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The Manufacturers Life Insurance Company

Have you checked your default printing preferences?

m M You are printing to \WATSRVRO01\WatePT07.
anu N”' Before you print, check your default printing preferences.

Your printer will use these settings to print the form

(example: colour or black and white, single or double-sided).

Applica L
Personé s eoracroroumracy-rrsurance

If applying for Non-Underwritten Products, complete the following pages:
Advisor’s report, Pages 1 through 6 inclusive, and Page 7 for client.
Submit completed application by fax or mail for processing.

If applying for Underwritten Products, complete this full application, including the authorizations,
and any applicable appendices. Submit completed application by fax or mail for processing.

Advisor's report .. ... ... A1

Section 1 Information about the person to be insured ............... 1
Section 2 Eligibility ........ ... .. . . 2
Section 3 Benefit selection .. ....... ... ... ... ... 3
Section 4 Dependant information ............ .. ... ... ... ... ... ... 4
Section 5 Financial information and existing insurance .............. 4
Section 6 Payment authorizationplan .................... .. ... ... 5
Section 7 Declaration - Non-Underwritten Products .................. 6
Section 8 Maedical questionnaire for Sickness Disability and Sickness
Disability ExtensionRiders ............................... 8
Section 9 General Authorization for Underwritten Products .......... 13

To inquire on the status of a pending Personal Accident Disability Insurance
application, call toll free at 1-877-654-2757 or email AM_brokersupport@manulife.com.
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Advisor’s report

In this report, you and your refer to the advisor who is selling the policy.

1 Advisor’s information

a. List the advisors involved in this sale.
Note: The first advisor listed will be considered the servicing advisor.

Mail policy to:
L] Primary Insured [ Advisor L] Managing General Agency

1. Name of advisor (first, middle initial, last) 2. Name of advisor (first, middle initial, last)
Advisor code Branch code Percentage of Advisor code Branch code Percentage of
commission commission
% %
Advisor email Advisor email

b. Which distribution channel was used for this sale?
[ ] Independent advisor [ ] Managing General Agency ] National Accounts

¢. Have you provided the Payment acknowledgement to your client? [JNo [ Yes d. Amount collected |$

or to be billed
e. Have you provided your client with a copy of the Diamondivew Illustration? [ No [] Yes If no, explain why:
f. | Medical requirements Date ordered

Reference number Paramedical facility

g. Is this a non face-to-face sale? [ INo [ Yes If yes, explain why:

h. | Advisor's comments

2 Advisor’s certification
By signing below:
e you confirm that you hold all necessary licences and certificates to sell the products applied for in this application for the area where you sold them.
e you verify that you believe the information provided on this form is current, correct and complete.
e you confirm that you have disclosed the following information to the owner of this policy:
e the name of the company or companies you represent

e that you receive commissions for the sale of life and living benefits insurance products and may receive bonuses, invitations to conferences or
other incentives; and

e any conflicts of interest you may have with respect to this transaction.

Your name (first, middle initial, last) Advisor code

D Signature

X

3 Fax and mailing information

For expedited application processing, fax completed application to 1-800-521-2396.

[ ]
For regular mail:
Manulife, PO BOX 670 STN WATERLOO, WATERLOO ON N2J 4B8

For courier:
Delivery Station 500-GB, Consumer Markets New Business, Manulife, 500 KING STREET NORTH, WATERLOO ON N2J 4C6

Note: If you are contracted through a Managing General Agency or National Account Firm,
please forward your application to their office.

PAGE A1 AF5006E (12/2017) APPLICATION FOR PERSONAL ACCIDENT DISABILITY INSURANCE



R R

The Manufacturers Life Insurance Company

M Manulife

Application for Personal Accident Disability Insurance

E tial inf i D 0 New policy issue
D = Fssentialinformation [ Non face-to-face sale
PP = Fast forward to next section

Please print clearly. [ ] Personal address and contact information is the same as on file.

[J Additional coverage (policy change)

S

Section 1 - Information about the person to be insured

In this section, you and your refer to the person to be insured. The questions must be answered by the person to be insured.

D -

1.1 Person to be insured Preferred policy language [ English [ French
Name (first, middle initial, last) Sex
L] Male [ Female
Birth name, if different from current family name Date of birth Country of Birth (applies to Underwritten Products)
Address (street and number) Apt. City or town
Province Postal code Home phone number Business phone number
Best time to contact Best place to contact Email
[] Day L] Evening [ JHome [] Business

b. Are you a permanent resident of Canada? (Must be a permanent resident in order to apply.)

LlYes LINo If no, tell us: Your current immigration status in Canada When did this status come into effect?

. Complete only if residing in Quebec.

Will this insurance replace any existing disability or critical illness insurance?  [INo [ Yes If yes, complete required form.

Note: If you intend to replace coverage (other than coverage you may have through an employer group benefits plan), do not cancel your existing
coverage. A replacement form or declaration may be required. We may not be able to issue an insurance policy if replacement is indicated.

. Beneficiary

Note: If more than one beneficiary, benefits will be paid in equal shares, unless otherwise stated.

Name of beneficiary (first, middle initial, last) Relationship to Primary Insured

If you designate a beneficiary who is a minor when benefits become payable, benefits will be paid into court or to the Public Trustee, unless a
trustee is appointed. By appointing a trustee below, you agree that if the beneficiary is a minor on the date the benefits are paid, the benefits
will be paid to the trustee to hold in trust for the child until the child comes of age.

Name of trustee (first, middle initial, last) Relationship to beneficiary

For Quebec residents only:

In the province of Quebec, if you designate a beneficiary who is under the age of 18 when benefits become payable, benefits will be paid to
the tutor or administrator of the beneficiary and no trustee may be appointed. Any designation of a spouse as a beneficiary is irrevocable
unless stipulated to be revocable. (Check box below if designation is to be revocable.)

L1 hereby declare and stipulate that the beneficiary designation made in this form is revocable.

APPLICATION FOR PERSONAL ACCIDENT DISABILITY INSURANCE AF5006E (12/2017) PAGE 10F 14
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Section 2 - Eligibility

R R

Section 1 - Information about the person to be insured (continued)

1.2 Policy owner if Primary Insured is a minor

In this section, you and your refer to the policy owner (except for the Note to advisor). The questions must be answered by the owner of the policy who
must be a resident of Canada, as defined for Canadian tax purposes. If the person to be insured is under 16 years of age (under 18 years of age in
Quebec), the parent or guardian must complete the section below and sign the applicable authorization in Section 7 — Declaration applies to
Non-Underwritten Products, or in Section 9 — Acknowledgement, agreements, declaration and authorizations. The owner must sign for any changes to
the policy that are requested in the future. Note to advisor: Please advise your client that all benefits will be payable to the owner while the Primary
Insured is a minor.

Owner name (first, middle initial, last) Owner’s date of birth Relationship to Primary Insured

1.3 Employment history

a. Primary occupation b. How many years have you worked in this occupation? |c. How many hours do you work per week?

d. Job duties

e. Name of employer/business

f. Business address (number, street, city, province, postal code)

g. Do you have any secondary employment? LINo [Yes If yes, provide details:

Occupation Job duties Number of hours worked per week

Note: If the secondary occupation is in a different risk category than the primary occupation, a rating may be applied.

Section 2 - Eligibility

Complete if applying for all plans and riders, excluding Cash Hospital, Accidental Death, Premium Refund Rider, or Return of Premium on
Death.

a. Are you currently totally or partially disabled or receiving disability benefits or a disability pension?
LINo [ves

b. Have you ever had any impairment, injury or other condition which currently restricts your bodily movement, or limits your ability to
perform your normal occupation and/or engage in all the functions of your daily routine?

[INo [vYes
If you answered yes to questions 2a or 2b, coverage is NOT available to you.

However, you may apply for the following guaranteed issue products: Cash Hospital, Accidental Death, Premium Refund Rider, or
Return of Premium on Death.

c. Do you currently work 30 or more hours per week? (applies to benefit amounts exceeding $1,000 per month and for ANY amount of
extension coverage.)

[INo [Yes

Must be answered yes in order to be eligible to apply.

For head office use only
[ ] This policy is issued with a Head Office Amendment - see page P900 of the policy document for full details.

