
MEMO
October 15, 2018

TO; Mayor/Chair and Council/Board

CC; Benefits Administrator

FROM: Anna-Maria Wijesinghe
Manager, Member and Association Services

RE: Group Insurance For Elected Officials

UBCM offers comprehensive group insurance coverage to all local government staff and elected
officials in British Columbia. Historically, UBCM has offered group insurance benefits to elected
officials and a number of our members have taken advantage of these benefits. With local

government elections approaching, we wanted to remind members about this offer and provide
details of the coverage and enrolment process as described below.

COVERAGE OFFERED TO ELECTED OFFICIALS

The following is information about the procedures for enrollment in the UBCM Group Benefits
Plan for Elected Officials offered by our current carrier, Pacific Blue Cross/ BC Life:

A) Available Benefits

Elected officials who meet the eligibility requirements may now participate in the following
benefits:

" Extended Health Care
" Dental
" Employee and Family Assistance Plan (EFAP)
" Optional Life Insurance
" Optional Accidental Death and Dismemberment

(Elected Officials are excluded from participating in Group Life, Dependent Life, Accidental
Death and Dismemberment, Short Term and Long Term Disability and Critical lllness
because these benefits are based on salary earned while employed.)

B) Eiigibilils

There must be a minimum of three (3) elected official applicants in your local

government to enroll. Applications made by local governments that do not currently
have their staff benefit plans under the UBCM Group Benefits Plan will be reviewed for
consideration.
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C) Benefit Provisions & Costs

1. Extended Health and Dental

For those local governments that have their staff benefits through the UBCM
Group Benefits Plan, there is the option to provide your elected officials with the same
level of benefits/plan design that you provide to your non-union staff for Extended Health
and Dental. Under this approach, the existing group rates for the non-union staff plan
would apply.

If you do not have staft benefits under the UBCM Group Beneflts Plan, or you do
not wish to provide the same level of benefits to Elected Officials, then you can choose a
standard package. The standard package cost and benefit limits include:

a. Standard Extended Health Beneflt Plan (Standard EHB):
" 80% reimbursement of eligible expenses
" Lifetime maximum of $50,000

$25 per year single or family deductible
60 day trip duration
Premium of $46.73 per month for single coverage and
month for couple/family coverage

i105.13 per

b. Enhanced Extended Health Benefit Plan (Enhanced EHB):
80% reimbursement of eligible expenses
Lifetime maximum of $50,000
$25 per year single or family deductible
60 day trip duration
Vision Care to a maximum of $300 every two years
$100 every two years for eye exams

" $300 per year for each covered practitioner (acupuncture, chiropractic,
naturopath, physiotherapy, massage, podiatry, speech and psychologist)
Premium of $57.10 per month for single coverage and $128.46 per
month for couple/family coverage

c. Dental:
80% reimbursement of Plan A "Routine" expenses
50% reimbursement of Plan B "Major Restorative" expenses
No annual maximum on Plan A or B
Premium of $49.94 per month for single coverage and $129.57 per
month for couple/family coverage

2. Employee and Family Assistance Plan (EFAP):

" Premium of $3.50 per month for single coverage and family coverage
Employee and Family Assistance plan, delivered through a partner,
Homewood Health, services provided include telephone assessment,
consultation, resources, support, advice and coaching on a full range of
issues faced by individuals, parents, families, teens and young adults
throughout their lives.
https://www.pac.bluecross.ca/group/group-efap.aspx
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3. Optional Life Insurance:

Optional Group Life may be purchased in multiples of $10,000 or $25,000. However,
only one multiple can be chosen and will apply to everyone in the group purchasing the
optional group life coverage. A rate sheet_|s_attached.

4. Optional Accidental Death & Dismemberment (AD&D):

BC Life's Optional AD&D provides added financial security should one be faced with
accidental death, accidental dismemberment of part or all of a limb, or loss of sight,
hearing or speech. The monthly cost of this benefit is $0.055 per $1,000 of covej-age.

D) Enrollment

Once you have the minimum three Elected Officials wanting to enroll they must register as a
group and choose one of the following combinations of coverage:

Option 1: Standard EHB and Dental benefits
Option 2: Enhanced EHB and Dental benefits
Option 3: Option 1 (Standard EHB & Dental) and EFAP
Option 4: Option 2 (Enhanced EHB & Dental) and EFAP
Option 5: Either the optional life and/or optional AD&D benefits (applications can

be made independent of one anofher)
Option 6: A combination of option (1) and (5)
Option 7: A combination of option (2) and (5)
Option 8: A combination of option (3) and (5)
Option 9: A combination of option (4) and (5)

Each elected official will need to fill out the attached enrollment form with the same options.

