) Administrative procedures

1 - NEW EMPLOYEE
All new employees must join the group insurance plan if they meet the following conditions:

> they are permanent;

> they work the minimum number of hours prescribed in the contract (generally 20 hours);
> they have completed the eligibility period shown in the contract (generally 3 months);

> they are in a class of employee that is eligible for coverage.

Enrolment Request

The administrator and the eligible employee must complete and sign in ink the Enrolment Request form (F54-018A). This request
must be received within 31 days of the eligibility date.

‘wwwinalco.com

GROUP INSURANCE

RERDGE o g ey

PO Box 790, Station B 522 University Avenue, Suite 400
INSURANCE AND FINANCIAL SERVICES INC. Montreal, Quebec H3B3KE  Toronto, Ontario M5G 1Y7 ENROLMENT REQUEST
Please print in ink and sign. [ New application (] Reinstatement
'TO BE COMPLETED BY THE PLAN ADMINISTRATOR
Policyholder’s name (Employer/organization) Group policy no.
Divisionno. | | | | Classno. | | | | Location Certificate no. |_| Lt
Employmentdate: | | | | | | | L If you waived the waiting period, please explain why:
Eligibility date: |
Member's occupation Specify Plan/Option/Module (if applicable):
Salary $ (1 w kly a Annually a Bi-weekly a Monthly a Hourly Hours worked/week:

COMPLETE THE FOLLOWING SECTION TO REINSTATE A MEMBER: Date rehired on a full-time basis ]

Authorized signature Date

1. MEMBER INFORMATION

First name Last name

Address
Street City Province Postal code

Email

Coverage requested: [ individuat [ Family [ Other (specify):

Dateofbirth | | 1 1 | 1 [ | | Sex: (1 Male [ Female  Language: [ English [ French

F54-018A

Note — For an exemption of benefits, see section 10- Coordination and Waiving of Benefits coverage (p.17).



Evidence of Insurability

If the Enrolment Request form is submitted more than 31 days after the eligibility date, evidence of insurability will be required.
The employee must complete and sign in ink the Evidence of Insurability form (F54-002A).

I A{CS Aty v i, Atartcand Wesor Provinces EVIDENCE
NSURRNCEAND FINANCALSERVICES NG, Mariros, Gusboc HBIKE  Toronta, st MSG 117 OF INSURABILITY

I- Policyholder's Statement
Policyholder's name (smplayer or organization) Policy no. Civision no. | Class no.

1
Momber's name Cortificate number

1. What is the reason for completing this form?
D Amount of insurance in excess of the maximum without evidence of [ Late request for membership
insurability [] Life [] Disability Income [] Critical liness Specify the reason:

[ Appiication for optional
life Current + Requested = Total | [ | 41, raquest for coverage of dependents. Was the spouse (and
Member children, if any) covered under another employer's group plan?
Spouse Yes ] No[J
Children i yes, specify:
[ Application for optional Amount s neme
critical iliness Current _+ Requested = Total \nsurer's
Member
Spouse Coverage ion date:
Childran Policyno. __ Certificate no.
2. Is the member ly at work and phy y able to perform all work-related duties?
Yes ] MNo[] I not, explain:
Date F s authorized sig
Plasss provide the insureds only Language: 0 English 0 French
[ Member |0 [ Fen [se HE" IR [ Children Dt of bt
Place of birth Orcupation Hame ¥ 7] (]
(-
Home addross. CityPr Pustal code | Telephone Hoght Weght [a™ Sex T
- Llug ¥

F54-002A

2 - TERMINATION OF EMPLOYMENT

2.1. Employment Terminated (cancellation of insurance)
On the Notice of Change form (F54-020A), indicate code 40 and the last day at work.

