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REQUESTED COVERAGE

For Meridia,
provide a
complete

illustration
(al pages)
signed by
the client.

Additional
benefits
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Joint insurance

Puraose of insurance

Dptionai or additional Prellminaty

L7 parsonal insurance [ Business insurance | [J Firstto die [ optional 1 Heart prablems, diabetes,
[ Key person O Last to die [ additional cancer, dectined or postpened
(] Purchase of shares [T Last to dig, paid-up QOther application no.

O other on first death

Complete an Addition of
Caverage farm

L

MERIIDIA

Term life coverage
Renewatle and

Critical lliness term coverage

Nen-renewable and

Parmanant Iife coverage convertible non-comerticie T10 R Grdical lliness | ¢ 1 a paramedical is not required, complete
the Q4A questionnaire.
5 TIORAC| § T 175 Crffical Miness | g !
T20R&C | § . " Complete an addition of coverage form for
Too [ Chitg Criticai lliness | § each chilg, 25 well as the D4A guestionnaire.
Intarest Bonus Death banefit

[ Face amount

[J Face amount plus fundg

{71 Face amount plus fund with
Wealth Maximizar Qption

[ variatie interest bonus
(] Guaranteed imterest bonus

If no instructions are given, we will use the
variable interest bonus,

[0 wealth maximizer

costof insurange [ Level (] Annuat (YRT)

option [(110yrs [T i5yrs [ 20yrs

« No seduction for the first years (minimum 10 years)
=5 floor face amaunt {minimum $10,000)

If no instructions are given, the Wealth Maximizer Gption is not exercised.

* No reduction for the first years {minimum 5 years)

*!§ floor face amaunt {minimum $10,060)
If no instructions are given, we will use 5 years and $10,000.

On the Applicant (complete declacation of insurability}

Contribution in the event of
CAaD (3 fmonth | Applicant's Disability

or [ CAD = minimum premium or

CADE| $ /manth

[} CADE = minimum premium

Contribution in the event of

Appiicant's Death GiD !$ /manth

Contribution in the event of
Insured's Disability

Autamatic Investment Instructions (Maximum 5; if no instructions are given, we will use the 5-year average account)

intar Acti na Other
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The Company reservas the right o reimburse deposits at their market value H the contract is refused by the client.
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MAXIRANCE

Permanent Protection

Terin coverage

T00 | ¢ [

Pr@tection ..

Maorgage insurance

Renewable and Non-renewable and ‘ $ I
Lo [s convertible Aon-convertible Attach the amortization schedule.
20 s TIOR&C | § im0 |s LI Life
. v [T Critical Hiness {if & paramedicat s not required, comptete the 04A questionnaize

Lo |3 T20 R&C [ § — ]--Tzo Ls I3 pisabitity 100%~ [ nisability 50%*

On the Appricant (complete declaration of insurability} ' g 2 yiars o .

until the end of the morigage (Maximum age 65)
Clweois O wep {1 10 years [ 15 years Oz years ] toage 55 _ _ : 4
e age 60 D toagess [ For lite On the applicant (Complete dectaration of insurability)

1 weDis for life *Maximum benefit of $5,000 per month

TRANS(TION

Gritical ilinsgs Produst

ls

[ Transition T10 R
[ Transition T75
Rider and benefit
1 Transition child

E If 2 paramedicaf is not required,
complete the G4A guestionnaire,

[ Transiticn T10 R with Flexible Premium Reimbursement
L1 transition T75 with Plexible Pramium Reimbursemant
L} Transition T100 with Fiexible Premium Reimbursement

Campiete an addition of coverage
form and guestionnaire 044

On the applicant (Gompiete declaration of insurability)

1 weis for lite

$

Other Plan. L

| Ls |
Ghild Module (] i$__|

Comgplete an Addition of Coverage forin for sach child.

