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EXCEED MY FLAM BERMERTE. | LIKCERGTANDE THAT | AM FIRANCIALLY REGPOMEBLE TO WY
DENTIST FOR THE EMTIAE TREATHENT,
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WHEHN & PROPOSED COUREE OF
TAEATMENT ES EXPECTED TO COST
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FART 2 - PLAN MEMBER INFLORMATILHN

1. PLAM MO, ACCOUNT/DIVISION MO 2. YOUR NAME (PLEASE FRINT)
PLAM SPOMECR YOUR CERTIFICATE MO.
MAME OF INELIRANCE COMPANY Manulife Financial YOUR DATE OF BIRTH ([DOMMELN Y]

BANEING INFORMATION FOR DIRECT DEFPDSIT

T HAVE THIE AHD ALL FUTURE CLAIME PAYMENTE DEPCSITED DIRECTLY INTO YDUR BANK ACCOUNT, ATTACH A WDID CHEDQUE TO THIE CLAIKM FORM ARD
INDICATE "YEE,"” IN THE EQX BELOW.

|: YES. | HAVE ATTAGHED A WOID CHEGUE AMD WOULD LIKE ALL MY FUTURE CLAIMS PAYMENTS DEPOSTED INTO THIS ACCOUNT

IF ¥OU HAVE EEPARATE PLAMN MUMBERE FOR HEALTH ANDFOR DENTAL COVERAGE UNCER ¥OUR MAMNULUFE GROUF BEMERTE PLAM, PLEASE MMCLUUDE THEEE
FLAN HUMBERS [LIETED ON YOUR WALLET IDENTIFICATION CARD) Oh THE LINE BELTHW.

ELECTROMNIC CLAIM STATEMENTS

TOHAYE THIS AND ALL FUTURE CLAIMS STATEMENTS SEMT TO YOU ELECTROMICALLY, #0L MUST REGISTER T4 THE PLAN MEMBER SECURE SITE. LOG 0N TO
Wi MANULIFE CAMGROUPBENEFITS FOR MORE INFORMATION

FART 3 - PATIENT INFORMATION

1, PATIEWNT: RELATIORSHIP TO PLAR MEMBER
SPOLSE DATE OF BIRTH (DM MY YY)

MEME OF IMSLURANCE COMPANY

CATE OF BIRTH DLWV Y]

IF CHILD, INDICATE [ sTupenT [] vanDicarreD 4,15 ANY TREATMENT RECUSED A% THE RESULT OF Ll Ll
AR ACCIDENT? IF YES, GIVE DATE AND DETAILS NG YES

IF STUDENT, INDICATE SCHOOL P ATE Y.

i IF DENTURE, CROWN QR BRIGGE 1S THIS INTIAL I:l NG D VEE

3. ARE AMY DENTAL EENEFITS OR SERVICES PROVIDED UNDER ANY OTHER PLACEMENT? GIVE DATE OF FRIOR FLACEMENT AND

GROUP INSURANCE OR DEMTAL FLAM. ANY TYPE OF . AE4SON FOA AEFLACEMENT.
WOAKERS COMPEMSATICH BOARD 0F GovTeLan || wo L] vEs

5,15 ANY TREATMENT RECUMRED FOR QRTHODONTIC I:I N D YES
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FART 4 - FLAN MEMBER COMNFIRMATION

| CERTIFY THAT THE PFCAMATICN IN THIS FORM 5 TAUE AND COMPLETE, T THE BEST OF MY KNOWLEDGE. AMD DOES HOT COMTAIN & CLAIM FOR SNY
EXPENSES PREVIQLIELY PAID FOR BY ANY PLAN

| AUTHORIZE ANY PERSOM QR CRAGARZATION WHO HAS INFORMATION PERTAIMIBMG TO THIS CLAIK. INCLUDING ANY HEALTH CARE PRCYIDER, INSLIAAKNCE
COMPAMY, ANY TYPE OF WORKERS' COMPENSATION BOARD, INVESTIGATIVE AGEMGIES AND MY FLAN SPOMEOR, TORELEASE AND EXCHANGE SUCH
INFORMATION RECOESTED BY MARULIFE FINANCIAL AMDYOR ITS CLAIME SERVICE PROVIDERS FOR THE PLURPOSE OF PLAN ADMRESTRATION INCLUDING
PROCESSING AND INVESTIGATIG THIS CLAIK

| AUTHORIZE MANULIFE FINAKCIAL AMD ITS CLAIKE SERVICE PROVIDERS TO COLLECT, TO WEE AND TO EXCHANGE WITH THE PEREONS OR QRGANIZATIONS
LISTED ABOVE ANY PFOAMATION NEEDED FOR THE PURPOSE OF PLAN ADMIMISTRATICHN INCLLUICING PROCES SG AND INVESTIGATING THIS CLAIM

IF THIS CLAIM 1S MADE O BEHALF OF MY SPOLUSE ANDVDA CEPENCGENTS, | AM AUTHORIZED TO DISCLOSE INFORMATION ARCGLIT THEM, FOR THE PURPOSE OF
PLAR AD RS TR T NG NG PRCEES SIS AMD INVESTRGATIMG THIS LAl

IF WY SOCIAL IMELIRAKCE MURBER K5 USED AS MY CERTWICATE HUMBER, | AUTHORIZE ITS USE FOR THE IDENTIFRCATICN AND ADMIRESTRATICN OF MY GROLUP
BEMEFRITS

| AGREE THAT & PHOTOCORY OR ELECTROMIC VERSKIN OF THIS AUTHOREATON SHALL BE AS VALID AS THE ORIGNAL

SIGHATURE OF PLAN MEMBER DATE | DOUMBSY YY)

AT MAMNULIFE FINARCLAL, WE KHOW THAT CONFIDENTIALITY OF PEREDNAL MFCAMATICN IE IMPORATANT. ANY INFORMATION YU PROVIDE TO LSS WILL BE KEFT
IN A& GROUP LIFE AND HEALTH BEMEFITE FILE. ADCESE TO YOUR INFORMATEON WILL EE LIMITED TO:

¢ OUR EMPLOYEES AND SERVICE REPREEEMTATIVES IN THE FERFORMAMCE CF THEIR JOBE
¢ PERECOME TO WHOM ¥OU HAVE GRANTED ADCESE; AND
¢ PERECOME AUTHORLZED B LM,

TOU HAVE THE RIGHT TO AEQUEET ACCESE TO THE PERSOMNAL INFORMATION IN ¥OUR FILE AND, IF HECESZARY, CORRECT ANY INACCURATE INFORKATION.

FART 5 - MAILING INSTRUCTIONS
PLESSE MAIL ¥OUR COMPLETED CLAIW FORM AND RECEWRTS TO THE AP PRIPRLTE ADDRESS

IF¥OU LIVE QUTHIDE  MANULIFE FINANCIAL GROUF BENEFITS DENTAL CLAIMS IF QU LIVE  MANLILIFE FIRANCIAL GROUP BENEFIT:S DEMTAL CLAIMS
OF QUEBEL: PG B0 165, WATERLCD OR W2 2 M QUEBEC: .0 BOX 5000, STATHIN B, MONTREAL QG H38 <63
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