For those local governments that have their staff benefits through the UBCM Group Benefits
Plan, the elected officials will be added as a separate class to your existing contract/policy.

Enrollment for benefits must be made within four (4) months of appointment to council,
therefore, the deadline for enrollment is February 28, 2019. Failure to apply within the
required timeline will elicit PBC late-applicant rules (which may include providing evidence of
insurability, back-billing of premiums, and/or coverage restrictions). Also, enrollment must
be for the full term of office; this is to protect against abuse of the Plan.

We strongly recommended having all elected officials who do not wish to participate
complete Part 6 of the application form to waive group benefits to indicate that the benefits
have been offered.

It would be our preference that the payments of premiums follow the same structure as your
non-union staff plans. That is, if your non-union staff plans are 100% employer paid then
that arrangement should continue for Elected Officials, understanding that each local
government may have different policies.
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If the elected official is new or returning, please fill out the applicable attached forms to join
the Plan:

1. Application for Group Benefits; and/or
2. For optional life - "Application for Optional Life"
3. For optional AD&D - "Voluntary Accidental Death & Dismemberment"

When the forms are completed please attach all the documents and include a covering letter
summarizing the names of the elected officials that are applying for these benefits. Please
forward all completed forms to:

Elected Officials' Benefits
c/o Anna-Maria Wijesinghe
Union of BC Municipalities
Suite 60-10551 Shellbridge Way
Richmond, B.C. V6X 2W9

For further details regarding coverage or if you would like assistance with the enrollment of

your elected officials, please contact:

Anna-Maria Wijesinghe, UBCM
Manager, Member & Association Services
Ph: 604.270.8226ext.111
Email: amwllesinghe@ubcm.ca

Nathan Roeters,
Account Executive, PBC
Ph: 604.419.2412
Email: nroeters@pac.bluecross.ca

If you are not currently participating in the UBCM Group Benefits Plan, we would encourage

you to request a quote. We can provide you with information on cost savings, as well as the
other advantages of participation.

E) Retiring Council Members or Elected Officials Not In Office

Please note that retiring council members or elected officials not currently in office should
not remain on your benetits plans. You must inform Pacific Blue Cross/BC Life that
coverage is to be terminated. The effective date of termination will be no later than the
end of December 2018.

Retiring council members and elected officials no longer in office have the option of
converting to individual policies (within 60 days for Extended Health and Dental
benefits and 31 days for Optional Life and Optional AD&D) with the advantage of not
needing to provide medical evidence.

" For information on individual health and dental benefits available to those not on the
Group Plan any longer, we would encourage you to provide the following link:
https://www.pac.bluecross.ca/group/group-conversion.asBx. Conversion options are
available for 60 days.

" For those wishing to convert to an individual life insurance policy must apply within
31 days after terminating the group coverage and if they are under the age of 65.For
more information regarding conversion, members may contact BC Life at email:
BCLCIaimsServices®pac.bluecross.ca



PACIFIC

BLUE CRQSS UBCM
DO NOTWRITE INTHIS SPACE

APPLICATION FOR
GROUPBENEFITS

Mail; PO Box 7000, Vancouver, BC V6B 4E1 | Drop it off: 4250 Canada Way, Burnaby, BC | Fax:604419-2149 | enrollment@ipac.bluecross.ca

APPLICANTS—Please complete BLACK portions of this application.
EMPLOYERS/PLAN ADMINISTRATORS —Please complete RED portions of this application.
See page 3 for tips for completing this application.

D New applicant D Returning Applicant

PART 1 —EMPLOYER/PLAN ADMINISTRATOR

Please provide the information requested in the table below.
Listanyadditionalchildrenin Part8—Additional Information.

Does your spouse/child have a government
health/medical plan in any province or territory?

^Completethis section ifchiid isoverthe maximumageasstated inyourGroup BenefitContractandattending schoolfull-time.
Ifyou haveachildwitha disability, includea DJsabledDependentApp!icationFormwh\ch isav3i!ableonlineatwww,ga^|y§?r9^.<;?.
Their coverage wiil be continued beyond the minor maximum age if certain criteria are met.

