BENEF{TS
IVI Y WAY TRAVEL & MAJOR MEDICAL COVERAGE’

COMPANY INFORMATION
COMPANY NAME POLICY START DATE
ADDRESS
CITY PROVINCE POSTAL CODE
MAILING ADDRESS (if different)
CITY PROVINCE POSTAL CODE
PHONE FAX EMAIL
ADMINISTRATOR NAME PHONE (if different from above) EMAIL (if different from above)

[0 We would like to enroll our employees in the Travel & Major Medical Coverage.
We are aware that all current employees will be added as well as any new employees.

| understand that it is a ONE-YEAR company commitment. Once a full Calendar year has passed, cancellation
can be requested with 10 days written notice prior to the start of the month you wish to terminate the policy in.

PREMIUMS: 49 YEARS OF AGE & YOUNGER 50 YEARS OF AGE & OLDER
Single $21.95 Per Month Single $26.95 Per Month
Family $32.95 Per Month Family $39.95 Per Month

BANKING DATA

Branch No. (5 figures) Institution (3 figures) Account No. (12 figures)

Name as shown on bank records

BeneFitsMyWay is authorized to draw a cheque for monthly recurring payments in accordance with its Pre-authorized cheque plan and to
exchange personal information with the financial institution in order to execute this agreement. NOTE: Transaction fees may be charged for
any cheque that is not honoured by your financial institution. | confirm that the banking information accurately corresponds to my account.

Signature (as shown on bank records) Other signature (joint account)

This information will not be shared with anyone outside of BeneFitsMyWay and will only be used for processing as per your instructions.

PLEASE ATTACH A VOID CHEQUE WITH THIS APPLICATION

You will receive a confirmation e-mail, once plan is in place, containing total monthly plan details.
* Some exclusions apply, please visit benefitsmyway.ca for more information.

BeneFitsMyWay

408 - 5222 130th Avenue SE,
Calgary, Alberta T2Z 0G4

Ph. 403-640-6620 or 1-866-820-2188
Fax 403-252-3020

admin@benefitsmyway.ca o
, Financial
[ Group

A Division of Agile Benefits
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