATION

Last Name: First Name: Initial:

Date of Birth: Gender: 0 Male O Female Marital Status: Occupation:

Address:— o Street Name Unit / Apt. / Suite City Province Postal Code
Home Phone: E-mail Address:

Employer:

Name, Address & Phone Number Of Your Workplace

Indicate  Your Requested Level of Coverage: OSingle O Couple O Family Effective Date:

If you are applying for Couple or Family Coverage, please complete in full the “Dependent Information” section below.

DEPENDENT INFORMATION

First Name Last Name Gender: Date of Birth Age | Children \n{ho are 21 or older must be reg.istered
Spouse O Male gzpae:g(lel;]ttlme student or qualify as a disabled
1 Female '
Child (1
fld (1) E gez:]'ile student 2 Y& Disabled S LS
o]
Child (2) S Vale Student g;es Disabled SL*S
emale 0 [o]
Child (3) E :;’Ialel Student E If Disabled S L§
emale [ [*]
child (4) S 'l;’lez::ea . Student S Y& pisabled E Les
o] [¢]
Child (5) E 'I:/Ialel Student S Les Disabled S Les
emale 0 [*]
child (6) O Male Student B Y& Disabled & Yes
1 Female O nNo O No
* Does your spouse/partner have coverage elsewhere? [ Yes O No If “yes”, you must complete the following information:
Spouse’s/Partner’s Name: Spouse’s/Partner’s Employer:
Spouse’s/Partner’s Insurance Company: Spouse’s/Partner’s Group Policy No.:

PRE-AUTHORIZED PAYMENT

I/We hereby authorize Macdonald Administration Services to withdraw premium payments from my/our account. Should there be any change in either
the amount or premium due date, Macdonald Administration Services will give the applicant written notice. Macdonald Administration may terminate coverage
should a withdrawal be refused for any reason and the financial institution shall in no way be held liable should such an event occur. This authorization shall
remain valid unless written notice is received by Macdonald Administration Services, thirty (30) days prior to the next premium due date
requesting cancellation by either the applicant or account holder(s).

Signature of Account Holder/ Payor (if other than Applicant or Spouse) Date

ATTACH TO THIS FORM A PERSONAL BLANK CHEQUE MARKED “"VOID” PLUS A CHEQUE FOR THE FIRST MONTH PREMIUM MADE PAYABLE TO
“MACDONALD ADMINISTRATION SERVICES”.

100 Cowdray Court - Suite 200, Toronto, ON M1S 5C8

RATES ARE INCLUSIVE OF ALL TAXES AS REQUIRED BY LAW - Rates are effective January 1st, 2011 through to December 31st, 2011

O PlanA- [J Single $147.03 [ Couple $294.06 [] Family $371.74
O PlanB- [J Single $127.57 [ Couple $255.10 [] Family $322.29

THROUGH Associated Group Marketing Services Inc.

SELLING AGENT

YOU MUST COMPLETE THE APPLICANT AUTHORIZATION ON THE REVERSE SIDE. FAILURE TO DO SO WILL RESULT IN YOUR APPLICATION NOT BEING PROCESSED. MIL - 01/11



STATEMENT OF HEALTH

Please check ] “Yes” or “No" to all questions for yourself and eligible dependents and provide additional information when “Yes” is indicated.

Insured - Height: [ Feet or [ Centimeters Spouse - Height: [ Feet or [ Centimeters

Insured - Weight: [ Pounds or [ Kilograms Spouse - Weight: [ Pounds or [ Kilograms

1 Do you or any of your dependents have any reason to believe you are not in good health, or have any knowledge of any condition
that might require entry into a hospital or to undergo any surgical, medical, or psychiatric treatment? OYes [ONo

2 | Areyou or any of your dependents pregnant? Please indicate how many months, and whether there are any complications.

OYes [ONo
3 | Have you or any of your dependents ever made an application for life, disability or health insurance, where the application was
declined, modified, offered on special terms, or is currently pending with another insurer? OYes [No
4 | Within the last 5 years have you or any of your dependents consulted a doctor or any other health care practitioner for ECGs, blood Oy on
es o}

tests, x-rays, or any other tests, or had any surgery or received any treatment in a hospital

Do you, your spouse or any listed dependent children currently take or use any prescription drugs, have a prescription for which refills
5 | are currently authorized or expect to be using any prescription drugs? If YES, please indicate the name of each medication, its

strength, the frequency of use, and approximate monthly cost of each medication. If additional space is required, please attach a OvYes [ONo
separate signed and dated sheet. Note: Prescription drugs include oral medication, injectables, creams, drops or serum.

6 | Have you or any of your dependents consulted a physician annually over the last two (2) years?
Provide the name and telephone number of the physician who holds the majority of your health records. If you do not have a doctor, LlYes [ONo
indicate “None”.

Name of Physician/Medical Clinic: Telephone No.:
7 | Have you or any of your dependents visited a dentist on a regular basis over the last two (2) years? OvYes [JNo
Provide the name and telephone number of your dentist. If you do not have a dentist, indicate “None”.
Name of Dentist: Telephone No.:
8 | Do you or any of your dependents plan to visit a dentist in the next two (2) months?
OYes [ONo

If “Yes", please indicate dental work to be done

Claims submitted are audited to verify accuracy of the medical information provided.

STATEMENT OF HEALTH / PERSONAL DECLARATION

I HEREBY CONFIRM that the information contained in this form is true and complete to the best of my knowledge.

If applying for benefits on my dependents, I CONFIRM THAT I AM AUTHORIZED to release information concerning my spouse/partner and/or dependent
children, for the purposes of determining their eligibility for benefits.

On behalf of myself and my dependents, I CONSENT TO THE RELEASE of the information contained in this form to Macdonald Administration Services (MAS),
its employees, related agents, insurers, reinsurers and service providers for the purpose of underwriting, administration, claims processing and the enroliment
of me and my dependents in this insurance plan. Failure to disclose or falsifying information regarding my health and/or that of spouse/partner
and/or dependent children could result in denial of a claim and the cancellation or modification of this coverage.

I declare that I, and my spouse/partner and all listed dependents are covered by our Provincial Government Health Plan.

I/We understand that it is my/our obligation to notify Macdonald Administration Services of a change in my health and that of my spouse/partner and any listed
dependent children due to either injury or iliness which occurs after the date of application and prior to the effective date of the policy.

I ACCEPT that the coverage applied for under this plan is subject to the approval of the plan underwriters, and may be declined based on their medical
insurability guidelines. Coverage shall not become effective until the first of the month following approval by Macdonald Administration Services.

I CONSENT TO AUTHORIZE any licensed physician, medical practitioner, hospital, clinic, or other medically related facility or pharmacy, insurance company
or financial institution, Revenue Canada, the Medical Information Bureau, any personal information agent, investigative and law enforcement agency, agent,
broker, employer, former employer, and any government agency or other organization or person that has any record or knowledge of me or my health to
provide and exchange such information with the plan underwriters or their reinsurers, for the purpose of this Application for Insurance, its administration, any
modification or reinstatement thereof, and any subsequent claim.

Signed at: this day of
City / Town Province Date Month

Year

Applicant’s Signature: Spouse’s Signature:
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