On the proposed insured

AD [ § |

AD&D | §

O Facture
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PREMIUM BILLING

Minimum premiam (MERIDIA) or L e
- Aemourtt paid

Modal pramium (ether progucts)
s__ l b

; . R T Make the cheque payable to the
Mettod of pavma DTmpmﬁum-:meummmium order of industrial Alliance.
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* Not avaitsble with MERIDIA and Transition .
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Have you used any kind of tobacee in mepastmmmwm nmmmmbampmducts {gum, patch, ste.)?
O Yes = Smoker rate Dm-mWM{mmmmmmmm) +Have you ever used tobacco?  [Tves (o .

o «ifyes, when did you quit? | M Y
HISK CLASS FOR PLANS OR RIDERS WITH $100,000 OR MURE OF LIFE INSURANCE
* The premivm correspongs to tha risk class: '[_3 Eiita non-smoker [ &iite smoker
© . D) Proterred non-smoker L] Preferrad smoker
00 Nop-smoker ] Smoker
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Insured’s first name

Proposed
DEELARATION OF INSURABILITY . insured
Dptioeal
il paramedigal
Yes No
KN within the past five years, have you consutted a physician, chiropractor or other 0O O

practitioner, undergone a medical examination or been treated in a hospital, ciinic
or other medical facility? .
Description of the ailments promating the consuitation

’ Names, adcresses and

Consultation dates (frequency)

If yes
provide details
and answer guestion 2

phone numbers of physicizns and hospitals consulted

Applicant
with
WPDis, WPD,
CAD, CADE
Yes No

For &l "yes” answers, ?we details below
specifying the name of the person invoived.

o O

2 ] a} Health problem control or foilow-up exams
(nature of the problem, date of diagnosis, ast control date) OO OO
b) Hospitalization (duration) O 0o d
¢) Treatments received (type and duration) [ O 0O
d) Medication prescribed {name, dosage, duration and date last takan) 0 O O [
&) LI Diagnostic examinations [ slectrocardiograms [ X-rays (IR a3
LI bload tests {nature. date, resutts) [ other (Specity)
f) Follow-up examinations recommended (nature and date) O O O
g) Disahility or absence from work {causes, dates, duration) O & 0O d
B Have you consuited or heen treated for pain or discomtort in the hack, O O o o
neck or joints {frequency, dates. causes)
ED Have you tested positive for an AIDS screening test of for Hepatitis B or C? (Specify) [ 1 O O
B Do you have any physical ar mental abrormalities? O 0
B 0o you take medication prescribed by a physician? (name, reason, dosage} O O O 0O
Has any family member (father, mother, brother, sister, speuse, children) suffered O g O O
from, or is suffering trom diabetes, heart disease or mental iliness,
Huntington's disease, Steinert’s disease or AIDS?
(Give age at diagnosis, actual age if living or age at death)
El 3) Do you foilow a diet prescriped by a physician? o gd O O
b) Have you lost or gained weight by more than 10% in the last year? [ I
(it yes, specify the gain or the loss and the reason)
Bl Have you made or do you inlenc to make aerial flights other than as a passenger? O 0O O O
_ (I yes, complete an Aviation Questionnaire Q1A) : )
il During the past twe years, have you taken part in any hazasdous sports, O d 0
such as parachuting, scuba diving. bungee jumping, mountain climbing,
hang-gliding, gliding, automobile, motercycie or motocross racing, etc.?
(If yes, compiete a Hazardous Sports Questionnaire Q1A} .
Co you intend to trave! or reside outside Canada ar the United States for more than 1 O O 7
amonth? {If yes, complete a Foreign Residance Questionraire Q1A) o
Within the past three vears, have you: ‘ .
{If one of the answers i$ yes, complete a Driving Record Cuestionnaire Q1A)
a) been convicted of five infractions or more under the Highway Traffic Act? | O o
b) had your driver's licence suspended or withdrawn (IF yes, give reason) A 4d o g
¢) been convicted or 6o you have any charges pending for driving O 0O a
. f . £ . Al v 0] T
while impaired? {if yes, give dates) | ‘__l
Within the past 10 years, have you used drugs, narcaiics or steroids? O ad O O
{If yes, complete a Drug Questionnaire (1A}
B Do yeu or have you ever used alcohol? O 0 O O
If yes, answer the following questions:
(1 Unit = 1 glass of wine = 1 bottie of beer = 1 ounce of alcohol) Oday  Clwesk]] |Clday Oweek
a} Currert number of units and frequency: CImenth Olyear Tlmonth Clyear
b} If there has heen a reduction of alcoho! constmption, enter
the rumber of units and frequency before the reduction: Clday  Clweek|| |day Dlweek
{Specify date and reason) Chronth Elysar CImonth Clysar
¢} Have you ever received treatment for alcohol use? | 0o o
(date and name of physician or institution)
) Have you ever been a member of a support group? [ a g
{such as Alcoholics Anonymous)
B Height and weight Or  Dem
Olibs Oxg L ’ ' |

