
Application For Engineers Canada 
Extended Health Care & Dental Insurance

FAMILY INFORMATION (List all family members being covered.)

MEMBER INFORMATION ■■  New Client  ■■  Existing Client   Policy/Certificate # _________________ (if existing client)

■■  YES! I would like to apply for coverage.

80701 002 W1EZ8 Underwritten by The Manufacturers Life Insurance Company (Manulife Financial)

PLAN CHOICES (Please choose one of Extended Health Care and Dental)

Extended Health Care: ■■ Member Only    ■■  Member and Spouse    ■■  Member and Children    ■■  Member, Spouse and Children

Dental Care: ■■ Member Only    ■■  Member and Spouse    ■■  Member and Children    ■■  Member, Spouse and Children

Name of Member (PLEASE PRINT)

Last First 

Address City Province Postal Code

E-mail Tel. Res: ( ) Bus: ( )

Birthplace: City Country

Applicant is a/an: ■■ Engineer ■■ Engineering Student ■■ Technician/Technologist ■■ Limited Licensee
■■ Geologist/Geoscientist ■■ Architect ■■ Permanent full-time employee of Association ■■ Member in Training
■■ Provisional Licensee Name of Prov./Terr. Assoc. Membership No.
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FIRST AND LAST NAME GENDER
BIRTH DATE IF SMOKER,

HEIGHT WEIGHT

WEIGHT 

REASON
DD MM YYYY

# of cigarettes
CHANGE IN

smoked daily LAST YEAR
Gain Loss
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UNDERWRITING QUESTIONNAIRE

Name Name 

Address  Address  

Telephone Telephone 

Date last seen (DD/MM/YYYY) Date last seen (DD/MM/YYYY)

Reason for last visit Reason for last visit

Tests, Treatment, Medication prescribed Tests, Treatment, Medication prescribed 

Results and current status Results and current status

Dependent Child(ren)’s Doctor Dependent Child(ren)’s Doctor

Name Name 

Address  Address  

Telephone Telephone 

Date last seen (DD/MM/YYYY) Date last seen (DD/MM/YYYY)

Reason for last visit Reason for last visit

Tests, Treatment, Medication prescribed Tests, Treatment, Medication prescribed 

Results and current status Results and current status

A Member’s Doctor Spouse’s Doctor

For prompt and accurate processing of your application, please complete all questions on behalf of all proposed Insureds. Provide full details below or attach
a separate signed and dated sheet.

Member’s name __________________________________________ Phone number _______________________________________________



Has any individual proposed for coverage (member, spouse or child(ren)):

1. Ever applied for any insurance that was declined, modified or rated? 
If yes, give details including name of applicant, date, name of company and reason: ______________________________________________________ ■■ ■■ ■■ ■■ ■■ ■■

2. Within the past 5 years, had their driver’s license suspended or been charged with impaired riving or had more than 3 driving violations? 
If yes, give details including name of applicant, nature of offence(s), date(s), Driver’s License # and Licensing province: _____________________________ ■■ ■■ ■■ ■■ ■■ ■■

3. Have any intention of piloting an aircraft or participating in scuba diving, parachuting, hang gliding, motor vehicle racing, climbing or any other hazardous 
activity? If yes, give details including name of applicant, type of activity and date(s):_______________________________________________________ ■■ ■■ ■■ ■■ ■■ ■■

4. Within the next 12 months, have any intention of traveling or residing outside North America? If “yes”, give details including name of applicant, where, 
when, why and for how long. _______________________________________________________________________________________________ ■■ ■■ ■■ ■■ ■■ ■■

5. Within the past 7 years, used drugs for other than medical purposes, used marijuana or been treated for or advised to reduce alcohol or drug use? If yes, 
give details including name of applicant, drug or alcohol type(s) and date(s) last used: _____________________________________________________ ■■ ■■ ■■ ■■ ■■ ■■