PART 3—COORDINAT10N OF BENEFIIS

Ifyouoranyofyourdependentswerecovered underanotherplanwithin thelast6 months, pleaseindicatethefollowing:

Name ofiniurancecorripany Name of member with other insurance coinpany Group/policy nurrsber Policy effective date (mm-dd-yyyy) ID or certiftcate number

Employment type

DFull-time D Part-time D Retiree
Bsnefits covered under the other plan

D EHC D Dental Istheplan still active? DYes D No —termination date [nnm-dd-yyyy}:

" Pacinc Blue Ooss. the ifyswed trade-name of PBC Health Beneflts Society, is an independenl licensee cf the Canadian Aisadation nf Blue Ciosi Plans. BC Llfe is the regislered tiade-na
a wholly-owned subsiiilaiy of PaciPc Bltie Cross CARESnet ii the legistered tiads-miik cf the Canidian Aisociation of 8!uc Cross Plani, an aficciation cf independent Biue Crois Plan;
MyGoodHealthisitracle-fflarkownedbyPadficBlueQcss.OnlyPacificBlueCroit/BCLiFei.inchangethemfQrmitionlnthisdocument.AnyothermodificationiSitiirtlyprohibited.

me of Britiih Columbia Life & Casjalty Company,
,, and ii used undef license to Pacific Blue Crois.

0451001—30-20-200Oi/14 CUPE 1316
Page 1 of 3

Policy number Dental effective date (mm.dd-yyyy) Extended health effective date (mni-dd-yyyy)

BC life effective date (mm-dd-yyyy) Other effective date (mm-dd-yyyy) ID numbef

Firstname Lastname Middleinitial Birthdate (mm-dd-yyyy) Sex

QM DF
Streetaddress City Province Postal code

Email address
Do you have a government health/medical plan in any province or territory? D Yes D No

FIRSTNAME LAST NAME
MIDDLE
INITIAL

BIRTHDATE SEX RELATIONSHIPTOYOU
SCHOOLNAME+

STUDENTNUMBER*

Spouse (mm-dd-y/y/)
DM DF DCommon-Law DMarried QYes DNo

Firstchitd (mm-dd-yyyy)
OM DF DYes DNo

Second child (mm-dd-yyyy)
DM DF DYes DNo

Thirdchild (mm-dd-yyyy)
QM DF DYes QNo

Fourth chi!d (mm-dd-yyyy)
DM DF DYes QNo



Ifwehavequestions, howcanwecontactyou? DTelephone: DEmail:

PAKT 5—EMPLOYEE AND EMPLOYER/PtAN ADMINISTRATOR SIGNATURES

I agreetotheconditionsofthecontract between myemployer/planadmini5tratorand Pacific BlueCross/BCLifeand authorizemyemployertodeduct
the required contributions from my earnings. I confirm that the information 1 have provided is true and complete.

Ifl should receiveasettlementorajudgementagainsta liablethird partyforwagelossorbenefitscovered undermygroup plan, 1 agreetoand
authorize the third party to reimburse Pacific Blue Cross/BC Life up to the amount advanced to me pending such settlement orjudgement,

1 consent to Pacific Blue Cross/BC Life collecting, using and disclosing my personal information where reasonably necessaryfor the purposes of my enrolment
orcoverageunderthisgroupplan.lconsenttothedisclosureofmypersonal informationtoagentsandrepresentativesofPacjficBlueCross/BCLifeandother

providers/insurers and thesr agents and representatives for the purposes ofassessing and providing benefits coverage. 1 aiso consent to the disclosure of my

personal information to my employer/plan administrator when required or permitted by contract between Pacific Blue Cross/BC Life and my employer/plan
administrator; and to the retention, use and disclosure of my personal information in accordance with the Pacific Blue Cross/BC Life privacy policy.

The privacy policy is available from your employer/plan administrator, online at www.gagibl yecrpss.^a o'' by calling Pacific Blue Cross/BC Life at 604 419-2000.

PAKT 6—WAIVER OF GROUP BENEFrTS: Complete this section if waiving benefits

The Pacific Blue Cross Extended Health Care (EHC) plan is not the same as coverage under a government health/medfca! plan in any province or
territory.lfanotherpfan coversyou/yourdependent(s)forEhlCorDental benefits,you maywaivesuch beneflts underthisplan. Beforeyousignthis
form, read your employee booklet or ask your employer to explain the benefits to you. You should fully understand all the beneflts and plan rules.

