-@\Ass"mpﬁm Lite " Total Protection Application

P O. Box 160/770, Main Street, Moncton, N.B., Canada E1C L1 ' Policy
Tel - 506 853-6040  Fax . 506 853-5459

T —
1. Proposed insured (please print) 9. Beneficiary ) ]
- . First
First Name Middle Last Name Age Relationship
No. Street Contingent
Name Age Reiationship
City Postal Code ' '
10. Premium paid $
2. Date of birth
/ / Age Sex 11. Agentcode __ Agency code
Day Month Year
Name of agent
3. Insurance on Proposed insured )
Total Protection Amount $ 12. Wil this insurance replace or cause change in any existing

insurance?

4. Dividend Option
. _ OYes [l No (If “Yes” please complete and attach a
1 Cash [0 Reduced Premiums comparisch disclosure statement.

1 Accumulation

13. Are you now hospitalized or confined to a clinic, a nursing
home, a rest hame, a hospital, a special care institution or

U Apnually O coM - : at your residence?

5. Premium Payable

6. Premium Notices . ' : OYes CONo (if “Yes” do not submit this application.)

(O Insured at residence *Other (give name and address below)

14. Have you been treated for any type of cancer during the
past three years? .

[J Yes [(JNo (If “Yes” do not submit this application.)
7. Social Insurance Number

8. Owner 15. Have you been informed that you have tested positive for
. the human immune deficiency virus (HIV) or have you
O Proposed Insured U Other (give name & address) been informed that you have acquired immune deficiency

syndrome (AIDS) or any aids-related disease?

[J¥Yes [JNo {f "Yes” do not submit this application.)

I represent that the statements and answers in this application are true and complete to the best of my knowledge and belief. It is agreed that:
a) No agent has the authority to make or aiter any contract for the Company: b} Insurance shall take effect when all of the following are satisfied:
1} A policy ssued by the Company is accepted by the applicant: 2) the full first premium is paid.

I understand and agree tc the restriction in death benefit in the first two policy years.

Medical authorization: For claim purposes, | hereby authorize any physician, hospital, slinic, insurance company, or other organization institution
or government office (including the Ontario Health Insurance Plan or the Reégie de I'assurance-maladie du Québec) that has medical information
about me to provide Assumption Life with any such information. A photacopy of this authorization shall be as valid as the original.

Signed at ) this day of 20

Agent Signature of proposed insured

Agent or broker notice to applicant: | declare being paid by
0 eommissions andg/or (O fees and share this remuneration

with: Sagnature of owner or applicant {if other than proposed insured).
RECEIPT

Received from ' this day of 20
a premium deposit of § in connection with an application for life insurance.

Signature of Agent

NOTE: if you do not receive a policy or refund of the amount you paid within 60 days
from the date of this receipt, please notify the Company.



Request for Pre-Authorized Banking Service
Assumption Life

CHEQUE-O-MATIC {C.0.M.)
or Pre-Authorized Cheques

TYPE OF ACCOUNT

D CURRENT D PERS. CHECKING D SAVINGS

NN Y N I O O B

ACCOUNT NO.
DEPQSITOR'S NAME AS SHOWN ON FINANCIAL INSTITUTION RECORDS {IN BLOCK LETTERS)

D IF JOINT ACCOUNT

|

S T O

NAME OF FINANCIAL INSTITUTION
L rrrr ol

BRANCH ADDRESS (2 LINES MAXIMUM)

MONTHLY
FAYMENT

EFFECTIVE
DATE-C.O.M.

POLICY NO. OR
MORTGAGE NO.

APPLICATION

NO. NAME OF INSURED

TOTAL

TRANSIT NO. INCLUDING (MICR) ENCODING

- [ I I I I I
DATE RECEIVED NOTICE SENT ON

You are hereby authorized and requested to pay and debit to the account of the undersigned mentioned below, whether it continues to be maintained at the
branch named below or is from time 1o time transferred te another branch of the bank or financial institution, all cheques purporting to be drawn on you on
behalf of the undersigned, or of any of the undersigned if more than one, by and made payable to ASSUMPTION LIFE and presented to you for payment
and to pay and debit to the said account alt amounts specified on any magnetic or eomputer-produced paper tape that is or purports to be a direction on
behalf of the undersigned to credit an amount to the said Payee and to debit such amount to the said account. (This authorization may be revoked on ten
days written notice to the branch of the bank or financial institution at which the said account is currently maintained.)

In consideration of your acting as aforesaid, it is agreed that your treatment of each such cheque and your rights with respect to it shall be the same as

if it were signed by the undersigned, or by each of the undersigned if more than one, personally, and that your rights by reason of the payment and debit as
aforesaid of the amount specified on any such tape shall be the same as if such amount were specified in a written direction to credit such amount to the
Payee and to debit such amount to the said account signed by the undersigned, or by each of the undersigned if more than one, personally, and that failure
to pay any such cheque or to credit or debit the amount specified on any such tape shail give rise to no liability on your part even if such failure results in
default of the fulfilment of any obligations of the undersigned or in forfeiture of insurance or loss or damage of any kind.

Any delivery of this authorization to you will constitute delivery by the undersigned.

A fee will be levied by us if cheque is returned by your bank.

Signature{s) of Depositor(s) as shown
in Financial Institution Records for
the above-mentioned Account

Date

4042-00A-99B

Assumption Life

P.Q. Box t63/770 Main Street, Moncton, N.B., Canada E1C BL1 ]

Tal &AL DET O/AN Cor RNC ORD SAND

A



	name of applicant: 
	beneficiary name: 