E o INDUSTRIAL GROUP INSURANCE
=i ALLIANCE
INSURANCE AND FINANCIAL SERVICES INC, wwwinalco.com NOTICE OF CHANGE
Guebes Gnitaria, Atlantic and Western Provinces PolcyhaionT: 7
PO Box T80, Station B 522 University Averwa, Suite 400 Lo | Foleynusher | | Accound oumber |
Monersal, Cusbec HIB 3KE Torortto, Crtario. MSG 1Y7 ABC ENTERPRISES INC
[ ] 13 (4) (5) (6)
Cortificate Member's name Code zmu“j- Salary Additional information
number (s Below) (YY/MM/BD) Amount Frequeacy | Mo, of howrs
321789 456 ROBERT TOSTLER 40 TERMINATION OF EMPLOYMENT

F54-020A

Conversion of Group Life Insurance

An employee's Basic and/or Optional Life coverage may be converted to an Individual Policy at termination of employment,
subject to the conversion privilege. It may also be converted to an Individual Policy for a spouse upon the death of an employee.

The Life coverage can be converted only if applied for within 31 days of the date the coverage is terminated. Make sure the
employee or spouse is aware of this time limit.

Converting Life Coverage to an Individual Policy

1. Determine whether the conversion privilege is applicable under the terms of the Life Insurance Benefit and Optional Life
Insurance Benefit for Spouse provisions in your Group Insurance Policy.

2. Have the employee or spouse complete and sign a Group Life Insurance Conversion Notice form if the conversion
privilege is applicable.

3. Have the employee mail the completed form to the specified address.



2.2. Temporary layoff
Indicate code 43 on the Notice of Change form (F54-020A).

Note: Refer to the Termination of Insurance section in your group insurance contract, to learn more about the specific stipulations
regarding this clause.

reY| INDUSTRIAL GROUP INSURANCE
e 5 ALLIANCE

INSURANCE AND FINANCIAL SERVICES INC. wwwinalco.com NOTICE OF CHANGE
Quobec Ontario, Atlantic and Western Provinces Pobcyholder's i

PO Box 790, Station B 522 University Averne, Suite 400 — T R
Montreal, Quebec HIB 3KE Toronto, Ontare MSG 1Y7T ABC ENTERPRISES INC.

(1) (2 13) (4) 5 (6)
Cortificats Member's name Code e date Salary Additional information
number (520 below) (YY/MM/DD) Amouni | Frequeacy | No. of howrs
321789456 | ROBERT TOSTLER 43

3 - RETURN TO WORK

Refer to the Reinstatement of Insurance section of your group insurance contract to establish if the duration of the absence allows a
reinstatement of coverage or if you need to enrol the member as a new one.

3.1. Return to Work Following Termination or Temporary Layoff

) If the duration of the absence was shorter than the period in your contract for which coverage can be reinstated without an
eligibility period; indicate code 31 on the Notice of Change form (F54-020A).

) If the duration of the absence was more than the period stipulated in your contract: follow the same procedure specified
in section 1, “New Employee.”

T3 INDUSTRIAL GROUP INSURANCE
el S5 ALLIANCE

INSURANCE AND FINANCIAL SERVICES INC, wwwinalco.com NOTICE OF CHANGE

Quobec Ontario, Atlantic and Western Provinces Polcyholoer's ¥

PO Box T80, Station B 522 University Averwa, Suite 400 — | Foleynusher | | Accound oumber |

Montreal, Ouebec HIB 3K6 Toronto, Ontare MSG 1Y7T ABC ENTERPRISES INC.

L] (L] 13 () 15) 6)
Certilicate Member's name Code irﬂh":]' Salary Additional intormation
number [see below) l\‘\“ﬂl .','“' Amaun Frequeacy | Mo. of hears
321789456 | ROBERT TOSTLER 31



3.2. Return from an Absence Caused by Disability

Complete the Notice of Return to Work form (F54-268A), specify the type of return (gradual, part time or full time) and the number
of hours worked per week.

www.inalco.com

1 AJCS Pty vt GROUP INSURANCE
SURANCE AN FNANCIAL SERICES C NOTICE OF RETURN TO WORK

According to you region, please submit completed form to:

Guebec ‘Ontario, Atlantic and Western Provinces
PO Box 8OO, Station Maison de la Poste 522 University Avenue, Suite 400
Montreal, Quebec H3B 3KS Toronto, Ontario M5G 1Y7
Last and first name of member  (print in ink) Policy Number Div.
[ I I B
MNo. Street Apartment Certificate Number
City Postal Code