L] This policy is issued with an Amendment - see page P950 of the policy document for full details.

L] This policy is issued in connection with policy number S

PAGE 2 OF 14 AF5006E (12/2017) APPLICATION FOR PERSONAL ACCIDENT DISABILITY INSURANCE
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Section 3 - Benefit SEIection Please (v") to apply

wn

(1]

n
=2

D Plans ' Coverage options and/or elimination period |Benefit period Benefit amount g
w
: /month

24 Hour Compensation [Joday [J30day [1120day 2 year $ (min $300) I
w

. [ ] Primary [ ] Primary + Child4 /da o

Cash Hospital Plan ) ) $ ‘ Yy 3
[ ] Primary + Spouse [ ] Family 4 (min $20) o
=

Riders Coverage options and/or elimination period |Benefit period Benefit amount $
. . [] extension from -

24 Hour Accident Disability 5 0
Extension Rider 5 2 years to 5 years $ /month a
Uto age 65 a

24 Hour Compensation Rider =

- for additional coverage or longer | [J10day [J30day [ 120 day $ /month
elimination period than Base

Strain and Sprain Rider ] $ /month
Non-Occupational Loss of Income /month
Rider [Joday [J120day 2 year $ (min $100)
Non-Occupational Accident N ;xtensiotn f5rom 5 $ Jmonth
Disability Extension Rider ® years 1o > years mont
[Ito age 65
. ) . . 3 /month
Sickness Disability Rider LJ15dayretro  [J30day [ 120day 2 year $ (min $300)
[ ] extension from ; h
Sickness Disability Extension Rider 2 years to 5 years? $ (mmr;ggto)
[Jto age 65
Hospitalization benefit
Sickness Hospitalization Rider L] $25/day L] $75/day
[] $50/day ] $100/day
Accidental Death and L $50,000 L $200,000
Dismemberment Rider [1s100,000 [ $250,000
[1$150,000 [ $300,000
Accidental Death Rider $ (min $10,000)
Accident Paramedical Services
Benefit amount
Accident Excess Medical Rider L] Plan A - $400
L] Plan B - $600
L] Plan C - $800
Premium Refund Rider © ]

Return of Premium on Death Rider 7 | [ ]

1 Must select base plan unless addition to a policy

2 This is the 3 year extension rider

3 Benefit amount cannot exceed total accident disability benefit (24 Hour Compensation + Non-Occupational Loss of Income)

4 Complete Section 4 Dependant information

5 Benefit amount for extension riders must be equal to accident or sickness disability coverage on primary insured.

6 The Premium Refund Rider and/or Return of Premium on Death Rider can only be added at the time of issue of the base plan or base rider.
The Premium Refund Rider option can only be added to coverages that have 10 years before expiry.

7 The Premium Refund Rider and/or Return of Premium on Death Rider can only be added at the time of issue of the base plan or base rider.
The Return of Premium on Death Rider option can only be added to coverages that have 20 years before expiry.

APPLICATION FOR PERSONAL ACCIDENT DISABILITY INSURANCE AF5006E (12/2017) PAGE 3 OF 14
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4 Section 4 - Dependant information

® Complete only if dependants are being insured.

E Name of spouse and dependant(s) Relationship to

...2 (if to be insured) Primary Insured Sex Date of birth
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Section 5 - Financial information and existing insurance

D Complete only if applying for Accident and Sickness disability benefit amounts exceeding $2,000 per month.
Coverage amounts of $2,000 per month or less require no integration.
Investment income, interest, and/or rental income is not considered earned income.
The calculated eligible monthly benefit must be rounded down to the nearest $100.

Proof of income is required at claim time if your monthly disability benefit is in excess of $2,000. We will require a copy
of your most recent Personal Income Tax Return, and a complete Statement of your Business Activities, if self-employed.

5.1 Determining eligible monthly benefit

Personal income

Gross annual personal earned income Eligible monthly benefit
$ x75% = |¢ +12 =

$
If required:

Business income
If self-employed with one or no full-time employees

Gross annual Cost of goods, Gross profit % of Eligible monthly
business income _ | wages/salaries/benefits | _ 5 x |ownership | _ 5 X75% =|g - 12 = |benefit
$ $ % $
OR
If self-employed with two or more full-time employees
Gross annual Cost of goods, Gross profit % of Eligible monthly
business income _ | wages/salaries/benefits | _ X ownership | _ 1% = benefit*
=% =1$ X o =
$ $ % $

* Eligible monthly benefit based on personal income can be added to determine total eligible monthly benefit.

5.2 Existing coverage
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a) Are you covered by the workers' compensation board in your province of residence? [] No [ Yes
If yes, and applying for more than $2,000 per month of 24 Hour Compensation coverage, provide workers’ compensation board coverage
amount below (indicate net monthly benefit). This amount must be deducted when calculating the eligible monthly benefit. Workers'’
compensation board benefits are not considered if applying for less than $2,000 per month of 24 Hour Compensation coverage combined with
Non-Occupational Loss of Income coverage.

b) Do you have existing personal or group disability insurance? ] No [ Yes
If yes, provide coverage details below. This amount must be deducted from the eligible monthly benefit you qualify for.

Existing disability coverage | Details

PAGE 4 OF 14 AF5006E (12/2017) APPLICATION FOR PERSONAL ACCIDENT DISABILITY INSURANCE
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Section 6 - Payment authorization plan

In this section, I/we, me/us and my/our refer to the person to be insured or the account holder.

. PA policy number
[ ] Add to existing payment method S

Select one method of payment only.
L] Monthly:

[ JVisa [ MasterCard [ ] American Express [ ] Pre-Authorized Debit (PAD)
(15t to 28th)

Debits/Billing shall be drawn on the (day of month) ~ [11st [ 115t []Other

If you do not select a debit/billing date, the following will apply:
Applications dated between 1st and 14th of the month = debits/billing shall be processed on the 1st of the month.
Applications dated between 15th and later = debits/billing shall be processed on the 15th of the month.

[ ] Annual:
[ JVisa [ MasterCard [ ] American Express [ ] Pre-Authorized Debit (PAD)

Credit card option payment information and payment authorization

I/We hereby authorize Manulife to make a withdrawal from my/our account on the day selected above in which insurance premiums are due. This
authorization may be terminated by either Manulife or by me/us through written notice. Manulife may terminate coverage or change the method of
payment to another qualifying method should a withdrawal be refused for any reason and the financial institution shall in no way be held liable
should such an event occur.

Card number Expiry date Name of cardholder
Signature of cardholder Second signature if joint credit card account Date
X X

Pre-Authorized Debit (PAD) payment information and payment authorization

. The illustration shows the MICR encoding used on Please use the following banking information:
m Manullfe Bank standard cheques. The labels help you identify the [+ the attached void ch (Attach the ch to thi
500 KING ST. NORTH codes to enter in the following table. rom f €a a; €d vola cheque ac ecC eque O tnis
WATERLOO, ONTARIO N2J 4C6 page, immediately below. You can cover both the image

MEMO and the following table.)

" L08m”™ KO0kkcewSLON OO0 LAwOO & L& &N OR .
e | as follows:

1 1 1
Transit Institution Account

number  number number
Transit number Institution number Bank account number Financial institution
Address (street and number) City or town

I/We authorize Manulife to withdraw the initial premium upon receipt of the application and any future premiums monthly on the date noted above or
the next business day thereafter, or on the date of draw required for annual payment basis, if selected, or the next business day thereafter. Withdrawals
from my/our account may be for variable amounts and may change in accordance with the insurance contract or as required to administer the policy.
I/We waive the right to receive 10 days’ notice of the amount and date of each automatic withdrawal from my/our account. If my/our bank
or financial institution does not honour an automatic monthly or annual withdrawal the first time it is presented for payment, Manulife may attempt to
withdraw that payment again within 30 days. Manulife reserves the right to ask me/us for an alternate method of payment if my/our payment is not
honoured. All one-time or automatic withdrawals from my/our bank account will be treated as personal withdrawals as defined by the Canadian
Payments Association in Rule H-1. Premium amounts may change in accordance with my/our insurance contract. I/\We and/or Manulife can end this
agreement at any time by giving 10 days’ written notice. I/We understand that cancelling this PAD agreement may result in a loss of insurance coverage
unless Manulife receives another form of payment. Any refund of premium paid pursuant to this authorization shall be made to the policy owner.