SECTION A—Waiver certified by employer

1 donotwantcoverageforthefollowing: Q Extended Health Care DDentalCare D Formyselfand mydependents D Dependents only

EMPLOYER/PLAN ADMINISTRATOR ~ 1 hereby certify that: minimum participation requirements, as stipulated in the contract, have been met;
this plan requires members/employers to contribute to the cost of coverage; benefit coverage is not a condition of employment.

Employer/Plan adminiitrator s signature

x
Datelnim-dd-yyyy)

SECTION B —Waiver due to coverage under another plan

I choose to waive the benefit(s} belowbecause 1 am covered byanotherplan (named \nPart4 —Coordinationof Benefits}:
DExtended HeaithCare D Dental care DFormyselfandmydependents D Dependentsonly

Iftheotherplanterminates,! understand thatthere ma/betimelimitsforapplyingforcoverage underthis Pacific Blue Cross plan.lflapplylate,
oriflapplywhiietheotherpfan is still active, 1 understandthatdental coverage may be restricted to $250 per person forthefirstyear,and/ormy
dependentsand iwill haveto provideevidenceofgood health,and PacificBlueCrossmaydeclinetocover me or my dependents.

Employee signature is required for SECTIONS A and B

1 have been offered the opportunity to participate in my employer's benefits plan under the poficy number(s) on page 1 . l have carefully studied the benefits
and the plan rules, and I understand that if 1 apply at a later date for any benefit(s) that 1 am now waiving, as explained above, dental coverage may be
restrictedto$250perpersonforthefirstyearofcoverage,and/orlwill berequiredtoprove,atmyowr)expense,thatlandmydependentsareingood
health.PacificBlueCrossand/orBCLifereservetherighttorefusemyapplicationifmyhealthormydependents'health isnotconsideredsatisfactory.

Employee'5 slgnaturex Oate (mm-dd-yyyy)

PART 7—ADDITIONAL INFORMATION

PACIFIC BLUE CROSS | Mailing address: PO Box 7000, Vancouver, BC V6B 4E1 | Street address: 4250 Canada Way, Burnaby, BC Page2of3

Name ofcompany/organization
Sub-divislon (if applicable) Class Section ID

Rt)iH(�it'soccupation FBC office use: Occ. code Employmenttype

DFull-time DPart-time aRetlred DHourbank DOther:
Payrolj number Oate offufl-time hlre (mffi-dd-yyyy} Date of rehire (mm-dd-yyyy) Appih.nr, ,,i.,»

Q^gy^ DWeekly DBiweekly QMonthly DAnnually
Hoursperweek

Applicant's signature

x
Applkant's full name (print) Date (mm-dd-yyyy)

EmpIoyer/Plan administrator's signature

x
Employer/Plan admfnistraior's ful) name and title (print) Date(mm-dd-yyyy)



TIPS FOR COMPLETING THIS APPLICATION
1. Listall yourdependents(yourspouseandchildren}even iftheyare

waivingcoverage.

2. You may waive Dental Care and Extended Health Care coverage if

you have similar coverage under another plan. Otherwise these and
other benefits may be waived ifthe group plan rules specifically
allowyoutodoso.

Ifyou arewaiving benefits, complete Part7—Wa!verofGt'oup8enefits.

3. Time fimits may apply. Sign and date the application and submit it to

your employer or Plan administrator as soon as possible.

O INCOMPLETE INFORMATION MAY DELAYTHE PROCESSING
OFYOURAPPLICATION.

4^ BLUE CROSS"

Ba MAILYOURAPPLICATION
PacificBlueCross
PO Box 7000, Vancouver, BC V6B 4E1

9 DROPITOFF
4250 Canada Way
Burnaby, BC V5G 4W6

FAXIT
604419-2149

@ EMAILIT
enrollment@pac.bluecross.ca

wwjvtf.pac.bluecross.ca
<'

PACIFIC BLUE CROSS | Mailing address: PO Box 7000, Vancouver, BC V6B 4E1 | Street address: 4250 Canada Way, Burnaby, BC Page 3 of 3



British Columb'ia t.ife & Casualty Company

Application for
Optional Life Insurance

Medical Underwritfng Department
PO Box 7000 Vancouver BC V6B 4E1

Telephone 604 419-8040 Toil-free 1 888-275 4672
Fax G04 419-8055

Applicant s statement of health Piease tick "Y" (yes) or "N" (no) in the appropriate column for each person applying for coverage.
Employee
Y N

Spouse
Y N

Employee

Y N
Spouse
Y N

1. Haveyou everconsulted a physician, ever been
Ireated for, or hacf any known indication of:

(a) Chestpainorheartdfsorders?