Namne of policyholder (employer)

Paosition held by the member upon his/her return to work Date of return to work O Full-time

|........,,,,I Y M, D | O Part-time
O Gradual retum
Comments: Date:
By:
Tithe:
Tel.: { )

FE54-268A 07-11)

F54-268A

4 - SALARY CHANGE

Indicate the salary change on the Notice of Change form (F54-020A), specify code 5 and send it to us within 31 days of the
change. If the change is received in our office more than 31 days after the effective date of the change, the salary change will
be effective on the date the request is received.

T INDUSTRIAL GROUP INSURANCE
. S5 ALLIANCE
INSURANCE AND FINANCIAL SERVICES INC. weavinalo.com NOTICE OF CHANGE
Guebec Ontario, Atlantic and Western Provinces Polcyhaioes v
PO Box 790, Station B 522 University Averne, Suite 400 — T R
Montrsal, Ousbec HIB 3K6 Toronto, Ortario. MSG 1Y7 ABC ENTERPRISES INC.
[ ] 13 (4) (5) (6)
Certificate Member's name Code m“]’ Salary Additional informatien
number (see below) (YY/MM/BO) Amgun Frequeacy | Mo, of hears
321789 456 ROBERT TOSTLER 5




Evidence of Insurability

If the salary increase exceeds the maximum available without the evidence of insurability stipulated in your contract, attach the
Evidence of Insurability form (F54-002A), completed and signed (in ink), to the Notice of Change (F54-020A) form.

@ 2 INDUSTRIAL

ALLIANCE Soaton e e EVIDENCE
INSURANCE AND FINANCLAL SERVICES INC. m?:m HSEBSWB mmm M5G ﬁ.?mum OF INSURABILITY

|- Policyholder's Statement

Policyholder's nama (ampiloyer or arganization)

L)1 L1 L1
Members name

1. What is the reason for completing this form?

[J Amount of insurance in excess of the maximum without evidence of Duwmstlormembershlp
insurability [ Life (] Disability Income [] Critical liness Specify the reason:
[ Application for optional
life i Current + Requested = Total | [ | xa raquest for coverage of dependents. Was the spouse (and
Member children, if any) covered under ancther employer’s group plan?
Spouse Yes ] NolJ
Children I yes, specify:
[ Application for optional Amount
cncaltiness T Current _+ Requested = Total ° name
— Insurer’s name
Member
Spouse Caverage termination date
Children I Policy no. Certificate no.
2. Is the member effectively at work and

phy y able to perform all work-related duties?
Yes[] MNol[] I not, explain:

F54-002A

5 - CHANGE IN THE CLASS OF EMPLOYEE

The employee’s coverage depends on the class to which he belongs. If your contract allows for several classes, please advise
us of any change in class within 31 days.

Complete the Notice of Change form (F54-020A), specifying code 46 and the new class.

! =0 INDI.IS‘I‘RIAI.

|MWHNINUM SERVICES INC. wwwinalco.com

GROUP INSURANCE

NOTICE OF CHANGE

Guebes Gnitaria, Atlantic and Western Provinces PolcyhaionT: 7

PO Bax 790, Station B 522 University Avernie, Suits 400 AL | Foloynumber | | Accoued umbar

Monersal, Cusbec HIB 3KE Torortto, Crtario. MSG 1Y7 ABC ENTERPRISES INC.

[ ] 13 (4) (5) (6)
Cortificate Member's name Code :‘mu“]- Salary Additional information
number (se0 below) (YY/MM/BD) Amqun Frequeacy | Mo, of hears
321789 456 ROBERT TOSTLER 46 FROM CLASS 100 TO CLASS 110

F54-020A



6 - CHANGE IN STATUS (COVERAGE)

6.1. Individual to Family
A member with individual coverage can request family coverage, if the employee has eligible dependents. Have the member complete
and sign in ink the Change of Record form (F54-070A) within 31 days after one of the following events:

> marriage

> permanent cohabitation with a spouse during the period stipulated in your contract (generally 1 year)

> termination of the spouse’s group insurance
> birth or adoption of a first child

Please indicate change in class, if applicable.

www.inalco.com

. GROUP INSURANCE
LA P
x 5 U Uni ity Avenue, Suite 4
INSURANCE AND FINANCIAL SERVICES INC, Montreal, Quebec H3B 3K6 Tofom:‘;."g:.la);iov::&é 17 CHANGE OF RECORD

Please print in ink and sign.

