- ardi GROUP HEALTH AND LIFE APPLICA
Guardian Group TION FORM

Gusirthzia Lifs of The Caribbegn Limited

PLEASE COMPLETE IN BLOCK LETTERS POLICY NQ. LIFE POLICY NO. HEALTH

5

NAME OF POLICYHOLDER:

NAME OF EMPLOYZE/INSURED: DATE OF BIRTH:fdd/mm/yyyy)

EMAIL ADDRESS: GENDER: [C] MALE I FEMALE
TELEPHONE {Home}: {Work): Ext: {Cellutar):

MARITAL STATUS: [ Single L1 Married [J Commonlaw [ Divorced [ Widowed OCCUPATION:

IDENTIFICATION {tickone) EJDP [JPP EJID TYPE OF COVERAGE: EXTRA COVERAGE:(if applicable)
{Plegse attach a copy) Number: 1 GrouPHEALTH [J GROUP LIFE 0 VOLUNTARY LIFE 3 DEPENDENT LIFE

: N B CO-ORDINATION OF BENEFITS :
1.  Arevyouor your spouse coverad by any other Medical or Health Plan? T Yes [ No

i Yes, please give {2} NAME OF PLAN: {b} NAME OF INSURANCE COMPANY:

SECTION.C~ EMPLOYEE'S DEPENDENTS TO BE COVERED:

DER DATE OF BIR E

RELATIONSHIP NAME OF DEPENDENT/S Gfﬂﬁ/F) {dd/mom/yyy-;/])-] ;;j;;::ﬁygﬁf COUNTRY OF RESIDENCE
SPOUSE
CHILD
CHILD
CHILD
CHILD

A school fetter is required every academic year for children attending full-time Tertiury school from age 22 to ottainment of age 25.
SECTION b - BENEFICIARY INFORMATION (APPLICABLE TO GROUP LIFE ONLY -

GENDER DATE OF BIRTH PERCENTAGE
RELATIONSHIP NAME OF BENEFICIARY
(M/F) (dc/mm/yyyy) (%)

£~ ACCOUNT INFORMATION FOR PAYMENT OF CLAIMS

ACCOUNT NUMBER: {confirm with copy of bank statement)} NAME OF BANK:
- o L T
ACCOUNT TYPE: [ SAVINGS [ CHEQUING NAME OF BRANCH:

| hereby apply for Registration as a Member of the Group Health Plan and/ar Group Life Plan of the above Policyholder/Group and authorize deductions to be
muade by the Policyholder for contributions requived to be paid by me in accordance with the terms and conditions of the Plan. | em familiar with the terms and
conditions of the Plan and agree to be bound thereby. | also hereby declare that the above information Js true and complete and shall form part of my application to
Guardian Life of the Caribbean Lmited.

EMPLOYEE SIGNATURE: DATE: (dd/mm/vyyy]

g Tt ey

DATE EMPLOYED: (dd/mm/yyyy) DATE OF CONFIRMATION: {dd/mm/yvyy) EFFECTIVE DATE OF COVERAGE: (dd/mm/yyyy)

COVERAGE TIER: {tick us applicable) IF GROUP LIFE, EMPLOYEE ANNUAL SALARY:
[ SINGLE ] EMPLOYEE + ONE ] EMPLOYEE + FAMILY BDS

PLAN ADMINISTRATOR: PLACE COMPANY STAMP HERE:

NAME: SIGNATURE:

DATE : {dd/mm/yyvy]

GI0001 —V.1/10-2016




) GROUP HEALTH PLAN
Guardian Group DECLARATION OF {NSURABILITY

Guardian Life of The Carihbean Limited

GUARDIAN LIFE OF THE CARIBBEAN LIMITED

PART A - GENERAL INFORMATION

POLICY HOLDER

Address Business Telephona No.
INSURED: DATE EMPLOYED:
MARITAL STATUS [ Isingle L IMarried Hame Telephona No,

PART B - PERSGNS T0 BE COVERED

Provide first name of insured and all famfly members io be covered pius last name of any member i different from the insured's

LAST NAME FIRST NAME SEX BIRTH DATE AGE

HEIGHT

WEIGHT

nstred

Spouss

Dependant

Dependant

Depandani

Deapendant

Dependant

Dependant

PHYSICIANS

NAME OF PERSONAL ADDRESS DATELAST

REASCN AND TREATMENT GIVEN

PART C - MEDICAL QUESTIONNAIRE FOR APPLICANT AND DEPENDANTS

SECTION & - CHECK EACH ITEM YES OR NO. { INSERT ONE TICK PER CHILD )
Have you or any person in this application ever been treafed for or ever had

Yes | No | Yes | No

Yes | No

Yes | Neo

any known indication of:

Eip SPOUSE

CHILD

CHILD

{} Disorder of eyes, ears, nose or throat?