I/We may obtain a sample cancellation form by contacting your financial institution or through www.payments.ca. For any questions about
withdrawals from the bank account, lI/we can contact 1-888-477-5450, am_service@manulife.com or write to Manulife, PO Box 670 Stn Waterloo,
Waterloo, Ontario N2J 4B8.

I/We have certain recourse rights if any debit does not comply with this agreement. For example, I/we have the right to receive reimbursement for any
PAD withdrawal that is not authorized or is inconsistent with this PAD agreement. To obtain a form for a Reimbursement Claim, or for more
information on recourse rights, lI/we can contact the financial institution or visit www.payments.ca.

Name of account holder

Signature of account holder Second signature if joint account Date
X b 4
Account holder address (street and number) City or town Province Postal code

APPLICATION FOR PERSONAL ACCIDENT DISABILITY INSURANCE AF5006E (12/2017) PAGE 50F 14
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If applying for Non-Underwritten Products, complete the following pages:
D Advisor’s report, Pages 1 through 6 inclusive, and Page 7 for client.
Submit completed application by fax or mail for processing.

Section 7 - Declaration applies to Non-Underwritten Products

| declare that the information contained in this application is true and complete and forms the basis of any policy or additional coverage issued hereunder.

1. All statements and answers made in this application and in any document completed in connection with this application are complete and true, and
such statements and answers will form the basis of the policy or additional coverage.
2. No representative of Manulife is authorized to modify this application or the policy.
3. Acceptance of any policy or additional coverage issued which is based on this application constitutes approval of the terms, conditions, limitations,
exclusions, including exclusions for pre-existing conditions, and other provisions of the policy or additional coverage.
4. The policy or additional coverage will take effect on delivery to the Primary Insured on condition that:
a) The initial premium has been paid;
b) There has been no change in insurability of the proposed Insured Person(s) since completion of the application; and
¢) All the statements and answers made at the time of the application are still complete and true as of the time of delivery.

Signed at (city or town, province) Date

Signature of person to be insured (or owner if proposed person to be insured is a minor)* | Signature of advisor

* In all provinces except Quebec: Minor - ages 5 to 15 inclusive. The Primary Insured must sign the Declaration on the application at age 16. The Primary
insured can be changed to the Owner of this policy at age 16.
In Quebec: Minor - ages 5 to 17 inclusive. The Primary Insured must sign the Declaration on the application from ages 15 to 17 in addition to the
Owner's signature. The Primary insured can be changed to the Owner of this policy at age 18.

Advisor code

Notice on Privacy and Confidentiality

The specific and detailed information requested on the application form is required to process the application. To protect the confidentiality of this
information, Manulife 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 employees, mandataries, administrators or agents who are responsible
for the assessment of risk, 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. 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 at the address shown below. Your file is secured in our offices or those of our administrator or agent. You may request to review
the personal information it contains and make corrections by writing to:

Privacy Officer

Manulife

Del. Stn 500-4-A

P.O. BOX 1602
WATERLOO ON N2J 4C6

APPLICATION FOR PERSONAL ACCIDENT DISABILITY INSURANCE AF5006E (12/2017) PAGE 6 OF 14
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Detach and give this page to proposed policy owner.

m Manulife Temporary Insurance agreement

Manulife (the Company) agrees to provide Temporary Insurance coverage as applied for, provided the initial premium or
credit card billing has been honoured by the financial institution and, if Accident Disability has been applied for, the
questions in Sections 2a and 2b are answered no, subject to the following:
1. The terms, conditions, limitations, and exclusions, and other provisions of the policy or additional coverage applied
for, will govern.

2. Temporary Insurance coverage ceases on the earliest of:
a) the date the policy or additional coverage applied for becomes effective; or
b) thirty (30) days from the date of the Payment Acknowledgement noted below; or
C) the date the Company sends notice to the proposed Primary Insured declining the application.

No representative of Manulife is authorized to modify this agreement.

m Manulife Payment acknowledgement

o

The Company acknowledges payment of or authorization to bill the initial premium of

for Application of Insurance number HEHHHHHH R

Signature of advisor Date

b 4

Your right to access your personal information

You can ask to review your personal information in our files and to have any inaccuracies corrected by sending a written
request to:

Privacy Officer

Manulife

Del. Stn 500-4-A

P.O. BOX 1602

WATERLOO ON N2J 4C6

Additional privacy policy information
You can obtain a copy of our policies and practices for handling personal information by contacting our Privacy Office at the
above address or by visiting www.manulife.ca > Privacy Policy.

How we resolve complaints

We're delighted that you are interested in purchasing an insurance product from us and we're committed to continually
affirming your confidence in us in the years to come. If you have any concerns with the product itself or with the service
you receive, you can rest assured that we will handle all of your questions and concerns fairly and efficiently. To discuss any
questions or concerns you may have, please contact your advisor or our head office at:

1-888-626-8543, outside Quebec;

1-888-626-8843, in Quebec.

More information about our complaint resolution process is available on the Internet at
www.manulife.ca under Contact Us and search for “complaint resolution”.

APPLICATION FOR PERSONAL ACCIDENT DISABILITY INSURANCE AF5006E (12/2017) PAGE 70OF 14
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Section 8 - Medical questionnaire for Sickness Disability
and Sickness Disability Extension Riders

IMPORTANT: Any reference to testing, tests, test results, or investigations in this section excludes genetic tests.
Genetic test means a test that analyzes DNA, RNA or chromosomes for purposes such as the prediction of disease or vertical transmission
risks, or monitoring, diagnosis or prognosis.

In this section, you and your refer to the person to be insured.

Before applying, it is important to understand that this coverage is NOT available to you if you have any of the
following conditions:

AIDS or AIDS-related disease Hepatitis other than Hepatitis A

Alcohol or drug abuse in the past 7 years Huntington’s chorea

Alzheimer’s disease Lou Gehrig’s disease — amyotrophic lateral sclerosis (ALS)

Cancer — except basal cell skin Lupus or systemic lupus erythematosus (SLE)

Diabetes Multiple sclerosis

Heart disease, including heart attack, angina, valvular Parkinson's disease

surgery, coronary bypass surgery or angioplasty Stroke — cerebrovascular accident or transient ischemic attack (TIA)

(excluding controlled high blood pressure)

8.1 About your family physician

D Name of your doctor or clinic (If you do not have a family doctor, provide the name of the last medical facility, date, reason and results of when a doctor was last

consulted.)
Address (street and number) City or town Province Postal code
Date last consulted Telephone number Reason last consulted

Tests, treatment or medication prescribed (If none, state none.)

Results and current status

8.2 Your medical history

D 1. Height and weight
Person to be insured: Height : L fvin LI cm Weight : b kg
In the past year [ same L] gain :D b [ kg [ loss : b [ kg

2. Has your weight changed by more than 10 pounds (4.5 kg) in the past 12 months?

LI No [ vYes If yes, provide the reason ‘
for change

If the change resulted from pregnancy, tell us your pre-pregnancy weight. :
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3. Please answer all questions and provide full details below or attach a separate If yes, provide details. Include condition, testing
sheet, signed and dated. dates, duration, reason for tests, results and
names and addresses of doctors and medical
Have you: facilities consulted.
a. ever applied for any insurance that was postponed, declined, cancelled, If yes, give date, name of company and reason.
modified or rated in any way? I No [ Yes

b. within the past 7 years, used drugs for any purpose other than medical,

used marijuana, or have you been treated for or advised to reduce drug | [ ] No [ Yes If yes, proceed to complete Appendix D

(Drug Questionnaire).

use?
c. within the past 7 years, been treated for or advised to reduce alcohol CNe [V If yes, proceed to complete Appendix A
use? o €5 | (Alcohol Questionnaire).