SIGNATURES AND AUTHORIZATIONS

We. the proposed insured and the applicant, deciare that all answers and explanations given ir: this application, or in any
other questionnaire in connection herawith or during any intenagvi. by lelephone or ntherwise, with respact to our
declaration of insurability are true and complate. .

We agree that the insurance takes effect as of the acceptance of the application by Industria-Alliance Life Insurance
Company inasmuch as the latier has heen accepted without modification, the first premium hds been paid and no change
has taken place in the insurability of the proposed insureds since the signing of the application. Wa acknowledye that our
declaration of insurability may e completed during a interview, by telephone of otherwise, which interview may be
recorded. and that Industrial-Aiiance wili rely upon. among ather things, said declaration in determining whether 1o actept
the application,

We hereby authorize any health care professional as well as any other public or private heaith or soclal service
estahlishment, any insurance company, the Medical Irormation Bureau, financial Institutions, personat information
agenits or professional investigation agencies and any public body holding information CONCAITING GUrSelves or our family,

We agree that 2 photocopy of this authorization is as valid as the original.

particularly medical infarmation, and any ether public or private body helding megicat or health relatag information
cencerning ourselves or cur family o supply this information to ndustrial-Alliance and its reinsurers for the risk
assessment or tha investigation necessary for the study of any claim,

We alse authorize our insurer, or its reinsurars, to exchange with its subsidiaries and other insurers or financial
institutions, the personal information obtained for the purposes of stutiying this appiication and to inguire of them fer the
appraisal of the risk or in the event of a claim. or to exchange with an arganization offering medicat assistance personal
informaticn for relevant purposes under the insurance coverage in the event of a critical ilness.

We also authorize the industrizi-Alkance Life Insurance Company to release any abnormal tast resulis to our
persanal physician, ’

In case of death or disability, the beneficiary, the heir or the Tiquidator of my estats, is expressly authorized io supply
Industrial-Allianca Life Insurance Company, when required by the latter, with all informaion and authorizations necessary
o study the death benefit or disatlity claim ane obtain the required documentation.

Signed at this day of
Propesed insured {if aged 16 years or over) Applicant(s} Agent

X

| X

X
X

|
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The applicant’s signature shall be valid for all additional insureds.



PRE-AUTHORIZED CHEQUE

Do you already pay by Pre-Auihorized Cheque
o Gomplete items 3 to 6, sign and attach specimen cheque te the other side.

Atlach specimen cheqgue to the other side

E Autharization no.

ﬂ Agcount no.

Oles  Complete items 2 and 4 and sign.

Date of cheque ] Same as the existing group [ Effective date

Poficy no(s) to be included with the plan

(R T S N R R N NN B R

O pay | | 11 10 28} for this contract or new group

B name as shown on bank records (include all names if joint account}

I N S I S NN BN

| | | 1 i | [

Industrial-Alliance Life Insurance Company is authorized 1o draw a chequé each month in accordance with its Pre-Authorized Cheque plan and exchange personal information with the financial institution to

execute this agreement. :
Signature (as shown ch bank records}

X

Note: Transaction fees may ke nharued tor any cheques rafurned by your fimanchal ingtifdtis

AUTHORIZATION

Dther signature {Joint account)

X

We hereby authorize any health care professional as well as any other public or private heaith or social service establishment, any insurance company, the Medical Information Bureau, financlal institutions, parscnal
information agents or professicnal investigation agencies and any public hody hoiding information concerning ourselves or our family, particuiarly medical infermation, and any other public or private body holding medical
or health related information eoncerning ourselves or our family to supply this information to Industrial-Alliance and its reinsurers for the risk assessment or the Investigation necessary for the study of any claim.

