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plan member. Please print clearly in dark ink using CAPITAL LETTERS.

that the  listed below is  means the  works 

yes

To be completed 
by employee

Address (number, street, apt.)

Insured’s last name First name

Policy number

Single
Couple
Family

Single
Couple
Family

Plan sponsor name Plan contract number 

Salary $

Plan administrator signature

Registered under the Canadian Indian Act

your contract.)

Occupation

Plan member’s last name

(dd/mmm/yyyy)

Language English French

First name

Female

City Postal code

yes

Eddie Bauer of Canada Corporation 614730

001

Frequency _______
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7 Dependant
information
Spouse

dependants in section 5 Application for coverage.

Male          Female

*To apply for over-age disabled dependant coverage, please complete form GL0514E.

Last name First name Date of birth
(dd/mmm/yyyy) Male     Female

Over-age
student

Over-age disabled 
dependant*

10 Mailing instructions Plan Member Administration
Manulife
PO BOX 11006, STN CENTRE-VILLE
MONTREAL QC  H3C 4T8

Page 2 of 4

If there is not enough 
room to list your 
dependants, attach 
details on a separate 
sheet.

Email address (Please print clearly)

By providing your email address, you will receive an invitation to register for your Plan Member secure site where you can view
your electronic claim statements.

By providing your banking 
information, your claim payments will 
be deposited directly to your account. 
Locate your banking information 
on your personal cheque or bank 
statement, or contact your branch.

8 Banking
information and 
email address

Transit number Institution number Account number

I 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). I 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). I also hereby acknowledge and agree that any Payment(s) made by Manulife into the 
Account, to which I 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, I authorize I 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. 
I agree that Manulife is not liable for damages which I 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. I agree
Manulife. I understand that if I do not wish to receive emails from Manulife, I can remove my email address online or by contacting the Customer Service Centre.
I understand

I acknowledge
Manulife’s Privacy Policy and Privacy Information Package, available at www.manulife.ca/planmember, or from my Plan Sponsor.

PLEASE SIGN HERE
Signature of plan member Date signed (dd/mmm/yyyy)

9 Authorization and consent
I hereby I understand that certain aspects of such Coverage 
may extend to my spouse and eligible dependants (collectively, “Dependants”). I certify that the information in this form is true and complete to the best of my 
knowledge. I 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. I 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. I authorize Manulife to collect, use, maintain 

claim management, underwriting and for determining plan eligibility (“Purposes”). I authorize any person or organization with Information, including any medical 
and health professionals, facilities or providers, professional regulatory bodies, any employer, group plan administrator, insurer, investigative agency, and any 

providers, for the Purposes. I 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. I authorize I authorize

I agree
a photocopy or electronic version of this authorization is valid.
If applicable, I authorize

Complete
only when 

providing new 
or updated 
information.

Last name First name Date of birth (dd/mmm/yyyy)

If common law, please provide the effective date of cohabitation (dd/mmm/yyyy)
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All sections of this page should be completed as it will replace any prior designations.

Plan sponsor name Plan contract number

Relationship to plan member Percentage

Relationship to plan member Percentage

Relationship to plan member Percentage

You 

Plan contract number

Relationship to plan member Percentage

Relationship to plan member Percentage

Relationship to plan member Percentage

You 

proceeds will be paid to your estate.
Relationship to plan member

Relationship to plan member

designation must be signed and 

Plan member signature

Eddie Bauer of Canada Corporation 614730
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