{b) Dizziness, fainting, convulsions, headache, speech defect, paralysis or siroke, mental
of nervous disorder?

(¢} Shariness of breatf, persistent hoarseniess or cough, blood spitfing, bronchitis,
pleurisy, asthma, emphysema, tuberculosis or chronic respiratory disorder?

{d} Chest pain, palpitation, high blasd pressure, rheumatic fever, heart murmur, heart
attack or other disorder of the heart or blood vessels?

{s) Jaundice, intestinal bleeding, uicer, hemia, a?pendiciljs, colifis, diverficulitis, hemorrhoids,
recurrent indigestion or other disorder of the stomach, intesting, liver or gallbladder.

{fy Sugar, albumin, bload or pus in urine, venereal disease, stone or other disorder of the Kidney;
bladcer, prostate, or reproductive organs?

(g) Diabetes, thyroid or other endocrine disorders?

{hj Goult, neuritis, sciatica, rheurnatism, arthritis, or disorder of the muscles or bones, including
the spine, back or jeints?

(i} Deformity, lameness, amputation?

{) AIDS {Acquired Immune Deficiency Syndrome), ARG {Aids Related Complex) or any ofher
immunologicat disorder?

(k) Enlargerment of lymph nodas, glands, chronic diarrhoes, unusual skin lesians, cyst, tumor,
cancear of unexplained infections?

{% Allergies, anaemia, or other disorder of the blood?

(m) Females only;
Are you pregnant? If "YES®, How far advanced? months

2005-09-£B012




PART C {contd)
SECTION B - in addition to the conditions listed in SECTION A, fo the best of your knowledge and bslief hag any pe

this application: Yes | No

EMP

(a} Had a check-up, consuliztion, iliness, injury or surgery?
(b} Had any mental ar physical disorder not listed above?

{c) Been advised to have any diegnostic isst, hospitalization, or
surgery which was not compleied?

1. SECTION € - If yqu have checked “YES” fo any part of SECTION A or SECTION B, piease provide complete information regarding diagnosis,

symplom{s; or freatment {including all hospitalization, surgery, and diagnostic testing, results) and dates. If mors space is needed, sftach a
separate sheet of paper.

Pafient’s Full Name Diaghosis/Sympom Duration Dates Datails Hecovery
From To £heck oniy one box,

Fuli Partizl
Fug Partai
Fudt Partial
Full Pariial
Full Partal
Ful]  Partal

2. Are you or any dependant listed as using or expected to be using medication or INSURED SPOUSE/CHILDREN

gerum in the naxt three months? YESE Nom NO m

If you or any dependant listed are currently using medication or serum compiste section below.

Name of wonthly cost of Daity Dosaga of tengthofiimeon
Mame of Person PrugMedication Drugivedication St;?r;%::j igi?gg DiugMdedication | Drupfedication
or Serum or Serum or Serum or Senm
DECLARATION

&Y applicants mesi somplele

ROTE THE IRFORMATION ON THIS FORM 13 TO BE COHSIDERED CONFIDEMTIAL,
[/¥e hereby declars ibat the answers given and recordes Persin are, 10 the best of my/our knowledge, compleie and rue 2 this dale.

iWe hereby acihorize any licensed physician, medical gractitioner, hospiial, cliniz, medical fzecility or arganization which kas secerds of
my/our heaith racords of my/our health to release such Wisrmation te Guardian Life of the Caribbean Limited. A pholocepy of thic signed
authorization shall be a5 valid as the original.

I/¥e undersiand and agree that any izjury that occured on or before the date of this applicalion or any sickness, ihe siges of which first

appeared on o Defere ihe daie of this application, are nof coversd by this contraci unless fully disclosed on this apsiisation. Failure tn
diseiose such information could resull in denial of 3 ¢laim and th2 cancefialion of coverzpe.

I/We wedersiand and agres $hat soverage shall nol become effective uniil anproved by Guargian Life of $he Jaribbean Limiled.

SINAtUre 0F MSUTBD et er e et erereeaa e Siganiure of Spouse

Dated .o e L DAL o..oevieivie e e cee e e
Day Month Year Day Month Year