APPLICATION FOR PERSONAL ACCIDENT DISABILITY INSURANCE AF5006E (12/2017) PAGE 8 OF 14
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Section 8 - Medical questionnaire for Sickness Disability and Sickness Disability

Extension Riders (continued)

3. Please answer all questions and provide full details below or attach a separate
sheet, signed and dated.

Have you:

If yes, provide details. Include condition, testing
dates, duration, reason for tests, results and
names and addresses of doctors and medical
facilities consulted.

d. ever had or been told you had or been investigated or treated for any of
the following:

1.

10.

11.

12.

13.

Mental or nervous disorder such as: depression, anxiety, stress,
burnout, attempted suicide, suicide ideation, any emotional or
eating disorder, or other?

[ ] No

L] Yes

If yes, proceed to complete Appendix E
(Emotional Health Questionnaire).

Disorder of the brain or nervous system such as: dizziness, fainting
or syncope, seizures, tremor, vertigo, or other?

[1No

[ ] Yes

Heart or blood vessels such as: angina, blood clots, heart disease,
bypass or angioplasty, cerebrovascular disease (CVA), stroke or
transient ischemic attack (TIA), chest pains or shortness of breath,
heart attack, heart murmur, palpitations, high blood pressure,
elevated cholesterol, poor circulation, swollen ankles, or other?

[1No

[ 1 Yes

Cancer, cysts, lumps, or tumour?

[1No

[ 1 Yes

Lung or respiratory disorder such as: asthma, chronic obstructive
pulmonary disease (COPD), chronic or recurrent bronchitis,
emphysema, sarcoidosis, sleep apnea, tuberculosis, or other?

[1No

[ 1 Yes

If yes, proceed to complete Appendix F
(Respiratory Questionnaire).

Abdominal organs such as: cirrhosis, colitis, Crohn’s disease,
diverticulitis, gastrointestinal bleeding, gastrointestinal reflux,
hepatitis (including hepatitis carrier state), irritable bowel syndrome,
liver disease, pancreatitis, ulcer, or other?

[1No

[ 1 Yes

If yes, proceed to complete Appendix G
(Gastrointestinal Questionnaire).

Positive test, or treatment for, or exposure to HIV or AIDS virus?

[ ] No

L] Yes

Kidney disorder, urinary disorder, reproductive organs disorder such
as: abnormal pap smear, bladder infection, kidney stone, nephritis,
prostatitis or other prostate disorder, protein in the urine, urinary
tract infection (UTI), sugar or blood in urine, uterine fibroids,
polycystic kidney disease, other kidney or bladder disorders, other
reproductive disorder or sexually transmitted disease, or other?

L] No

L] Yes

Blood disorder or glands disorder such as: diabetes, abnormal blood
sugar, anemia, bleeding tendency, gout, hemophilia, bleeding
tendency, lymph gland disorder, thyroid disorder or other endocrine
disorders, or other?

[1No

[ ] Yes

Breast disorder such as: abnormal mammogram findings or biopsy,
cysts, lumps or other physical changes?

[ ] No

L] Yes

Skin disorder such as: basal cell carcinoma, dysplastic nevus or
dysplastic nevus syndrome, lesions, freckles or moles that have
changed in size, colour or have bled, psoriasis, dermatitis, nevus or
nevi, or other?

L] No

L] Yes

Eyes or ears such as: blindness, blurred vision, deafness, glaucoma,
impaired hearing, impaired sight, labyrinthitis, optic neuritis, tinnitus,
or other?

[ ] No

L] Yes

Any other illness or disorder not mentioned above, or are you aware
of any symptoms or complaints for which you have not consulted a
doctor or received treatment?

L] No

L] Yes

e. ever had:

1.

any muscles, bone or joint problems such as: chronic fatigue,
chronic pain, fibromyalgia, muscular dystrophy, rheumatoid arthritis
or osteoarthritis, paralysis or weakness, any injury or disorder of the
muscles, bones, joints or spine causing any physical limitations or
restrictions, or other?

[1No

[ 1 Yes

If yes, proceed to complete Appendixes B and C
(Bone and Joint Questionnaire, and Back
Questionnaire).

x-rays of spine or joints or been hospitalized?

[ ] No

L] Yes

If yes, proceed to complete Appendixes B and C
(Bone and Joint Questionnaire, and Back
Questionnaire).

within the past 5 years, been disabled and/or unable to perform
your normal daily activities from any cause for two consecutive
weeks or more?

[ ] No

L] Yes

f. within the past 2 years:

1.

had an abnormal mammogram, PSA or any other test or
investigation?

[ ] No

L] Yes

consulted a specialist, been prescribed medication, had other
treatment or counselling for any disorder other than minor ailments
(colds, flu, etc.)?

L] No

L] Yes
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Section 8 - Medical questionnaire for Sickness Disability and Sickness Disability
Extension Riders (continued)

3. Please answer all questions and provide full details below or attach a separate If yes, provide details. Include condition, testing
sheet, signed and dated. dates, duration, reason for tests, results and
names and addresses of doctors and medical
Have you: facilities consulted.

f. within the past 2 years:

3. been advised to undergo further investigation, see another doctor [INo [ Yes
or have surgery?

g. female applicants only: If yes, give due date.
1. are you currently pregnant? [INo []Yes
2. have you ever had a miscarriage, preeclampsia, caesarean section or If yes, give date and details.
other complication of pregnancy? [ No [ Yes

Your family medical history
h. have any of your parents or siblings (brothers or sisters) If yes, provide details below.

1. been diagnosed prior to age 60 with heart disease, stroke or cancer? | L] No [] Yes

2. been diagnosed with Huntington's chorea, polycystic kidney disease If yes, provide details below.
or other kidney disease (excluding kidney stones), Parkinson’s
disease, multiple sclerosis, Alzheimer’s disease, amyotrophic lateral [INo [ Yes
sclerosis (also called ALS or Lou Gehrig's disease) or other motor
neuron disease, diabetes, hepatitis, or retinitis pigmentosa?

Condition or impairment (if cancer, specify Age at death and cause
Family member and relationship to you | type and location) Age at onset | (if applicable)

We may request a medical examination, urinalysis or tests such as general blood profile (including blood test for HIV) which
will be made at no expense to the applicant. Results of any positive infectious disease test will be reported to the appropriate
health department if required by law.

Please note that, based on your health information, we may modify the insurance offer or may decline to offer coverage.

D | understand that | have applied for Sickness Disability insurance and that no benefits will be payable under this Sickness Disability
Coverage if the Disability or Sickness results directly or indirectly, in whole or in part, from:
a) suicide or intentionally self-inflicted Injury;
b) committing or attempting to commit a criminal offence, or while in prison;
) pregnancy, childbirth or voluntary abortion except for complications during pregnancy which are life threatening;
d) the misuse of medication, or the abuse of drugs or intoxicants, or from having a blood alcohol level of 80 mg. or more
of alcohol per 100 ml. of blood
e) mental, nervous or emotional disorders;
f) elective Medical Treatment;
g) riots, civil unrest, war or any act of war, whether declared or not, or as the result of participation full or part time in any
armed forces of any country government or international organization;
h) an Accident; or
i) a Pre-Existing Condition during the 12-month period immediately following the Effective Date for this Sickness Disability [ [initil here
Coverage, provided that such condition was not disclosed on the Application for Insurance
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Quebec residents only: After completion, you may detach this section and send it directly to Manulife.
Please provide the following information:

Name of person to be insured (first, middle initial, last) Date of birth
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Detach and give this page to proposed policy owner.

m Manulife Temporary Insurance agreement

Manulife (the Company) agrees to provide Temporary Insurance coverage as applied for, provided the initial premium or
credit card billing has been honoured by the financial institution and, if Accident Disability and Optional Sickness has
been applied for, the questions in Sections 2a and 2b are answered no, subject to the following:

1. The terms, conditions, limitations, and exclusions, and other provisions of the policy or additional coverage applied
for, will govern.

2. This agreement DOES NOT cover Sickness Disability and/or Sickness Disability Extension.

3. Temporary Insurance coverage ceases on the earliest of:
a) the date the policy or additional coverage applied for becomes effective; or
b) thirty (30) days from the date of the Payment Acknowledgement noted below; or
) the date the Company sends notice to the proposed Primary Insured declining the application.