1. BASIC INFORMATION
Polic 's name (Empl forganization) Group policy no.

Divisionno. || | | Classno.[ | | | Location Certificate no. |_| L1 L

Member's name (as shown on our ]

Authorized signature {admini ) Date

2. CHANGE OF NAME OR ADDRESS
Last name First name

Reason: [ Correction [ Marriage / Civil union - Date | 3 Moved [ Divorced / Separated - Date
Add Postal code
No. Streat City Pravince
Effective date of change of address: L

Email:

3. CHANGE OF STATUS (Please specify the details in the depende

1 wish to change my status to: A Individual [ Family [ Other:
Reason: QBith-Date 1 1 | | | | |
(2 Marriage / Civil Union - Date |1 | [ Divorced / Separated - Date | |
[J Common-law — Spouse Cohabitation began on:|__| | L 'J Other Date | [ | |
F54-070A
Note: In case of a change in status from individual to family, any premium adjustment will be shown with the code 32 on your
invoice.

Evidence of insurability

If a dependent is not added to the plan within 31 days of the effective date of the dependent's eligibility, approval of evidence
of insurability will be required. Attach the completed and signed Evidence of Insurability form (F54-002A) to the Change of Record
form (F54-070A).

P =0 INDUSTRIAL
[RASYRAINANCE o s o Mt et s EVIDENCE
INSURANCE AND FINANCIAL SERVICES INC. Montreal, Qusbec HIB 3KE Toronto, Ontaric. M5G 1Y7 OF INSURABILITY

I- Policyholder’s Statement

s name (employer of organization) Policy no. Division no. Class no.

T T | 1
Member's name Centificate number

1. What is the reason for completing this form?

[ Amount of insurance in excess of the maximum without evidence of [ Late request for membership
insurability [ ] Life [] Disability income [ ] Critical lliness. Specify the reason

[ Application for optional Amount
Jite i Current + Requested = Total | [ Late request for coverage of dependants. Was the spouse (and
Member children, if any) covered under another employer’s group plan?
Spouse Yes (1 Mol
(S0 — — —— VN
[ Apgplication for optional — Amount_ Employer’s name
critical illness Current _+ Requested = Total | Insurer’s name
Mambar
5 Coverage lermination date.
Chdren Policy no. Certificate no.

2. Is the member effectively at work and physically able to perform all work-related duties?
Yes [] MNo[J If not, explain:

Date ige
II- Member’s Statement se print in ink)
Please provide the information requested for the proeposed insureds only. Language: = English 0 French
] Member | | Eg 3“3"‘ o P | " l ° ] Children Dae of binth
Piace of birth Oecupabon Nama ¥ ] (]
|
[pr— CitgPr mm[mwm Horght Woght ks |Smx  Ow
Lk Oe

F54-002A




6.2. Family to Individual

A member with family coverage can request individual coverage if the family coverage is no longer required. The Change of Record form
(F54-070A) must be completed and signed, in ink, and the reason for the change indicated. The change will be effective from the

date that the member’s status changed, if the request is received within 31 days following the change.

www.inakco.com

ry INDUSTRIAL
S ALLIANCE
INSURANCE AND FINANCIAL SERVICES INC.
Please print in ink and sign.
Policyholder's name (Employer/o Group palicy no. [ 1 1 1 | |
Divisionno. || | | Classno. | Location _ Cartificate no.