A photocepy of this authorization shall be as valid as the original.
Signed at this

day of

Proposed insured Appii'can_t

X X

Witness

We hereby authorize any health cara professional as wall as any other public or private heaith or social service establishment, any insurance company, the Medical Infarmation Bureau, financial institutions, personal
information agents or professional investigation agencies anc any public body hoiding infermation concerning ourselves or our family, parlicwarly medical information, and any other public or private hody holding medical
of health refated infermation concerning ourselves or our famity to supply this information to Industrial-Alliance and its reinsurers for the risk assessment or he investigation necessary for the study of any claim.

A photocapy of this authorization shalf be as valid as the original.
Signed at this

day of

Proposed insured Applicant

Witnass

. fJCfg

INDUSTRIAL ALLIANCE

INSURANCE AND FINANCIAL SERVICES INC.

BINDING REGEIPT IN THE EVENT OF DEATH AND CRITICAL ILLNESS

Each proposed insured is covered by temporary insurance starting an the signature date on the Jnsurance
application presented to Industrial-Alliance and bearing the same number and date as the binding recefpt,
under the conditions and limitations described hetow.

MAXIMUM FACE AMOUNT
The maximum amount payabie under the terms of this notice and any ather simnilar agreements in force with

the Campany shall e equai to the amount of insurance appliec for excluding the bonuses, if applicable, but
shall not exceed a total amount of $500,600 including the accidental death benetits,

GENERAL CONDITIONS

An amount equal to the first menthly premium must be deposited wher: the application is signed even if
an authorization for the preauthorized cheque system (PAC) is submitlec to the Company.

Ths changes in the state of heaith, eccupation or insurability of each proposed insured, occurring after the
application was signed. are not covered by this hinding receipt.

TERMINATION OF INSURANCE COVERING EACH PROPOSED INSURED

The binding receipt terminates when the first of the following events occurs:

- the date the Company decides to accep! the risk with or without modifications, postpone it, decling i or
cancel the application. ’

- the date on which the applicant requested ils cancellation;

- the SCth day after this application is signed.

Signed at - this

Application np.

A312887

SPECIFIC CONDITIONS AND LIMITATIONS

In the event of death, if life insurance coverage is applied for.
+ Each proposed insured is covered for accidental death ar death by naturat causes on condition that he/she
hias not been affectad or hesshe has not consulted or been treated for the iness that led ta histher death.

« No amoeunt is payable:
- for the coverage other than death coverages;
- for Home Protection Plan, if the Critizal liness benefit has already heen paid;
- if the proposed insured commits suicide. whather constious of the ast ar not;
- it death eccurs while the proposed insured cormmits or attempts to commit & criminat agt or provokes
a criminal act.

In the event of critical iltness, if critical illness coverage is applied for.

* Each proposed insured is covered for critical illness on condition that he/she has not been affected or

he/she has nol constitied of been treated for a disorder or an illness that lad to the diagnosis of critical

iliness.

The proposed instred must survive for at east 30 days after hie/she has been diagnosed with a critical

illness, except if the coverage requested is Home Protection Plan-Critical Hlness.

No amount is payahle:

- if the proposed insured is diagnosed with cancer:

- if the proposed insured is sulfering or has suffered from a critical itingss;

- it the criticai illness accurs while the proposed insured self-inflicts injuries or attempts to commit
suicide, whether conscious of the act or not;

- {tthe critical fiiness occurs while the proposed insured commits ar attempts to commit a criminal act
or provokes a criminal act.

.

day of

Agent's sigrature

X




QY

INDUSTRIAL ALLIANCE

INSURANCE AMD FINANCIAL SERVICES INC,

REFERRALS (for Agent use) Do yau have .
an RRSP? CINe O ves Maturity date _
i} il N
References with the file of mortgage insurance? e O ves Renewal date S
n Last and first name Age Employer
Spouse’s last and first name Children’s first names
Address Telephone

n_ Last and first name

L 1

Age Emplayer
Spouse’s last and first nam Children’s first names
Address Talephone
| !
n Last and first name . . Age Employer
Spouse’s last and first name Children’s first names
Address i Teiephone
|
n Last and first name e s e Age Employer

Spause's tast and first name'

Children’s first names

Address

Telephone