6. Ever had any indication of or been treated for a mental or nervous disorder (depression, anxiety, stress etc.), disorder of the brain or nervous system, heart 
or blood vessels, chest pains, heart murmur, high blood pressure, elevated cholesterol, diabetes, cancer, tumour, lung or liver disorder, hepatitis (including 
hepatitis carrier state), kidney disorder, urinary abnormality, prostate disorder, blood disorder, lymph or glandular disorder, unusual infection, breast 
disorder, thyroid disorder, skin disorder, gastrointestinal disorder or other illness not mentioned? ■■ ■■ ■■ ■■ ■■ ■■

7. Ever had any joint or musculoskeletal problems (back, neck, hip, knees, etc), arthritis, paralysis or weakness, fibromyalgia or chronic pain, had x-rays 
of spine or joints or been hospitalized or been medically disabled for more than two consecutive weeks? ■■ ■■ ■■ ■■ ■■ ■■

8. Ever had any positive test, treatment for or exposure to HIV virus or AIDS? ■■ ■■ ■■ ■■ ■■ ■■

9. Within the past 2 years, had an abnormal mammogram, PSA or any other test or investigation, consulted a specialist, been prescribed medication, 
other treatment or counseling for any disorder other than minor ailments (colds, flu etc), been advised to undergo further investigation, see another 
doctor or have surgery? ■■ ■■ ■■ ■■ ■■ ■■

If you answered “yes” to Questions 6 through 9 above, please give details below. If additional space is needed, use a separate sheet, signed and dated. 

10.  Is any individual applying for coverage currently taking medication or undergoing treatment or therapy or expect to do so within the next 3 months? 
If yes, give details below: ■■ ■■ ■■ ■■ ■■ ■■

Name of Applicant Name of drug or medication Condition Dosage Monthly Date   
or type of treatment or therapy being treated and Frequency Cost treatment started

11. Adult female applicants only:

1. Are you currently pregnant? If yes, give due date: ________________________________________________________________________________ ■■ ■■ ■■ ■■

2. Have you ever had a miscarriage, pre-eclampsia, caesarean section or other complication of pregnancy? 
If yes, give date and details: ________________________________________________________________________________________________ ■■ ■■ ■■ ■■

YES  NO   YES  NO   YES  NO

B
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Member    Spouse   Child(ren)

80701 002 W1EZ8

Note: The Insurer 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 tests will be reported to the appropriate health department if required by law.

Question # Name of Applicant Nature of Disorder Date and Treatment and Attending Physician 
Duration Current Status or Hospital 

Québec residents may detach this section and the Underwriting Questionnaire, and send directly to the insurance company.

Member’s name __________________________________________ Phone number _______________________________________________

YES  NO   YES  NO   YES  NO
Member    Spouse   Child(ren)

(DD/MM/YYYY)

(DD/MM/YYYY)

(DD/MM/YYYY)

(DD/MM/YYYY)



Please return your completed application to: 
Affinity Markets, Manulife Financial, P.O. Box 4213, Stn A, Toronto, ON  M5W 5M3 