Member's name (as shown on our

GROUP INSURANCE

CHANGE OF RECORD

Quebec
PO Box 790, Station B
Montreal, Quebec H3B 3KE

Ontario, Atlantic and Western Provinces
522 University Avenue, Suite 400
Toronto, Ontario MSG 1Y7

) Date
2. CHANGE OF NAME OR ADDRESS
Last name First name

Reason: I Correction [ Marriage / Civil union - Date | | O Moved [ Divorced / Separated - Date| . |
Address Postal code | |

I

Province
Effective date of change of address: |

| wish to change my status to: [ Individual O Family [ Other:

Reason: QBith-Date |0 | | | |
' Marriage / Civil Union - Date 1 [ Divorced / Sep -Datel | | 1 |
ac law - Spouse C beganon:| 1 1 1 [ 1 | 1 | (1 Other Date| 1 1 | | 1
(1 Coverage under spouse's plan terminated - T date| | | | |
F54-070A

Note: In case of a change in status from family to individual, any premium adjustment will be shown with the code 33 on your invoice.

6.3. New Spouse

Even if the member is insured for family coverage, the member must submit the name of the new spouse within 31 days of his

marriage or at the end of the cohabitation period stipulated in your contract.

The member must complete and sign in ink the Change of Record form (F54-070A).

7 - CHANGE OF NAME OR ADDRESS (FOR ONE MEMBER)

Complete the Change of Record form (F54-070A) specifying the new name or the new address and have the member sign the form

inink. If it is a change of name, please attach an official document from legal proceedings as proof.

www.inakco.com

FY &0 INDUSTRIAL
ALLIANCE g;l;;:m Sttion B Ontario, Atlantic and Western Provinces

522 University Avenue, Suite 400
INSURANCE AND FINANCIAL SERVICES INC. Montreal, Quebec H3B K6 Toronto, Ontario M5G 17
Please print in ink and sign.
1. BASIC INFORMATION
Policyholder's name (Employer/o Group palicy no. [ 1 1 1 | |
Divisionno. || | | Classno. | Location _ Cartificate no.

Member's name (as shown on our

GROUP INSURANCE

CHANGE OF RECORD

) Date
2. CHANGE OF NAME OR ADDRESS
Last name First name

Reason: I Correction [ Marriage / Civil union - Date | | O Moved [ Divorced / Separated - Date| . |
Address Postal code | |

Province L]

Effective date of change of address: |

Email:

3. CHANGE OF STATUS (Piease 5

I wish to change my status to: [ Individual [ Family [ Other:

Reason: QBith-Date |0 | | | |
' Marriage / Civil Union - Date 1 [ Divorced / Sep -Datel | | 1 |
ac law - Spouse C beganon:| 1 1 1 [ 1 | 1 | (1 Other Date| 1 1 | | 1
(1 Coverage under spouse's plan terminated - T date| | | | |
F54-070A



8 - MASS CHANGE OF ADDRESSES

On the Notice of Change form (F54-020A), indicate the new addresses of the members under "Additional Information" and
indicate code 24. Always include the postal code.

! Cofy INDI.IS'I'RIAI. GROUP INSURANCE
IMW HMIM SERVICES INC, wwwinalco.com NOTICE OF CHANGE
Guebes Gnitaria, Atlantic and Western Provinces PolcyhaionT: 7
PO Box T80, Station B 522 University Averue, Suite 400 Lo | Foleynusher | | Accound oumber |
Monersal, Cusbec HIB 3KE Torortto, Crtario. MSG 1Y7 ABC ENTERPRISES INC.
[ ] 13 (4) (5) (6)
Cortificate Member's name Code in'lhﬁﬂ'l“jl Salary Additional information
number (se below) lY\“NnIF‘WI Amoun | Frequeacy | Mo, of hears

321789 456 ROBERT TOSTLER 24 5555, OXFORD ROAD, TORONTO

123 456 789 KIM BROWN 24 123, 30TH AVE, KINGSTON

123 789 456 KELLY SMITH 24 456, VICTORIA BLVD, ST. JOHN

789 123 456 JUDE SMITH 24 789, WESTMOUND, ST. JOHN

9 - CHANGE OF BENEFICIARY

To change the name or revoke or change the status (revocable/irrevocable) of a member's beneficiary, have the member
complete and sign in ink the "Change of Beneficiary" section of the Change of Record form (F54-070A). You must take into
account the legal provisions below. If the status of the beneficiary previously designated is irrevocable, the irrevocable
beneficiary must sign this form in ink.

