
        SPOUSE — please complete if enrolling for family coverage

Date of Birth: Male Female

Telephone:
(best number to reach you at)

E-mail: 
(optional)

PLEASE COMPLETE BOTH SIDES ËËË

Name:

Address: 

City: 

Province: Postal Code: 

Name:

Address: 

City: 

Province: Postal Code: 

(if different than that of Customer)

D D / M M / Y Y Y Y

CUSTOMER — please complete to enrol for coverage

Date of Birth: Male Female

Telephone:
(best number to reach you at)

E-mail: 
(optional)

D D / M M / Y Y Y Y

(             )(             )

ENROLMENT FORM
Hospital Cash Insurance Plan

METHOD OF PAYMENT 

Select the payment method you prefer and provide details where requested (check only one box below)

By Credit Card Monthly:

VISA MasterCard

Card #: -  -  -  Expiry Date: /

By Pre-Authorized Collections (PAC) Monthly:

Please enclose a sample cheque marked “VOID”

For your convenience, if you choose payment by Pre-Authorized Collections Plan or credit card, your future premium billings will automatically
reflect the same payment method.

I authorize Manulife Financial (“the Company”) to make a monthly withdrawal from the account described on the accompanying specimen cheque
for monthly insurance premiums due on or after the date of this authorization. The Pre-Authorized Collections Plan may be terminated by either
the Company or by me through written notice. The Company also reserves the option to change the method of payment for another qualifying
mode after the occurrence of a deposit not honoured.

M  M Y    Y

SPOUSE INFORMATION (please print)CUSTOMER INFORMATION (please print)

        

SELECT THE COVERAGE YOU WISH TO ENROL FOR

(check only one box below)

$300.00 a day $200.00 a day $100.00 a day

Customer Only Coverage

Customer & Family Coverage



TERMS AND CONDITIONS — Please read carefully before signing.

Declaration. I, the undersigned applicant(s), hereby apply for insurance to The Manufacturers Life Insurance Company (“Manulife Financial”). 
I declare that the statements contained in this application are true and complete and together with any other forms signed by me in connection
with this application, form the basis for any policy issued hereunder. I understand that any material misrepresentation shall render the insurance
voidable at the instance of the insurer. Attempted suicide or self-inflicted injury while sane or insane is a risk not covered. I understand that there
are exclusions and limitations on the coverage applied for. I understand that insurance will take effect on the first of the month following the date
on the application and provided payment of the first premium is received by Manulife Financial at its office.
Authorization. I, the undersigned applicant(s), authorize Manulife Financial, its subsidiaries, affiliates and agents, to use the information in this
application and its existing files to offer me their products or services. I understand and agree that from time to time, Manulife Financial may
share product status information with Laurentian Bank of Canada for the purpose of general marketing statistical analysis. I understand that my
consent to the use of such information to offer me products and services is optional and that, if I wish to discontinue such use, I may write to
Manulife Financial at the address shown on this document. A photocopy or facsimile of this authorization shall be as valid as the original.
Notice On Privacy And Confidentiality. The specific and detailed information requested on the Enrolment Form is required to process the 
application. To protect the confidentiality of this information, Manulife Financial will establish a "financial services file" from which this information
will be used to process the application, offer and administer services and process claims. Access to this file will be restricted to those Manulife
Financial employees, mandataries, administrators or agents who are responsible for the assessment of risk (underwriting), marketing and 
administration of services and the investigation of claims, and to any other person you authorize or as authorized by law. These people, 
organizations and service providers may be in jurisdictions outside Canada, and subject to the laws of those foreign jurisdictions. Further, your
consent to the use of personal information to offer you products and services is optional, and if you wish to discontinue such use you may write
to Manulife Financial at the address shown below. Your file is secured in our offices. You may request to review the personal information it contains
and make corrections by writing to: Privacy Officer, Affinity Markets, Manulife Financial, P.O. Box 4213, Stn. A, Toronto, Ontario M5W 5M3.

Customer’s Signature: Date:
(to enrol for coverage)

Spouse’s Signature: Date:
(if enrolling for coverage)

Questions?  Call us at 1-866-693-7150
Monday through Friday, from 8:00 a.m. to 8:00 p.m., Eastern Time

Manulife Financial, PO Box 188 Stn Place-D'armes Montreal QC  H2Y 9Z9

Hospital Cash Insurance Plan is offered through The Manufacturers Life Insurance Company (Manulife Financial).
Plan underwritten by The Manufacturers Life Insurance Company.
Manulife Financial and the block design are registered service marks and trademarks of The Manufacturers Life Insurance Company and are used by it and its affiliates including 
Manulife Financial Corporation.
© 2009 The Manufacturers Life Insurance Company. All rights reserved.
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$100 00652-001-99999 VISA    $100 00652-002-99999 MC    $200 00652-003-99999 VISA    $200 00652-004-99999 MC    $300 00652-005-99999 VISA    $300 00652-006-99999 MC


