Head Office

One Westmount Road North

P.O. Box 1603 Stn Waterloo, Waterloo Ontario N2J 4C7
TF 1.866.963.2246 T 519.883.7409 Fax 519.883.7403

Email coverage?go@equitable.ca

COVERAGE2GO APPLICATION FOR COVERAGE

1. ABOUT YOU

‘_E@ Equitable Life of Canada’

Applicant Name (Please Prinf] (First, Middle, Las)

Street Address City Province Postal Code

Home Phone Number Alternate Phone Number

Email Address

] Male
(] Female

Date of Birth (MM/DD/YYYY) Preferred language:

[ English [ French

* If Common-Law status, when did you begin living together as Partnerse (MM,/DD/YYYY)

Marital Status:
L Single [ Married

] Common-law*

Only individuals who are or who were covered under a Group Benefits Plan within the 60 day period prior to the date this Application is
received at the Equitable Life® Head Office are eligible to apply for this product. Please provide us with information about your current or
recently ended Group Benefits Plan.

a) Employer Name and Telephone Number of Employer,
Association or Organization who provided Group Benefits Coverage:

b) Name of Group Benefits Insurance Company:

c) Policy Number: d) Certificate Number:

e) Your Termination Date from the Plan (Last Day of Coverage)

fj Coverage Provided Under Group Benefits Plan: [ Health Benefits  [] Dental Benefits

2. YOUR DEPENDENTS

You can only apply for coverage for a Dependent if they were covered under the Group Benefits Plan above (or another Group Benefits Plan)
within the 60 day period prior fo the date this Application is received at the Equitable Life Head office. Children age 21 or older must be
registered as a Full Time student or qualify as a Disabled Dependent.

Full Name of Spouse or Pariner (Common-law): [First, Middle, Last) [ Male Date of Birth (MM/DD/YYYY): Was this Dependent covered under a
O feral Group Benefits Plan within the last 60

emale dayse [ Yes [1 No

Full N f Child: (First, Middle, Last Date of Birth: .

ull Name of Child: - First, Middle, Lasf O Male (/\XAGA?DD;YYW' [ Disabled or Was this Dependent covered under a
O Fornol O Full Time Group Benefits Plan within the last 60

emaie Student dayse [ Yes [ No
Full Name of Child: (First, Middle, Last] O Ml Date of Birth: [ Disabled or | Was this Dependent covered under a
Male (MM/DD/YYYY) O] Full Time Group Benefits Plan within the last 60

O] Female Student dayse [ Yes [ No
Full Name of Child: (First, Middle, Last) O | Date of Birth: [ Disabled or | Was this Dependent covered under a
Male (MM/DD/YYYY) (7 Full Time Group Benefits Plan within the last 60

[] Female Student dayse [ Yes [ No
Full Name of Child: (First, Middle, Last] Date of Birth: [ Disabled or | Was this Dependent covered under a
0 Male (MM/DD/YYYY) 07 Full Time Group Benefits Plan within the last 60

O Female Sudent dayse [ Yes L1 No
Full Name of Child: (First, Middle, Last) O | Date of Birth: [ Disabled or | Was this Dependent covered under a
Male (MM/DD/YYYY) 0] Full Time Group Benefits Plan within the last 60

] Female Student dayse [ Yes [1 No
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3. CONFIRMATION OF PROVINCIAL HEALTH COVERAGE (E.G. OHIP, RAMQ)
| am covered under a Provincial Health Plan: [ Yes [ No

If no, when will your Provincial Health Coverage be in effect:

MM/DD/YYYY

My Dependents are covered under a Provincial Health Plan: [ Yes  [] No
If no, when will your Dependents’ Provincial Health Coverage be in effect:

MM/DD/YYYY
If no, please indicate which Dependent(s) do not have Provincial Health Coverage:

Residents of British Columbia, Manitoba and Saskatchewan MUST submit a copy of their Provincial Ministry Letter
fo provide proof that you [and dependents) have registered for Provincial Drug Coverage. This documentation is required to ensure you (and
your dependents) have access to the maximum prescription drug coverage available.

If not registered, you must register for the Provincial Drug Coverage Program and attach a copy of the Provincial Ministry lefters or documents
that provide proof of registration.

4. YOUR OPTIONS
| am applying for:
[ Coverage2go® [ Coverage2go with Dental [ Coverage2go+ [ Coverage2go+ with Dental

5. PREMIUM PAYMENT INFORMATION, AUTHORIZATION, AND CLAIM PAYMENTS

| authorize Equitable Life to deposit Group Claim payments directly into my bank account.

Bank Name Bank’s address
$
Bank’s phone No Bank’s Transit Number
#12345w 0125 1234w5L789
—
Bank Number Account Number Transit No.  Bank No.  Account No.