(b) High htoocf pressure?

(c) Cancer or luinors?

(d) Diabetea?

(e) Arthrltis or rheumatism?

(f) Nervous or mental disorder?

(g) Lung disorder?

(h) Smal! or large bawel disorder?

(1) Stomach or liver disorder?

Q) Kicfney or urinary cfisorder?

(k) Hernia?

(1) Back, limb orjointdisorder?

(m) Blood of circulatofy disorder?

(n) Hepatitis B orC or 8 carrier stale?

(o) Neurologicat disorder, seizure or multiple sclerosis?

3
~1

3
_1 3
3 _1

r c
^

J _1
L =

J F
C [;
~~1

3
^ 3

2. Have you:

(a) ever applied for or received bensfits, compensation
or pension because of sickness or injur/?

(b) been absent (fom work because of sickness or injury
during the last six months?

(c) undergone trealment for alcoholism or drug habll? ^ 3
3. Are you aware of any symptoms or complaints for

which you have nol yet consulted a physician or
received treatment?

3 D

4. Areyou.yourspouseordependenlstakinganyprescribsd
medicalion? If yes, provide name of medication(s) and
reason for use In space provided on ths back,

3

c -

3 r
c z
J C
3 r
c c
r c
r c
3 C
c r
^ c
^ c
L Z
L r

3 _

C 3

J 3

c

5. Haveyou:

(a) ever been treated for or had any known indication
ofAcquired Immune Oefidency Syndrome (AIDS),
AIDS Related Complex (ARC), Of any other
immunotogical disorder?

(b) had any positive test fesults Indicating exposure to
thaAIDSvirus?

L C

6. Have you any physicat Impairments, dsformities, or illness
not covered in qugstions 1-57

c c
1-tave you consulted any physician in the tast two years
apart from basic checkups?

3 C

8. Hava you had any weight change within the last 12
months? If yes, slate number of Ibs/kgs gained or lost
and feason for ctiange in space provided cn the back.

J C

9. Haveyou:

(a) used any tobacco produels within in the past 1 2
months (cigaretles, patch, chewing tobacco, gum,
etc.}? If yes, indicate lype, amount and frequency:

c

(b) ever used marijuana, cocaine, hallucinogenic or
narcotic drugs, sedatives or tranquilizers, excepl as
prescribed by a physician?

3 ^

10. Have you engaged or do you infend to engage in any
hazardous sports such as motor racing, scuba diving,
or hang gliciing or have you flown in an aircrafl other than
as 3 fare-paying passenger?

^

11. Have you or your spouse had a requesl for life or
health insurance declined, poslponed, rated. or
restficted in any way?

J

12. DoyouoryourspousenowhaveorarByOLjappiyinglor
olher life or disability income insurance? if yes, indicate
type of insurance, amount, banefit ancf ellmlnalton

periods as applicable in spacs provided on the back.

^

c z

c c

c r

3

L 3

If you answered yes to any of these questions, please give complete details in the space provided on the back.

..&-..
Please lurn over..,

See notice on reverse side.

Detach this stub and retain for your records.

SBC Life i3 the regislsred ttade ol British Cohjmbia Life 81 Caauafty Oompany, awholly.OHnedsubaidtafydPacific BlueCross &32U.OO) 30-20-241 08/11 CUPE1S16 Page1o<2

Gfoup's name Division Sub-division Group's number ID number Class number

Application for Employee Application for Spouse (if applying)
Name Sex

dFemate DMals

Name Sex

DFemals DMale

Date of birth (mm/dd/yyy/) Occupalion Date of birth (mm/dd/yyyy) Occupalion

Height (inch/cm) Weight (Ibs/kg) Height (inch/cm) Wsight (Ibs/kg)

Employment status

QActive QOnleaveordisability

Amount of optional life insurance being applied for

$. Amouft of optional life insurance baing applied for S

I hereby appoint the following beneficiary for any amount of Optional Ufe tnsurancs
payabte after my dealh in accordance with the terms of the Poticy. 1 resene the right to
change my appointment of beneficlary as far as i< is legally psrmissible to do so.