No representative of Manulife is authorized to modify this agreement.

m Manulife Payment acknowledgement
The Company acknowledges payment of or authorization to bill the initial premium of |$

for Application of Insurance number HHHHHHHH T

Signature of advisor Date

X

M Manulife MIB Inc.

Important notice on exchange of information

Information regarding your insurability will be treated as confidential. The Insurer or its reinsurers may, however make a brief report on it to
MIB, Inc., formerly known as the Medical Information Bureau, a non-profit membership organization of insurance companies which operates
an insurance information exchange on behalf of its members. If you apply to another MIB member company for life or health insurance
coverage, or a claim for benefits is submitted to such a company, MIB, upon request, will supply such company with the information about you
in its file. Manulife, or its reinsurers, may also release information from its file to other insurance companies to whom you may apply for life or
health insurance, or to whom a claim for benefits may be submitted.

Upon receipt of a request from you, MIB will arrange disclosure of any information in your file. Please contact MIB at 416-597-0590. If you
question the accuracy of the information in MIB's file, you may contact MIB and seek a correction. The address of MIB's information office is:

MIB Inc.
330 University Avenue, Suite 501
Toronto, Ontario M5G 1R7

Information for consumers about MIB may be obtained on its website at www.mib.com.

APPLICATION FOR PERSONAL ACCIDENT DISABILITY INSURANCE AF5006E (12/2017) PAGE 11 0F 14



R R

Your right to access your personal information

You can ask to review your personal information in our files and to have any inaccuracies corrected by sending a written
request to:

Privacy Officer

Manulife

Del. Stn 500-4-A

P.O. BOX 1602

WATERLOO ON N2J 4C6

Additional privacy policy information

You can obtain a copy of our policies and practices for handling personal information by contacting our Privacy Office at the
above address or by visiting www.manulife.ca > Privacy Policy.

How we resolve complaints

We're delighted that you are interested in purchasing an insurance product from us, and we're committed to continually
affirming your confidence in us in the years to come. If you have any concerns with the product itself or with the service
you receive, you can rest assured that we will handle all of your questions and concerns fairly and efficiently. To discuss any
guestions or concerns you may have, please contact your advisor or our head office at:

1-888-626-8543, outside Quebec;

1-888-626-8843, in Quebec.

More information about our complaint resolution process is available on the Internet at
www.manulife.ca under Contact Us and search for “complaint resolution” .
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General Authorization for Underwritten Products

Section 9 - Acknowledgement, agreements, declaration
and authorizations

In this section, we and our refer to The Manufacturers Life Insurance Company (Manulife). |, me, my, you and your refer to the
person to be insured.

Important Notice on Exchange of Information

Information regarding your insurability will be treated as confidential. The Insurer or its reinsurers may, however make a brief
report on it to MIB, Inc., formerly known as the Medical Information Bureau, a non-profit membership organization of
insurance companies which operates an insurance information exchange on behalf of its members. If you apply to another MIB
member company for life or health insurance coverage, or a claim for benefits is submitted to such a company, MIB, upon
request, will supply such company with the information about you in its file. Manulife, or its reinsurers, may also release
information from its file to other insurance companies to whom you may apply for life or health insurance, or to whom a claim
for benefits may be submitted.

Upon receipt of a request from you, MIB will arrange disclosure of any information in your file. Please contact MIB at
416-597-0590. If you question the accuracy of the information in MIB's file, you may contact MIB and seek a correction. The
address of MIB's information office is: 330 University Avenue, Suite 501, Toronto, Ontario M5G 1R7. Information for
consumers about MIB may be obtained on its web site at www.mib.com.

Important Notice on Privacy and Confidentiality

The specific and detailed information requested on the application form is required to process the application. To protect the
confidentiality of this information, Manulife 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
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. 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 at the address shown below. Your file is secured in our offices or the office of
the administrator. You may request to review the personal information it contains and make corrections by writing to: Privacy
Officer, Manulife, Del. Stn 500-4-A, P.O. Box 1602, Waterloo, Ontario N2J 4C6.

Declaration

It is agreed that:

1. All statements and answers made in this application and in any document completed in connection with this application are
complete and true, and such statements and answers will form the basis of the policy or additional coverage.

2. No representative of Manulife is authorized to modify this application or the policy.

3. Acceptance of any policy or additional coverage issued which is based on this application constitutes approval of the terms,
conditions, limitations, exclusions, including exclusions for pre-existing conditions, and other provisions of the policy or
additional coverage.

4. The policy or additional coverage will take effect on delivery to the Primary Insured on condition that:

a) The initial premium has been paid,

b) There has been no change in insurability of the proposed Insured Person(s) since completion of the application, and

¢) All the statements and answers made at the time of the application are still complete and true as of the time of delivery.
Acknowledgement

It is acknowledged that notice has been received of disclosure concerning a consumer report and MIB Inc. Consent is given to
obtain such report(s). The advisor has signed a contract with Manulife, as a representative entitled to receive commissions and
may receive other benefits for placing this insurance. Commissions may be payable to more than one advisor; if so, they are
split as indicated on page A1, Advisor's report.

Your advisor's access to your personal information

e If our findings concerning your blood pressure, cholesterol level or physical build affect your insurance application, we may
share this information with your advisor.

e If the information you provide in the application or in any telephone interview or paramedical interview associated with
this application affects your application, we may tell your advisor whether the relevant information relates to your family
history, medical information or lifestyle.

You agree that we may share the information with your advisor as described above and that your advisor can use this
information to discuss your insurance options with you. If you agree, please select box below.

Person to be insured agrees [

You consent to your name, area of reference and occupation being revealed to others for the purpose of marketing this
product. If you agree, please select box below.

Person to be insured agrees []

APPLICATION FOR PERSONAL ACCIDENT DISABILITY INSURANCE AF5006E (12/2017) PAGE 13 OF 14
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Section 9 - Acknowledgement, agreements, declaration and authorizations
(continued)

Authorization

| understand that The Manufacturers Life Insurance Company (Manulife) or its reinsurer(s) will require information for the
purpose of approving the application, administering the contract, and considering any claim on insurance arising from this
application. | authorize any physician, medical practitioner, hospital, clinic or any other medical or medically-related facility,
insurance company, MIB Inc., other organization, person or source that has any information, records or knowledge of me to
give Manulife or its reinsurers any such information. | understand that Manulife may request a medical examination or tests,
which will be made at no expense to me. | consent to Manulife acquiring information about me and my health. | consent to
any examination, x-rays, electrocardiograms, blood and urine tests as Manulife may require to underwrite my application for
insurance.

The tests may include but are not limited to tests for cholesterol and related blood lipids, diabetes, liver or kidney disorders,
immune disorders, infection by the Acquired Immune Deficiency Syndrome (AIDS) virus, and the presence of medications,
drugs, nicotine or their metabolites. | further consent to Manulife releasing the results of these tests to its reinsurers if involved
in the underwriting, to my attending physician, and to MIB Inc., or the appropriate health department if required by law. |
understand why | have been asked to disclose this information, including my individually identifying information, and am aware
of the risks and benefits of consenting or refusing to consent to the disclosure of the information listed above. This consent
shall take effect on the date of signing of this application and shall expire 7 years after the termination date of any coverage
issued as a result of this application. | understand that this consent may be revoked at any time and that if as a result of such
revocation Manulife is unable to obtain proof of claim, this may result in claims not being paid. | acknowledge receipt of and
agree with the Notice on Privacy and Confidentiality. | agree that a copy of this authorization shall be as valid as the original.

Signed at (city or town, province) Date
Signature of person to be insured (or owner if proposed person to be insured is a minor)*|Signature of advisor Advisor code
X b 4

* In all provinces except Quebec: Minor - ages 5 to 15 inclusive. The Primary Insured must sign the Declaration on the application at age 16.
The Primary insured can be changed to the Owner of this policy at age 16.
In Quebec: Minor - ages 5 to 17 inclusive. The Primary Insured must sign the Declaration on the application from ages 15 to 17 in addition to the
Owner's signature. The Primary insured can be changed to the Owner of this policy at age 18.

