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a) blackouts, fainting, convulsions, headache, epilepsy, stroke or brain disorder?

b} asthma, bronchitis, tuberculosis, pleuritis, emphysemna, coughing up of blood, persistent cough, lung or respiratory disease?
¢) high blood pressure, high cholesterol, chest pain, heart murmur, heart attack, heart or circulation disorders?

d) sugar, albumin, pus or blood in the urine, nephritis, kidney or bladder stones or disorders?

e} prostate or genital cancer, tumour or disorder?

f) diabetes, thyroid disorder, other endocrine disorder, lymphadenopathy, anemia, atllergies, glandular or blood disorders?

@) acquired immunodeficiency disease {AIDS), AlDS-related complex (ARC) or any other immune-system disorder?

h) accident sequelae, physical defect or suffering from illness?

2- Du ngthe last five years, have theke 16 b insured ever had any of thie foflow grsymitoms or disarders?

a} ulicers, recurrent indigestion, intestinal bleeding, colitis, jaundice, hemorrhoids, hernia, or gastric, intestinal, rectal,
gall bladder, liver or pancreatic disorder?
b) eye, ear, nose or throat disease?

¢ low back pain, diskopathy, rheumatism, arthritis, paralysis, muscle or bone pain, muscle or bone disease
or stiffness——including joints, back, neck and spinal column? {possible additional questionnaire)
d) nervous depression, anxiety, burnout, depressive states or nervous system disorder? (possible additional guesticnnaire}

Over the last five years, have those to be insured done any of the following:

e} consumed alcohol?

If yes, how much per week? Primary Insured Spouse

What is consumed: beer, wine or liquor? Primary Insured Spouse

f) been medically advised to drink less alcohol? (possible additional questionnaire}

g) taken narcatics (in particular morphine or heroin) without a medical prescription, amphetamines,
L5D, marijuana, cocaine ar cther drugs? (possible additional questionnaire)

3 - During the ast.thres years, have those to-be-insured ... “E
1t had chiropractic, surgical, medical or psychological treatment? {possible additional guestionnaire)
b} practised dangerous sports {mountain climbing, racing, parachuting, deep-sea diving, etc.)? (possible additicnal questionnaire}

¢) had an insurance application or a reinstatement application rejected, suspended, withdrawn or accepted
with special conditions?

d) consulted or planned to consult a doctor or other health professional or have an operation?

e} taken or take any medication?

& - Over the last 12 months, have those td beinsured et
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z» used tokacco in any form? Primary Insured Spouse D |___| D
5 - Please complete the following information:
L Family riame - First nimé "l Height " Weight Recent change apd reason

Primary Insured

Spouse

Dependent Children

i Women only

a} Are you pregnant? If yes, specify due date

o) Have you ever had a miscarriage, a caesarean or other complications of pregnancy?

Primary

Insured Children

Spouse
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7-TOBE COMPLETED FOR:CRITICAL ILLNESS ASSISTANCE BENEFIT ONLY )

I, the undersigned, hereby declare that a critical illness contract covering at least the five illnesses covered by Global Plan and for an amount of insurance
of at least $25 000 has been issued by ancther insurer for the person to be insured within the 60 days preceding the signing of this application.

Name of company issuing the contract Contract no. and effective date
Primary Insured
Spouse
Signed in , this day of R
Signature of Primary Insured (Policyhalder if Primary Insured is under age 18) Signature of Spouse Signature of Representative

DECLARATION FOR CRITICAL ILLMESS ASSISTANCE BENEFIT
Each person to be insured hereby declares that he/she has never consulted a doctor, been hospitalized, taken drugs or received treatment for any of the following conditions:

mnsulin-dependent diabetes (diabetes treated with injected insulin)
e} Kidney failure, kidney transplant

f} Gastrointestinal disorders (cirrhosis, hepatitis, ulcer, internal bleeding,
liver transplant, surgery for bowel obstruction)

=4

a) Cardiovascular disorders (heart attack, angina, arrhythmia, pacemaker, defibrillator, hypertension, d
heart failure, bypass, angioplasty, valvulopathy or valve replacement, aortic aneurysm, heart transplant,
peripheral vascular disease or any other heart surgery)

b) Chronic obstructive pulmonary disorders (asthma, emphysema, chronic bronchitis, lung transplant)

¢} Neurological disorders (stroke, transient cerebral ischemia (TCH)} g) Cancer or malignant tumour
Signed in , this day of ’
signature of Primary Insured {Policyholder if Primary insured is under age 18) Signature of Spouse Signature of Representative

FIF YOU ANSWERED YES TO ANY OF THE QUESTIONS ABOVE, PLEASE PROVIDE DETAILS BELOW.

DATE OF EACH | SYMPTOM DURATION OF NAMES AND ADDkESSES OF DOCTORS
OCCURRENCE | DURATION | ABSENCE FROM WORK| AND MEDICAL ESTABLISHMENTS

QUESTION

NO. PERSON'S FIRST NAME DETAW.S OF DIAGNOSIS AND TREATMENT

8 - METHOD OF PAYMENT

(] MONTHLY CREDIT CARD PAYMENT ] Amex 1 MasterCard ) wisa

BRI N

Card no. . Month  Year Signature of Cardholder

] MONTHLY DIRECT DEBIT: Please sign the following authorization and attach a void cheque.
AUTHORIZATION: | authorize the Insurer to make monthly withdrawals from my account, the number of which is shown on the attached void cheque.

Desired date for withdrawing monthly premium (except the 29th, 30th or 31st of the month}

Signature of account holder{(s}

{In case of a joint account, all account holders must sign)

ANNUAL PAYMENT: Please attach a cheque payable to ONTARIO BLUE CROSS™

0|0

Payment received Achequeintheamountof$ — to cover the first premium accompanies the application.

Would you like a receipt for income tax purposes? [ Yes [ No

9 - DECLARATIONS

Each of the peopte to be insured hereby declares that all answers and explanations given in this declaration of health and in any other document which, by agreement, forms a part
thereof are true and complete. We, the people to be insured, understand that any omission or fraudulent statement may result in cancellation of the insurance contract or rejection
of a claim that might otherwise be valid. We also understand that any injury on the date of this application or prior to it, or any illmess for which signs appeared on the date of this
application or before are not covered, unless completely disclosed in this declaration of health.

Each of the people to be insured asks that Canassurance Life Insurance Company Inc./Canassurance Hospital Service Association issue a contract as specified herein.

This declaration offers no guarantee of insurance. The contract takes effect on the date of its approval by the Insurer, provided the first premium has been paid in full and no
changes in the insurability of the people to be insured have occurred since the signing of the application.

Each person to be insured acknowledges receipt of the notice regarding the Medical Information Bureau and exchange of information.

Signature of Primary Insured

Signed in Signature of Spouse

Date Signature of Witness

* No representative is authorized to establish or medify a Canassurance Life Insurance Company inc./Canassurance Hospital Service Association contract, to determine if a person to be insured
constitutes an acceptable risk or to waive any rights or requirements in the name of Canassurance Life Insurance Company Inc./Canassurance Hospital Service Association.
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