1 hereby appoint the lollowing beneficiafy <or any amount of Optional Lifg Insurance

payable after my death in accordance with the terms of the Policy. 1 reservs the right to
change my appointment of beneficiary as far as it is Isgally perfnissible to do so.

Beneficiary (full legal name) Relationship Beneficiary (lull legal name) Retationship

Employee signature Date (mm/ddi'yyyy) Spouse signature Date (mm/dd/yyyy)



Bfitish Columbia Life & Casualty Company

Application for
Optional Life Insurance

Medical Underwriting Departmenl
PO 8ox7000 VancouverBCV6B4E1

Telephone 604 419-8040 Toll-free 1 888-275 4672
Fax604419-8055

Applicant s statement of health piease tick "Y" (yes) or "N" (no) in the appropriate column for each person applying for coverage.
Employee

Y M
Spouss
Y N

Employee

Y N

Spouse

Y N

1. Have you euer consulted a phystcian, ever been
treated for, or had any known indication of:

(a) Chest pain or heart disorders?

(b) High blood pressure?

(c) Cancsr or luinors?

(d) Diabetes?

(e) Arthritis or rheumatism?

(O Nen/ous or mental disorder?

(g) Lung disorder?

(h) Small or large bowel disorder?

(i) Stomach or livsr disorder?

0) Kidney or ufinary disorder?

(k) Hernla?

(1) Gach, limb or joint disordsr?

(m) Blood orcirculatorydisorder?

(n) Hepatitis Bor C or B camer slate?

(o) Ngurological disorder, seizure or multiple sclerosis?

3
^ 3
J 3
3 -3
J 3
L

~1

r c
3

_1 J

J F
c c
^ Z]
D ^

2. Have you:

(a) ever applied for or received benefits, compensation
or pension because of sickness or injury?

(b) been absenl from work because of sickness or injury
during the last six monlhs?

(c) undsrgone treatment for alcoholism or drug habit? 3
3. Are you aware of any symptoms or complaints for

whfch you hava not yet consulted a physician or
received treatment?

3

4. Are you,your spouse ordependenls taking any prescribed
medicalion? If yes, provide name of medicationfs) and
reason for use tn space provided on the back.

J 3

c z
3 r
c z
J C
I Z
c c
r c
r c
D [:
c ;
^]

C
^ CL

C 3

J 3

c

5. Have you:

(a) evsr been treated for or had any known indlcation
of Acquired Immune Deficiency Syndrome (AIDS),
AIDS Relatad Complex (ARC), or any other
immuncitogical disorder?

(b) had aiiy posilive test results indicating exposure to
IheAIDSvirus?

c c
6. Have you any physiGat impairments, deformities, or illness

not covered in questions 1 -5? c c
7. Have you consulted any physician irt the last two years

apart (rom basic checkups?
3 C

8. Haveyouhadanyweighlchangewithinlhe tas) 12
months? If yes, state number of Ibs/ligs gained or lost
and reason for change in spacg provided on Ihe back.

J C

9. Have yoij:

(a) used any tobacco products wilhin in Ihe past 1 2
months (cigarettes, patch, chewing tobacco, gum,
etc.}? If yes. indicate type, amount and frequency:

(b) ever used marijuana, cocaine, hallucinogenic or
narcotic drugs, sedatives or franciuilizers, except as

prescribed by a physician?

c

10. Haveyouengagedordoyouintend to engage in afly
hazardous sports such as motor racing, scuba diving,
or hang gliding or have you flown in an alrcraft olher than
as a fare-paying passenger?

3

11.Have you ar your spouse had a request for life or
health insurance decilned, poslponed, rated, or
reslricWd in any way?

J

1 S. Do you or your spouse now have or are you applying for
ottier tife or disability income insurance? if yes, indicate
type of insurance, amount, benefit and eliminalion

periods as applicable in space provided on the back.

c c
c

3 3

^

3 _

If you answered yes to any of these questions, please give complete details in the space provided on the back.

..&-..
Please turn over,.,

See notice on reverse side.