Authorization to release information

, as the person to be insured, authorize and direct any physician, hospital, clinic or other medical or medically related facility
that I have attended, and any insurance company, government agency, provincial health care insurer, institution, organization or
person, that has any records or knowledge of me or of my health to release full particulars thereof including all prior medical
history to The Manufacturers Life Insurance Company, its reinsurers or its Agents for purposes of processing my application for
insurance. This authorization is valid only during underwriting and the incontestability period. A copy of this consent is as valid
as the original.

Signed at (city or town, province) Date
Signature of person to be insured Signature of witness
b 4 X

Personal Accident Disability Insurance and Cash Hospital are offered through

The Manufacturers Life Insurance Company (Manulife).

Plans undenwritten by The Manufacturers Life Insurance Company. Manulife and the Block Desw’%n are trademarks of The Manufacturers Life Insurance Company and are used by it, and by its affiiates under licence. ™/® Trademarks of The Manufacturers Life Insurance Company.
© 2017 The Manufacturers Life Insurance Company. All rights reserved. Manulife, PO Box 670, Stn Waterloo, Waterloo, ON' N2J 488,

PAGE 14 OF 14 AF5006E (12/2017) APPLICATION FOR PERSONAL ACCIDENT DISABILITY INSURANCE



The Manufacturers Life Insurance Company
M Manulife

Alcohol Usage Questionnaire Appendix A

Application for Personal Accident and Sickness Insurance Plans
Supplemental Medical Questionnaire — Consumer Markets Underwriting

Instructions: Complete all answers in full; sign and date; attach a separate sheet if additional space is required.

Name of applicant Application number or PA policy number

HAHHHHH A

1. Do you currently drink alcohol? LIYes [INo

2. Did you ever drink alcohol? [JYes [INo

If you answered yes to 1. or 2. above, please complete the following:

} ) } Current consumption Former consumption
For the purpose of this questionnaire:
o . : .
1 drink = 1 beer or 1% oz liquor or 5 0z wine Beer Wine Liquor Beer Wine Liquor

Daily
Weekly
Monthly
Any binge drinking? Llves [No Llves [INo

3. If yes to binge drinking, give amount consumed, frequency, duration and date of last episode:

4. Have you ever changed your drinking habits? [JYes [1No

If yes, give date(s) and reason:

5. If you formerly consumed alcohol but stopped, when did you last drink?

(dd/mmm/yyyy)
6. Have you ever lost time from work or school due to your alcohol use? [IYes [1No
If yes, give date (s) and duration:
7. Have you ever been advised by a medical practitioner to reduce your use of alcohol? [JYes [1No
If yes, give dates and details:
8. Have you ever had any driving violations while under the influence of alcohol? [IYes [INo

If yes, provide details including dates:

Provide driver’'s licence number and licensing province:
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Appendix A

Alcohol Usage Questionnaire
(continued)

9. Have you ever been treated, received advice, been advised to consult or considered consultation for alcohol-related problems by:

(a) a medical doctor, counsellor or other health care professional [ ] Yes
(b) hospital (clinic or institution) [ ] Yes
(c) out-patient facilities (alcohol or addiction facility) L] VYes
(d) Alcoholics Anonymous or similar organization? L] Yes

[J No
L] No
L] No
L] No

If yes, provide details including date(s), treatment, duration, details of any relapses, name and address of attending physicians

and other medical facilities:

10. If you have attended Alcoholics Anonymous (or a similar organization), how frequently do you attend and when did you last attend?

11. Have you ever suffered from, developed or exhibited signs of any medical condition associated with the use of alcohol
(e.g., abnormal blood tests, liver or pancreas problems, heart palpitations, seizures, blackouts, emotional or drug problems?)

[TYes [INo

If yes, provide details including dates:

12. Has any member of your family been treated for alcoholism? [ Yes

[J No

13. Name and address of the doctor/practitioner that would have the most complete records of your alcohol usage:

14. Please provide any other information that is pertinent to your alcohol usage:

Declaration

| declare that the above statements are true and complete to the best of my knowledge and belief. This form is part of the

application for insurance on me.

I acknowledge receipt of and agree with the Notice on Privacy and Confidentiality previously provided with the application,
additional copies of which can be obtained from The Manufacturers Life Insurance Company, upon request.

Signature of applicant Date

b 4

PAGE 2 OF 2 ALCQ (11/2010)
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The Manufacturers Life Insurance Company
M Manulife

Bone and Joint Questionnaire Appendix B

Application for Personal Accident and Sickness Insurance Plans
Supplemental Medical Questionnaire — Consumer Markets Underwriting

Instructions: Complete all answers in full; sign and date; attach a separate sheet if additional space is required.

Name of applicant Application number or PA policy number
HHHHHHHHHHHHHHE

1. Do you now suffer or have you ever suffered from pain or discomfort in your bones or joints? [TYes [1No

2. (a) What is the diagnosis of pain or discomfort in your bone or joints?

(
(b) Date diagnosed (dd/mmm/yyyy):
(0) If it is Arthritis, what specific type? [ ] Traumatic [ ] Osteo [ ] Rheumatoid
(d) Is the diagnosis: [] Definite  [] Tentative /Suspected?
(e) Are you still: [ under investigation [ ] being treated?

. (@) Indicate if the joints are now or have ever been: [JInflamed [JRed [JHot [JSwollen [JTender
(b) Date symptoms first experienced (dd/mmm/yyyy):
(c) Date of first episode (dd/mmm/yyyy):

(d) Date of last episode (dd/mmm/yyyy):
(e) Longest duration of discomfort:

4. Indicate all affected areas and, as applicable, circle if R (Right), L (Left) or B (Both):
[ ] Back [ ] Neck [ ] Shoulders-R LB [JElbows-RLB []Knees-RLB
[JFeet-RLB [JAnkles-RLB []Wrists-RLB [JHands-RLB [ Hips-RLB

5. Due to or resulting from your bone/joint pain or discomfort, have you ever:

(a) had any x-rays, rheumatological assessment or other investigations? [JYes [1No
(b) been advised to consult a specialist? [1Yes [INo
(c) been hospitalized? [1Yes [INo
(d) been disabled or lost time from work or school? [JYes [INo
(e) experienced any limitation or restriction of movement walking, standing,

or personal or occupational activities? [IYes [1No
(f) required any special devices such as canes, crutches, wheelchair or braces? [JYes [INo
(g) been recommended to have or had any surgery? [1Yes [INo

If yes to any of the above, please provide details including dates, duration, doctor/practitioner, type of treatment or test and results:

APPENDIX B - BONE AND JOINT QUESTIONNAIRE BNJQ (09/2010) PAGE 1 0OF 2
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Appendix B

Bone and Joint Questionnaire
(continued)

6. (a) Indicate if any of the following treatments have ever been prescribed, recommended, used or anticipated:
L] Physiotherapy ] Chiropractic [ 1 Acupuncture ] Massage
[[] Medications (including over-the-counter)  [] Surgery [[] Other (specify)

Provide details of any treatments indicated including dates, durations and names and addresses of practitioners consulted
(e.g., medical doctor, chiropractor, physiotherapist, massage therapist, acupuncturist, naturopath or other):

(b) If you are now symptom free, indicate date that any medications or treatments were last required (dd/mmm/yyyy):

(c) If you are still experiencing symptoms or pain/discomfort, please specify current status, frequency of pain/discomfort and treatment:

7. Which doctor/practitioner would have the most complete record of your bone/joint history?

8. Please include any additional information that is pertinent to your bone or joint condition:

Declaration

| declare that the above statements are true and complete to the best of my knowledge and belief. This form is part of the
application for insurance on me.

I acknowledge receipt of and agree with the Notice on Privacy and Confidentiality previously provided with the application,
additional copies of which can be obtained from The Manufacturers Life Insurance Company, upon request.

Signature of applicant Date

b 4
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The Manufacturers Life Insurance Company
M Manulife

Back Pain Questionnaire Appendix C

Application for Personal Accident and Sickness Insurance Plans
Supplemental Medical Questionnaire — Consumer Markets Underwriting

Instructions: Complete all answers in full; sign and date; attach a separate sheet if additional space is required.