The Manufacturers Life Insurance Company
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TERMS AND CONDITIONS (Please read carefully before signing.)
DECLARATION
I/We, the applicant(s), hereby apply for insurance to The Manufacturers Life Insurance Company (Manulife Financial). I/We (the undersigned) declare that the statements
contained in this application, including the Underwriting Questionnaire originally attached hereto, are true and complete. I/We understand that the application, together
with any other forms signed by me/us in connection with this application, forms the basis for any policy or certificate issued hereunder. I/We understand that any material
misrepresentation, shall render the insurance voidable at the instance of the Insurer. I/We have read and understand the exclusions and limitations that apply to the
coverage applied for. The effective date of coverage for EHC & Dental is the first of the month following the date of approval. I/We understand that any health information
must be accurate as at the date the application is signed.
AUTHORIZATION AND REVOCATION
Relative to the insurance applied for, I/we the undersigned person(s) to be insured, or parent/guardian if the person to be insured is a minor child, hereby authorize any
licensed physician, medical practitioner, hospital, pharmacy, clinic or other medically related facility, insurance company, the insurance plan sponsor, any investigative and
security agency, any agent, broker or market intermediary, any government agency or other organization or person that has any records or knowledge of me/us or my/our
health or the health of any person to be insured under this plan to provide to Manulife Financial or its reinsurers any such information for the purpose of this application
and contract and any subsequent claim. I/We authorize Manulife Financial to consult its existing files for this purpose. I/We authorize Manulife Financial, its subsidiaries,
affiliates and agents to use the information in this application and its existing files to offer me their products or services. I/We understand that my consent to the use of
such information to offer me/us products or services is optional and that if I/we wish to discontinue such use I/we may call, or write to, Manulife Financial at the address
or telephone number shown on this document. A photocopy or faxed copy of this authorization shall be as valid as the original.
I/We declare that I/we have been made aware of the reasons why the health information is needed and the risks and benefits to the individual of consenting or refusing
to consent. This consent shall take effect on the date of signing of this application and shall expire 7 years after the termination date of any policy or certificate issued as
a result of this application. I/We understand that this consent may be revoked at any time and that if as a result of such revocation the Insurer is unable to obtain proof
of claim, this may result in claims not being paid. I/We acknowledge receipt of, and confirm my agreement with the Notice on Privacy and Confidentiality (refer to Legal
Info and Your Privacy on www.manulife.com/engineerscanada).

Les parties ont expressément demandé que la présente entente et les annexes ou documents y afférents soient rédigés en anglais. 
The parties have expressly requested that this Agreement and any related appendices or documents be drafted in the English language.

Member’s Signature ___________________________________________________________________ Signed At __________________________ Date _____________________

Spouse’s Signature ____________________________________________________________________ Signed At __________________________ Date _____________________
(if applying for spousal coverage)

Co-Signature ________________________________________________________________________ Signed At __________________________ Date _____________________
(for Pre-Authorized Collection, if required by bank)

QUESTIONS? Contact MANULIFE FINANCIAL toll-free at 1-877-598-2273
from 8 am to 8 pm ET, Monday to Friday, or by e-mail any time at: am_service@manulife.com
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PAYMENT METHOD (Please choose one option.)

I authorize Manulife Financial to make a monthly withdrawal from the account described on the accompanying specimen cheque for monthly insurance
premiums due on or after the date of this authorization. The Pre-Authorized Collection Plan may be terminated either by the Company or by me
through written notice. The Company also reserves the option to change the method of payment for another qualifying option after the occurrence
of a deposit not honoured.
For your convenience, if you choose payment by Pre-Authorized Collection Plan or credit card, your future premium billings will automatically reflect the same payment method.

11.111

❏ ANNUAL
a) ■■    Charge to my:  ■■                              ■■

b) ■■    My cheque is enclosed, made payable to “Manulife Financial”  

$ x +  ✝ =  $ 
Total Monthly Premium Provincial Sales Tax AMOUNT PAYABLE

if applicable 

❏ MONTHLY
a) ■■    By Pre-Authorized Collections Plan (PAC). 

Enclose a sample cheque marked “VOID”. 

$ + ✝ =  $ 
Total Monthly Premium Provincial Sales Tax MONTHLY

if applicable AMOUNT PAYABLE

b) ■■    Charge to my:  ■■                              ■■

OR
Card No. Expiry Date

Card No. Expiry Date

† Residents of Ontario add 8% Provincial Sales Tax. 
Residents of Québec add 9% Provincial Sales Tax.

(DD/MM/YYYY)

(DD/MM/YYYY)

(DD/MM/YYYY)

You confirm that you have disclosed the following information to the applicant:
• the name of the company or companies you represent
• that you receive commissions for the sale of life and accident and sickness insurance products and may receive bonuses, invitations to conferences or other incentives; and
• any conflicts of interest you may have with respect to this transaction.

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

✖

Please note that Manulife excludes certain pre-existing conditions from Extended Health Care contracts. Our underwriters base their
decision to exclude a condition or conditions on health information declared on the application and/or information provided by an

applicant's doctor during the underwriting process. Excluded conditions will not be covered under the contract.

ADVISOR’S REPORT