Detach this stub and retain for your records.

®8CUle ia the regislered Irada-nameofBiitiahColumEiaLife&CaaualtyCofflpany.awholly-ownsdsubaidiaryotPaciticBlueCioss 0320001 30-20.E41 Will CUPEIBIS PagelofS

Group's name Divfsion Sub-division Group's number ID number Class number

Application for Employee Application for Spouse (if applying)
Name Sex

QFemato DMala
Name Sex

DFemale DMale

Date of birth (mm/dd/yyyy) Occupalion Date of birth (mm/cfd/yyyy) Occupalion

Height (inch/cm) Weight (Ibs/kg) Heighl (inch/cm) Weight (tbs/kg)

Employment status

DActive QOnleaveordisabiIity

Amount of optional life insurance being applied for

$. Amountofoplional life tnsurance beingapplied forS

1 here&y appoint the following beneficiary for any amount of Optional Llfe Insurance
payable after my dealh in accordance witfl the terms of the Policy. l reseroe Ihe right to
change my appointment of benefidary as tar as it is legally perinissibla to do so.

1 hereby appo!nt Ihe following beneficiary for any amount of Optional Lifs Insurance
payable after my death in accordance wiih the terms of Ihe Policy. 1 resene Ihe right to
change my appoinlment of beneRciary as far as it is legally permlssible to do so.

Seneficiary (full tegat name} RelaHonship Beneficiary (full legal name} ftelalronship

Employee slgnalurs Date (mm/dd/yyyy) Spouse srgnalure Date (mm/dd/yyyy)



Brltl^h ColumWa Ufe & Caswlty Comptiny

PO 6ox 7000, Vancouver, BC V68 4E 1
StreetAdcfress;
-1250Cana(taWay,Burnal)y,BC

Appticant" complete this sectlon

APPLICATION FOR VOLUNTARY
ACCIDENTAL DEATH & DISMEMBERMENT

(VAD&D) BENEFITS

1 I 1 J—L J—L-I
Surname First Name Mlddle Inltlal ID Number (a.g. S.I.N.)

Name of Company/Organization

Class Number Pollcy Number
Effective date

Mo/Day/Yr

Check one and fill In amounts;

1-1 New Applfcant - amount requssted $

Q Change my insured amount
from $

to $

Check One:

I wlsh to Insure:

Q myselfonly

Q myself and my famlly

BENEFICIARYDESIGNATION ' I hereby de5lgnate as rcvocab/e bcneflclary tn thc event ofmy Aath:

Full Legal Name Relationship Share of Proceeds

%

TRUSTEE DESIGNATION (Comptete only tfa Beneftclaryh under oge 18).

IherebyappointasrevocableTrusteetoreceivefromBCUfeanyamountwhkhmaybeduetomybenefidary.whllesuch
beneficiary is a minor:

Surname of Trustee First Name Middle Initial

I agree to the conditions of the contract between my
employer and BC Life and authorize my Employer to
deduct required contributions from my earnings. By

providlng my Social Insurance Number, 1 authorize BC
Life to use It for identificadon purposes only. I confirm
that the information 1 have provided is true and
complete.

&ya[

®BC Life is the reg'steced trade-name of British Columbia Life & Casualty Company, a wholfy-owned subsidiiu^ of Pacifi: Blue Cross. 30-20-41004/04 CUPE 1816



UBCM Optional Life

Provislons

Non-Smokers Rate
Schedule per $1,000
Insured Beneflt

Smokers Rate
Schedule per $1,000
Insured Benetit

Waiver of premium to age 65
Suicide excluded in first two years of coverage
Medical evidence required
Coverage terminates at age 65
Conversion available to employee only

Spouse benefit cannot exceed employee's combined basic and optional life

Age Band
UnderSO
30-34
35-39
40-44
45-49
50-54
55-59
60-64

Age Band
UnderSO
30-34
35-39
40-44
45-49
50-54
55-59
60-64

Females
$0.045
$0.045
$0.063
$0.077
$0.128
$0.221
$0.383
$0.629

Females
$0.060
$0.060
$0.080
$0.130
$0.210
$0.370
$0.650
$1.110

Male
$0.063
$0.081
$0.090
$0.119
$0.204
$0.306
$0.587
$1.088

Male
$0.120
$0.120
$0.140
$0.230
$0.440
$0.670
$1.250
$2.180