Name of applicant Application number or PA policy number

HEHHHH R HH

1. Have you ever had pain or discomfort in your back or neck? [1Yes [INo
If yes, please complete the following:
(@) When did your symptoms first start? (dd/mmm/yyyy)

(b) Have symptoms recurred? [JYes [1No
If yes, give date(s) or describe frequency of episodes:

(c) What was your longest episode and how long did symptoms persist?

(d) When did you last experience symptoms? (dd/mmm/yyyy)

(e) Is pain/discomfort constant? [1Yes [INo
2. What area of your back is or was involved?

[ ] Neck [ ] Middle (Thoracic) [ ] Low (Lumbar/Sacral) [ ] Shoulders — R, L or Both
3. (a) Have you ever had pain or numbness in your legs or in your arms? [JIYes [1No

(b) Does back or neck pain radiate to other areas? [JYes [INo

If yes, please provide details:

4. As a result of your back or neck symptoms, have you ever:

(a) had a CT scan, MRI, x-rays, or other investigation? [lYes [INo
(b) been advised to consult a specialist? [1Yes [INo
(c) been hospitalized or treated in the Emergency department? [IYes [INo
(d) undergone surgery or been advised to have surgery? [IYes [INo
(e) experienced any difficulty walking, standing, sitting or bending? (Please circle) [lYes [1INo
(f) been unable to go to work or school? [lYes [1INo
(9) undergone physiotherapy, massage therapy, chiropractic treatment,

acupuncture or other treatment? (Please circle) [l1Yes [INo

If yes to any of the above, please provide details:

Name of doctor, health care
provider or medical facility

Dates Duration
(dd/mmm/yyyy) (if applicable)

Question

Details
number

Degree of recovery

APPENDIX C - BACK PAIN QUESTIONNAIRE BACKQ (09/2010) PAGE 1 0OF 2
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Appendix C
Back Pain Questionnaire
(continued)
5. What medical diagnoses have been given to your back/neck condition? (Please check all applicable)
[] Muscle sprain/strain [] Ligament sprain/strain [ ] Degenerative disc [[] Herniated disc
] Pinched nerve [ Sciatica ] Spondylitis ] Sacro-iliitis
[ Spinal stenosis [ Scoliosis [ Subluxation L] Fractured vertebrae
L] Arthritis L] Ankylosis [ Diffused vertebrae [ Spinal dislocation
[ ] Other
6. Have you taken any medication in the past 5 years for the treatment of back/neck pain or discomfort? [IYes [1No

If yes, please complete the following:

Medication name

Dose

Date started

Are you presently

If no longer using medication,

(dd/mmm/yyyy) using this medication? date discontinued (dd/mmm/yyyy)
[Tves [INo
[TvYes [INo
[Jves [INo
[JvYes [INo

7. Please give the name and address of doctor or medical practitioner who would have the most complete records of your back or neck

condition:

8. Please provide any other information that is pertinent to your back or neck pain:

Declaration

| declare that the above statements are true and complete to the best of my knowledge and belief. This form is part of the

application for insurance on me.

| acknowledge receipt of and agree with the Notice on Privacy and Confidentiality previously provided with the application,
additional copies of which can be obtained from The Manufacturers Life Insurance Company, upon request.

Signature of applicant

b 4

Date

PAGE 2 OF 2 BACKQ (09/2010)
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M Manulife

The Manufacturers Life Insurance Company

Drug Usage Questionnaire

Application for Personal Accident and Sickness Insurance Plans
Supplemental Medical Questionnaire — Consumer Markets Underwriting

Appendix D

Instructions: Complete all answers in full; sign and date; attach a separate sheet if additional space is required.

Name of applicant

Application number or PA policy number

HHHHHHHHHHHHHHHH

1. Please indicate if you are now using or have ever used any of the following and provide details below:

(a) Cannabis: [] Marijuana [ ] Hashish

(b) Barbiturates: [ ] Amytal [ ] Phenobarbital [] Seconal [] Nembutal

) Opium derivatives: [] Heroin [] Morphine [] Demerol [] Methadone

(d) Amphetamines: [ ] Benzedrine [ ] Dexedrine [] Methedrine

e) Cocaine: [ ] Cocaine [ ] Crack

(f) Hallucinogens: LILsD LI DMT [] Mescaline L] Peyote ] Psilocybin

g) Club Drugs: [] Ecstasy [ ] GHB [] Rohypnol [] Ketamine []PcCp

h) IV Drug Use:

i) Anabolic Steroid:

(
(
(
(
(
(

j) Other (explain):

Type(s) used

Usual quantity

Frequency of use

Date first used Date last used

2. (a) Have you ever received or been recommended to seek or contemplated seeking medical treatment or advice because of drug use?

[ITYes [INo

If yes, state dates, names and addresses of doctors, institutions or other support groups consulted, including details of all relapses:

(b) Have you ever been seen by an Emergency Department or Paramedics?
If yes, give dates and reason:

[1Yes [INo

APPENDIX D - DRUG USAGE QUESTIONNAIRE

DRUGQ (09/2010) PAGE 10F 2
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Appendix D

Drug Usage Questionnaire
(continued)

3. (a) Have you ever lost a job due to drug use? [TYes [1No

(b) How many days have you lost from work or school as a result of drugs?

(c) Have you ever been charged with or convicted of any offence in connection with drugs? [IYes [1No
If yes, give dates and details:

4. Have you ever suffered from a physical (e.g., liver disease) or mental disorder; or suffered from, developed or exhibited any signs
of any medical condition due to or as a complication of drug use? [1Yes [INo
If yes, give dates and details:

5. (a) Do you drink alcoholic beverages? [IYes [INo
(b) Have you ever been advised to decrease your alcohol consumption? [1Yes [INo
If yes, provide details below: (1 drink = 1 beer or 1% oz liquor or 5 0z wine)

Type Number of drinks Frequency

6. Which doctor/medical practitioner has full details of your drug usage history?

7. Please provide any other information that is pertinent to your drug usage:

Declaration

| declare that the above statements are true and complete to the best of my knowledge and belief. This form is part of the
application for insurance on me.

| acknowledge receipt of and agree with the Notice on Privacy and Confidentiality previously provided with the application,
additional copies of which can be obtained from The Manufacturers Life Insurance Company, upon request.

Signature of applicant Date

b 4
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The Manufacturers Life Insurance Company
M Manulife

Emotional Health Questionnaire Appendix E

Application for Personal Accident and Sickness Insurance Plans
Supplemental Medical Questionnaire — Consumer Markets Underwriting

Instructions: Complete all answers in full; sign and date; attach a separate sheet if additional space is required.

Name of applicant Application number or PA policy number
HHHHHHHHHHHH T
1. Have you ever been diagnosed with, treated for, or had a known indication of:
(a) Depression? [JYes [INo
(b) Anxiety or stress? [1Yes [INo
(c) Burnout, exhaustion, fatigue or chronic fatigue? [JYes [INo
(d) Insomnia? [JYes [INo
(e) Physical symptoms which have been attributed to stress? (e.g., palpitations,
chest pain, digestive problems, muscle pain, weight loss, shortness of breath)? [JYes [INo
(f) Any other psychological or emotional condition(s)? [JYes [INo

If you answered “yes” to any of the questions above, please provide details below:

Name and address of physician,
psychiatrist, psychologist, counsellor
or treatment centre consulted

Date of first Date of last Number
Nature of disorder symptoms symptoms of
(dd/mmm/yyyy) | (dd/mmm/yyyy) | episodes

Treatment received
or medication taken

Question
number

2. Describe the cause or provoking factors, if known:

3. Are you still experiencing symptoms?  []Yes [ ]No
If yes, please provide details:

4. When did you last consult a doctor regarding your symptoms? (dd/mmm/yyyy)

5. Did the symptoms interfere with your ability to conduct your daily activities?  [JYes [ No
If yes, please provide details:

APPENDIX E - EMOTIONAL HEALTH QUESTIONNAIRE NERVQ (09/2010) PAGE 1 0OF 2
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Appendix E

Emotional Health Questionnaire

(continued)

6. Have you ever:

(a) been treated in Emergency or hospitalized for a psychological or emotional condition?
b) had any suicidal thoughts or attempts?

d) been advised to have treatment or been treated for an addiction?