www.inalko.com
GROUP INSURANCE
[DE)NoUsTRAL N
PO Box 790, Station B 522 University & , Suite 400
INSURANCE AND FINANCIAL SERVICES INC, Mnmm:l. Queb:c H3B 3K Toronto, Onlariom 7 g CHA NGE OF RECORD

10. CHANGE OF BENEFICIARY DESIGNATION (If no hanafi ¢ the mamber then the benefit
Last name First nama Relationship %
_ 'J Revocable
L | | |9 Imevocable
3 Revocable
L1 | | |9 Imevocable
In Quebec, if no choice is made, the designation of the legal spouse is Irrwuubh and any other choice is revocable.
The b: above applies to the ber's dent claims will be payable to the member.
If one of the designated beneficiaries dloa hafm the partleipwt, l|ls ahem MII be distributed proportionately with the other beneficiaries.
To repl or make changes to a p Y, please obtain his/her signature,
v's Date

F54-070A

Revoking a Beneficiary

> Minors designated as irrevocable beneficiaries cannot renounce their beneficiary rights.

> If the designation replaces a deceased irrevocable beneficiary, provide proof of death.

> If the designation replaces an irrevocable beneficiary following a divorce, provide proof of divorce.
> In all other cases, the irrevocable beneficiary's signature must be obtained.

Beneficiary designation

According to the law, the beneficiary designation indicated on the back of the form is only valid if no prior irrevocable beneficiary
designation exists.

In Quebec, the designation of the legal spouse is irrevocable, unless otherwise stipulated, and any other designation is revocable,
unless otherwise stipulated. If the revocability or irrevocability of the designation is not clearly indicated through a check mark in
the appropriate box on this form, the legal provisions described above apply.




10 - COORDINATION AND WAIVING OF BENEFITS

10.1. Coordination of Benefits

If a member and/or dependent is/are covered by another group insurance plan, they can also be covered by this contract. If there is a
change of coverage and a coordination of benefits is applicable, the member must check the appropriate boxes under the " Coverage of
the spouse’s plan” section of the Enrolment Request (F54-018A) or the Change of Record form (F54-070A).

10.2. Waiving (cancellation) of Benefits

A member insured as a dependent on his spouse’s group insurance plan can waive the Health Insurance and/or Dental Care benefits
under this contract.

The member must check the appropriate boxes under "Waiving the member's and/or the dependent’s coverage"section of the Enrolment
Request (F54-018A) or the Change of Record form (F54-070A).

Note: Any premium adjustment resulting from the waiving of benefits will be shown with the code 33 on your invoice.

10.3. Reinstatement of Benefits

If the spouse’s group coverage has been terminated, the member may request the reinstatement of the Health Insurance and/or Dental
Care benefits.

Within 31 days of the spouse’s group coverage termination, submit the Change of Record form (F54-070A), completed and signed in ink
by the member, along with written proof of the termination of the spouse’s coverage (job loss or group insurance termination).

Note: Any premium adjustment resulting from the reinstatement of benefits will be shown with the code 32 on your invoice.

www.inakco.com

GROUP INSURANCE
WSURANCE AND FINANCALSERVICESINC. _ Moniesl, Gusbec HOB3KE  Toronto, Ontaio. MSG 1T CHANGE OF RECORD

Please print in ink and sign.

1. BASIC INFORMATION

Policyholder's name (E izati Group policy no. I
Divisionno. ||| Classno.|_L || Location _ Certificate no.
Member's name (as shown on our ds)

ized signature (administrator) _ . Date

2. CHANGE OF NAME OR ADDRESS

6. COORDINATION OF BENEFITS (Completion of this section s mandatory far plans thal include health and/or dental coverage)
[J My spouse does not have health and/or dental coverage (Disregard section 7)
' My spouse has the following benefits

Health: O Individual J Family O Waived Dental: U Individual ' Family (J Waived
If checked, please Section 7.

