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	 FORMCHECKBOX 

New member

	
	 FORMCHECKBOX 

Reinstatement

	
	If re-instatement, please indicate 
date of termination_____________________

	
	

	
	GROUP BENEFITS ENROLMENT FORM

	
	


	SECTION 1


	Policyholder Name:

I.A.T.S.E. LOCAL 129
	Member #:
  
	Membership Date:


All following sections must be completed by the plan member
	SECTION 2

PLAN MEMBER

INFORMATION

Please print clearly in ink
	Member Name
	
First
.Last

	
	Member’s 
occupation:
	

	
	Street Address


	Email Address

	
	City

	Province 
of Residence

	Postal 
Code


	
	Date of Birth
	
	 FORMCHECKBOX 
  Female

 FORMCHECKBOX 
  Male
	Language
	 FORMCHECKBOX 
  English 

 FORMCHECKBOX 
  French

	
	Marital status 
	 FORMCHECKBOX 
 Single         FORMCHECKBOX 
 Common Law     FORMCHECKBOX 
 Married/Civil Union
 FORMCHECKBOX 
 Separated      FORMCHECKBOX 
  Divorced         FORMCHECKBOX 
  Widowed
	If common law, date cohabitation started: 
	
M
D
Y

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	


	SECTION 3
BENEFICIARY DESIGNATION

If you do not designate a beneficiary, payment of your life benefits will be made to your estate.  You may change this beneficiary designation at any time with written notice to J&D Benefits
	First name
	Last name
	Relationship
	Date of Birth
	%

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	FOR QUEBEC EMPLOYEES:    Where Quebec law applies and you have designated your married or civil union spouse as beneficiary, the designation will be irrevocable unless you check the box  marked “Revocable”, below.

I hereby make the above beneficiary designation:
 FORMCHECKBOX 
  Revocable, I may change this beneficiary designation

       at any time.

	
	TRUSTEE DESIGNATION   Complete only if designating a beneficiary who is a minor. It is recommended that you consult with a legal advisor, and with anyone you name as trustee/administrator.  The designating of a trustee through this form may not be sufficient to create a trust.  Please consult a legal advisor in this matter.

	
	Trustee full name
	Relationship

	
	
	


	SECTION 6

Member
Authorization & Company
Declaration
This section MUST be signed and dated in INK by the plan member
	I HEREBY APPLY for the benefits which I am or may become eligible for, subject to any waiver indicated, under my Employer’s/Policyholder’s group insurance plan and CONFIRM that the information contained in this form is true and complete to the best of my knowledge.

If applying for benefits for my dependants, I CONFIRM THAT I AM AUTHORIZED to disclose information concerning them for the purpose of determining their eligibility for coverage.

On behalf of myself and my dependents, I CONSENT TO THE RELEASE of the information contained in this form to my Employer/Policyholder and
J & D Benefits Inc., its employees, and the insurer(s) of the group insurance plan, their reinsurers and their service providers for the purpose of administration, claims processing and the enrolment of myself and my dependents in my Employer’s/Policyholder’s group insurance plan.  

If my social insurance number is used as my identification number, I AUTHORIZE its use for the administration of my group benefits.

If any contributions are required to be made by me with respect to my group benefits, I AUTHORIZE my employer to make any required deductions from my earnings and remit same to the applicable Insurance provider.

I AGREE that a photocopy of this Confirmation/Authorization shall be as valid as the original.

	
	At J & D Benefits Inc, the personal information we collect concerning you and your dependents is kept in strict confidence and used only for the purposes you have authorized.  Your personal file will be kept at J & D Benefits’ offices.  You have the right to request access to your personal information and, if necessary, correct any inaccurate information and/or make changes to current information whenever necessary.  In order to do so, send a written request to J&D Benefits Inc., 8901 Woodbine Avenue, Suite 228, Markham, ON  L3R 9Y4.
Access to your personal information will be limited to J & D Benefits’ employees and providers in the performance of their jobs, individuals to whom you have consented access, and persons authorized by law.  For the purposes of audits and administrative reporting, J & D Benefits may release your Employer/Policyholder statistical financial information without personal identifiers.

	
	Member Signature:


	Date Signed:
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J & D Benefits Inc.


8901 Woodbine Ave., Suite 228


Markham, ON       L3R 9Y4


(905) 477-7088


1-800-218-7018


www.jdbenefits.com