(
(c) been advised to have treatment or been treated for alcohol or drug use?
(
(

)
e) received advice or treatment from a psychiatrist or psychologist?
(f) had or been treated for chronic pain?

If you answered yes to any of the questions above, please provide details below:

[JYes [JNo
[JYes [JNo
[JYes [JNo
[1Yes [INo
[JYes [INo
[JYes [INo

Question

number (dd/mmm/yyyy)

Date

Diagnosis

Treatment

Degree of recovery

provider or medical facility consulted

Name of doctor, health care

7. Have you ever lost time from work or school because of a psychological or emotional condition?
If yes, provide details including date(s), duration, and date(s) of return to work or school:

[JYes [INo

8. List all medications used in the past 5 years for the treatment of any conditions declared above:

Drug name D05 | (ddmmmym) | using tns medication? | date discontinued {dimmmiyy)
[TYes [INo
[lves [INo
[Tves [INo
[Tves [INo
[TYes [INo

9. Please provide the name and address of the doctor or specialist who has the most complete details of the medical history declared

above:

Declaration

| declare that the above statements are true and complete to the best of my knowledge and belief. This form is part of the

application for insurance on me.

I acknowledge receipt of and agree with the Notice on Privacy and Confidentiality previously provided with the application,
additional copies of which can be obtained from The Manufacturers Life Insurance Company, upon request.

b 4

Signature of applicant

Date

PAGE 2 OF 2
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The Manufacturers Life Insurance Company
M Manulife

Respiratory Questionnaire Appendix F

Application for Personal Accident and Sickness Insurance Plans
Supplemental Medical Questionnaire — Consumer Markets Underwriting

Instructions: Complete all answers in full; sign and date; attach a separate sheet if additional space is required.

Name of applicant Application number or PA policy number

W AT

1. Indicate if you now suffer or have ever suffered from:
[] Asthma [ ] Allergies [ ] Bronchitis [ ] Emphysema  [] Chronic cough
[ ] Any other respiratory disorder (specify):

2. Age when the first attack occurred: Date of the last attack (dd/mmm/yyyy):

3. How many attacks have you had during the last 12 months?

Previous 12 months?

4. (a) Are the attacks LI Mild  [J Moderate [ Severe
(b) Are the attacks productive of sputum? [JYes [INo
(c) Have you ever coughed up blood? [1Yes [INo
(d) Do you have wheezing or shortness of breath between attacks? [ ] Yes [ I No

If yes, please give details:

(e) How does your condition interfere with your daily activities?

5. Have any medications or other treatments ever been prescribed, recommended or used for this condition (e.g., inhaler or oral
medication, prednisone, cortisone or injections)? [IYes [INo
If yes, please give details:

6. Are any medications or other treatments currently being prescribed, recommended or used for this condition? [JYes [1No
If yes, give details including when you last took medication or received treatment:

APPENDIX F - RESPIRATORY QUESTIONNAIRE RESPQ (09/2010) PAGE 1 0OF 2
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Appendix F

Respiratory Questionnaire

(continued)

7. Have you ever:
(a) been hospitalized as a result of this condition? [1Yes [INo
If yes, please specify dates (dd/mmm/yyyy) and the name and address of attending physician:

(b) had pulmonary function tests done? [JYes [INo
If yes, please specify when, where and results, if known:

(c) had any chest x-rays? [JYes [INo
If yes, please specify dates, place and results if known:

(d) lost time from work or school in the past 2 years because of this condition? [1Yes [INo
If yes, please give details:

8. Have you ever smoked/used cigarettes, other tobacco products, nicotine replacements? (1 Yes
If yes, is it:

[] Current: specify daily usage and any usage change in the last 12 months:

[1No

[ ] Previous: specify previous usage and date and reason for discontinuing:

9. Name and address of the doctor who would have the most complete records of this condition:

10. Please provide any other information that is pertinent to your respiratory condition:

Declaration

| declare that the above statements are true and complete to the best of my knowledge and belief. This form is part of the
application for insurance on me.

I acknowledge receipt of and agree with the Notice on Privacy and Confidentiality previously provided with the application,
additional copies of which can be obtained from The Manufacturers Life Insurance Company, upon request.

Signature of applicant

b 4

Date

PAGE 2 OF 2
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The Manufacturers Life Insurance Company
M Manulife

Gastrointestinal Questionnaire Appendix G

Application for Personal Accident and Sickness Insurance Plans
Supplemental Medical Questionnaire — Consumer Markets Underwriting

Instructions: Complete all answers in full; sign and date; attach a separate sheet if additional space is required.

Name of applicant Application number or PA policy number

R

1. (a) Indicate if you have ever been diagnosed with, consulted a physician about, been treated for, or had any known indication
of any of the following conditions:

(] Acid Reflux/GERD L] Colitis

[ ] Gastritis/Dyspepsia (Indigestion/Heartburn) [[] Crohn’s disease

[] Gastric Ulcer [ 1 Irritable bowel syndrome
[ Duodenal Ulcer [ ] Ulcerative colitis

[ ] Other digestive/stomach problem:

(b) Date of diagnosis (dd/mmm/yyyy):

2. (a) Date of first attack (dd/mmm/yyyy): (c) Frequency of attacks:

(b) Most recent attack (dd/mmm/yyyy): (d) Date last treated (dd/mmm/yyyy):

3. (a) Indicate any of the following symptoms experienced:

[ ] Hemorrhage (Bleeding) ] Cramps or other abdominal pain
[[] Passed black stools or blood [] Loss of weight
[] Vomiting [ Nausea
] Other:
(b) Do you still experience symptoms or are you still undergoing investigations? [JYes [1No

If yes, indicate frequency of occurrences or nature of investigations:

If no, indicate date symptoms ceased and/or investigations were completed (dd/mmm/yyyy):

(c) Indicate the length(s) of any time you have lost from work or school due to this condition:

4. (a) Were any medications (including over-the-counter medications) either prescribed, recommended, used or anticipated?

[TYes [INo
(b) Are you still using medications? [1Yes [INo

If yes, provide the name, strength, dosage and date(s) for any medications used and date discontinued, if no longer using:

APPENDIX G - GASTROINTESTINAL QUESTIONNAIRE GASTQ (09/2010) PAGE 1 0OF 2
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Appendix G

Gastrointestinal Questionnaire
(continued)

5. (a) Was any surgery performed, recommended, or anticipated? [IYes [1No

If yes, date(s) of surgery (completed or anticipated) (dd/mmm/yyyy)
(b) Indicate type of surgery:
L] Removal of entire colon and rectum (proctocolectomy) and ileostomy created
[L] Removal of entire colon and all of the rectal mucosa (total colectomy with rectal mucosectomy), with anastomosis (surgical joining)
L] Removal of colon only but not the rectum (colectomy with ileorectal anastomosis)
(c) Do you use ostomy supplies? [JYes [INo

6. (a) Indicate any treatments (other than medications or surgery previously mentioned) that were used, recommended or anticipated:
L] Diet [] Hospitalization [ ] Alternative treatments ] Other:

(b) Provide details of any treatments indicated above. Please include dates, frequency of use, results of treatment and if still in use:

7. Name and address of doctor/practitioner who would have the most complete records of your condition:

8. Please provide any other information that is pertinent to your gastrointestinal condition:

Declaration

| declare that the above statements are true and complete to the best of my knowledge and belief. This form is part of the
application for insurance on me.

| acknowledge receipt of and agree with the Notice on Privacy and Confidentiality previously provided with the application,
additional copies of which can be obtained from The Manufacturers Life Insurance Company, upon request.

Signature of applicant Date

b 4

PAGE 2 OF 2 GASTQ (09/2010) APPENDIX G - GASTROINTESTINAL QUESTIONNAIRE



	watermark: Void
	close: 
	main: 
	title: 
	icon: 
	blurb: 
	ok: 

	popup: 
	2: 
	1: Have you checked your default printing preferences?
	icon: 
	printer: You are printing to \\WATSRVR01\WatePT07.
	blurb: Before you print, check your default printing preferences.
Your printer will use these settings to print the form
(example: colour or black and white, single or double-sided).
	close: 
	preview: 

	PrintButton: 
	idno: ############