7. MANDATORY INFORMATION ON SPOUSE'S INSURANCE (If applicable)

Spouse's name. Spouse's group policy no. Spouse's certificate no.
Spouse'sdateofbith 1 1 1 | 1 | 1 |
Spouse's ir e Comp Spouse's employer
If you waive coverage and wish to request it at a later date, certain conditions may apply. Please contact your plan administrator for further details.
YOU MUST COMPLETE AND SIGN THE MEMBER'S CONFIRMATION AND AUTHORIZATION ON THE REVERSE SIDE. FEA-OT0A 08-08)

=y
~



11 - TRANSFER OF DIVISION

Complete the Notice of Change form (F54-020A), specifying code 45 and the names of the members who have transferred from
one division to another. Please indicate the change in class, if applicable.

! \\ INDI.IS‘I‘RIAI. GROUP INSURANCE
Immﬂm SERVICES INC, wwwinalco.com NOTICE OF CHANGE
Quobec Ontario, Atlantic and Western Provinces ¥
PO Bax 790, Station B 522 University Avernie, Suits 400 obo N s Tame | Foloynumber | | Accoued umbar
Montreal, Ouebec HIB 3K6 Toronto, Ontare MSG 1Y7T ABC ENTERPRISES INC.
) (L] 13 () 15) (6)
Certilicate Member's name Code irﬂh":]' Salary Additional intormation
number [see below) l"‘III .','“' Arqunt Frequeacy | Mo. of hears
321789 456 ROBERT TOSTLER 45 FROM CLASS 100 TO CLASS 110

12 - MATERNITY LEAVE, PARENTAL LEAVE
Before the departure date, complete the Notice of Change form (F54-020A), specifying:

) code 75;

) the date of departure on leave;

> the expected delivery date, if applicable;
> the expected date of return.

Note: Any premium adjustment resulting from the Maternity/Parental Leave will be shown with a code 40 on your invoice.

! \\ INDI.ISTRIAI. GROUP INSURANCE
Immﬂm SERVICES INC, wwwinalco.com NOTICE OF CHANGE
Guebec Gnitaria, Atlantic and Western Provinces Polcyaionrs 7
PO Box T80, Station B 522 University Averwa, Suite 400 — | Foleynusher | | Accound oumber |
Monkraal, Cuebec HIB KA Torceito, Ortario. MSG 1Y7 LES ENTREPRISES ABC INC.
[ ] 13 (4) (5) (6)
Gertificate Member's name Code Eectve dote Salary Additional information
number (see below) mm.‘,”, Amaunt Frequescy | Mo of hears

123 456 789 KIM BROWN 75 MATERNITY LEAVE DEPARURE DATE

123 456 789 KIM BROWN 75 EXPECTED DELIVERY DATE

123 456 789 KIM BROWN 75 EXPECTED RETURN DATE

13 - OTHER LEAVE OF ABSENCE (EXCEPT LAYOFF — SEE TERMINATION
SECTION 2.2)

Before the departure date, complete the Notice of Change form (F54-020A), specifying:

> code according to the nature of absence;

> the date of departure on leave;

> the expected date of return;

» specify any benefits that should be terminated according to the provisions stated in your contract.

! = INDI.ISTRIAI. GROUP INSURANCE
Qusbec Otario, Atiantic and Western Provinces TS :
PO Bax 790, Station B 522 University Avernie, Suits 400 mm | Foloynumber | | Accoued umbar
Monreal, Cusbec HIE 36 Toronto, Ontaria. MSG 17
(1) (2 13) (4) 5 (6)
Cortiicate Member's name Code Eective dae Salary Additional information
number (520 below) ,"""‘m.,"m Amounl | Frequeaey | Mo, ol hears
123 789 456 KELLY SMITH X UNPAID LEAVE DEPARTURE DATE
123 789 456 KELLY SMITH X UNPAID LEAVE RETURN DATE

Note: Any premium adjustment resulting from the Other Leave of Absence will be shown with a code 40 on your invoice.