Start of Insurance Coverage

| understand that coverage under a policy will not become effective until my Application is approved by Equitable Life and the first premium
payment is honoured by my financial institution.

Pre-Authorized Debit (“PAD”) for the First and Subsequent Premium Payments

Equitable Life and my financial institution are directed and authorized to process withdrawals from my bank account indicated above for the
initial premium payment and for each subsequent premium payment, on a monthly basis, subject fo the conditions below, on the closest date
prior fo the effective date of coverage (either the 1st, 5th, 10th, 20th or 26th day of the month). Where the withdrawal date occurs on a
weekend or holiday, the withdrawal will be made the next business day.

Note: In the event of non-payment due fo insufficient funds, an attempt to re-draw your payment will automatically occur within 2 = 10
business days from the withdrawal date. You are responsible for any NSF charges incurred by your financial institution.

| waive the right to receive pre-notification of the first withdrawal, any increases in the fixed amount of the withdrawal or a change in
the date of the withdrawal.

For the purposes of this agreement, all PAD withdrawals from this bank account will be treated as personal withdrawals of insurance
premiums, as defined by the Canadian Payments Association in Rule H1 at www.cdnpay.ca.

Contact your financial insfituion about your rights regarding cancellation. (A sample cancellation form is available at www.cdnpay.ca.) | have
the right fo cancel this PAD at any time. This PAD shall remain in effect until | notify Equitable Life of cancellation. Note: To ensure cancellation
of the next withdrawal, notice by way of telephone, letter, email or fax must be received at Equitable Life’s Head Office 10 business
days prior to the next withdrawal. Any cancellation of this PAD will not offect the policy contract between you and Equitable Life so long as
payment is provided by an alternate method within the period specified in your policy contract.

Contact Information: Equitable Life of Canada, One Westmount Road North, PO. Box 1603 Stn Waterloo, Waterloo ON N2J 4C7,
T.F1.866.963-C2G0O(2246); F. 519.883.7403; Email: HYPERLINK “mailto:coverage2go@equitable.ca” coverage2go@equitable.ca

Claim Payments

All claim payments will be deposited to the above account.
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6. TERMS AND CONDITIONS

The personal information willingly provided by me to Equitable Life, collected on this Application and held in their files, will be used by
Equitable Life for the purposes of underwriting, servicing, administration, claims processing and adjudication related to this Application,
the Coverage?go Policy and all benefits under the Policy, and any supplementary documents.

| understand and authorize that for the above purposes the personal information on file is accessible fo, and may be exchanged with,
authorized employees of, and relevant third parties refained by Equitable Life, participating reinsurer(s), other insurance companies, invesfigative
organizations, health care providers, including, but not limited to pharmacies, physicians and denfists and any other person or party whom |
authorize. I applying for my spouse and/or Dependents, | confirm that | am authorized to act on their behalf and therefore this consent and
authorization also applies to the collection, use and communication of their personal information for the same purposes.

| consent to my employer/association/organization or former employer/association/organization and the current or recently ended Group
Benefits Plan provider (insurance company) providing confirmation of insurance coverage under the current or recently ended Group Benefifs
Plan for myself, my spouse and/or my Dependents.

| understand that all claims made under the Coverage2go Policy are submitted through me as the policy owner. | therefore authorize
Equitable Life to exchange information about these claims with me or any person acting on my behalf, including a spouse or Dependent, as
deemed necessary for the purposes of confirming eligibility and assessing and managing the claim. | understand that all claims payments
will be deposited to the bank account provided in Part E of this Application.

| understand that by providing an email address, | am giving Equitable Life permission to communicate with me through email.

| understand that coverage under a policy will not become effective until my Application is approved by Equitable Life and the first premium
payment is honoured by my financial institution.

All signatures for withdrawals from the above account are present on this Application, and all tferms and conditions in this Application are
understood and agreed fo.

All facts, statements, information and answers given on this Application are true, correct and complete. Any misrepresentation or
misstatement of any facts, statements, information or answers given and contained in this Application shall render any insurance issued in
connection with this application voidable by Equitable Life.

O Check to confirm and acknowledge your agreement with the above.

Date:

MM/DD/YYYY

Send this completed form to Equitable Life via mail or email
Email: coverage2go@equitable.ca

Mail:  Equitable Life of Canada

One Westmount Road North

PO. Box 1603 Stn Waterloo, Waterloo Ontario N2J 4C7
Toll Free: 1.866.963.2246 Tel: 519.883.7409 Fax: 519.883.7403

Please note: Equitable Life cannot ensure the privacy and confidentiality of any information sent through the internet because e-mail may be
vulnerable to interception. As a result, Equitable Life is not responsible for any loss or damages you may incur if your information is intercepted

and misused. If you would prefer to submit your information by another means, please contact us af 1.800.722.6615.
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