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Use this form to change an insured person's status from smoker to non-smoker. If a declaration of smoking status is required on a pending application, form E18B must be completed.
Fix
Fix
Fix
Fix
Fix
Fix
Indicate the policy number(s) this change applies to:
Consent to use existing evidence
In this section, you refers to the insured person. 
Consent to use your existing evidence
1)    a)     In the last 9 months, have you completed an application for life or critical illness insurance with Sun Life Financial?
If 'yes', indicate the policy number.
If ‘no’, continue to next section and complete the Insured person's personal information section.  
       b)     For this change being applied for, should we use your answers and statements provided to us in writing or orally for the policy listed above?
If ‘no’, continue to next section and complete the Insured person's personal information section.  
       c)    Do you confirm there has been no change in health, occupation or other circumstances that would require a change to any of your answers or statements from the policy listed above?    
If ‘no’, continue to next section and complete the Insured person's personal information section.  
       d)    Do you confirm your previous answers and statements from the policy listed above have been reviewed carefully and they are complete and true? 
If ‘no’, continue to next section and complete the Insured person's personal information section.  
       e)    Indicate the evidence you reviewed (Indicate all that apply.):
•   If 'yes' to all 1 a) through d), you do not need to complete the Insured person's personal information section. Proceed to next section. 
•   This consent will form part of your insurance application and any misrepresentation may result in Sun Life Financial declining any application(s) or terminating any existing policy(ies). 
•   If any further evidence of insurability is needed, you will be notified by your advisor.  
Authorization to disclose information to your advisor
In this section, you and your refer to the insured person.
Purpose
If you check ‘yes’ below, you give us permission to disclose your personal information to your advisor, who may use it to discuss insurance options with you.
We don’t need this authorization to review and make a decision about your application. 
Sharing of information
The information we may share with your advisor could include:
•   medical testing and laboratory results
•   other confidential personal information about illness, including mental illness, infectious diseases, other medical conditions or use of medications
•   other information about your health discovered as we assess your application but that you may not know about whenyou apply
•   drug and alcohol use and rehabilitation
•   employment history and personal finances
•   any record of criminal activity, and
•   other facts about your life and how they affect our decision to insure you.
We may choose not to share information about you that we have obtained from a physician or medical facility where that information was not disclosed to us as part of the application process. 
Authorization
By checking ‘yes’ below, you authorize the company to share information about you:
•   which was collected for underwriting this application, and
•   only to the advisor indicated in the box below.
By checking ‘yes’ below, you also understand that:
•   even though you have indicated ‘yes’ below, we have the right to withhold highly sensitive personal information fromyour advisor
•   you may cancel this authorization at any time by calling us at 1-877-SUN-LIFE (1-877-786-5433), and
•   this authorization remains valid until 30 days after the later of the day we:
(a)   amend your existing policy, or
(b)   mail you a notice telling you that we have declined your request.
Do you agree to the disclosure of your information?
(If not indicated, answer is ‘no’.)
Type of change
Change from smoker to non-smoker rate basis on existing insurance policy(ies). Note: All questions in the Proposed insured's personal information section must be completed.
In the last 6 months, have you submitted any new business or conversion/execising options applications and there has not been any change to your health, occupation or other circumstances that would require a change to the evidence previously submitted?
If 'no', all questions in the Proposed insured's personal information section must be completed (only complete the Family history question if existing policy is Critical Illness Insurance).
If 'yes', do you consent to use the previously submitted evidence to make this change?
If 'no' all questions in the Proposed insured's personal information section must be completed (only complete the Family history question if existing policy is Critical Illness Insurance).
If 'yes', complete the following.  Note: None of the questions in the Proposed insured's personal information need to be completed.
Consent to reuse previously submitted evidence
I request Sun Life Assurance Company of Canada to use any previous answers or statements provided in the last 6 months including any signed amendments, made verbally or in writing under my Sun Life application or policy number(s)
for the purpose of applying for this policy change.
Owner(s) authorization (to be completed by owner(s) if other than insured person)
I/We, the owner(s),   authorize that the required payment(s) for the above policy number(s), be changed based on using existing evidence or the completion of the Insured person personal information section.
I/We, the owner(s),   authorize that the required payment(s) for the above policy number(s), be changed based on using existing evidence or the completion of the Insured person personal information section.
Insured person's declaration and authorization
Declaration:
I, the insured person, declare that the answers and statements to all of the questions on this form are complete and true and shall form part of my application for insurance on my life (or for reinstatement of or change in my present insurance) with the Sun Life Assurance Company of Canada (company). I understand that if I do not completely and truthfully answer all of the questions (if I misrepresent my answers or statements) the company may void the policy(ies).
I confirm the information described in the Authorization to disclose information to your advisor section,  may be shared with my advisor if I've checked 'yes' in that section. 
Authorization:
I authorize:
a)  any health care professional, physician, hospital, clinic or medically-related facility, insurance company, investigation agencies, MIB, Inc. or other organization, institution or person, including the Sun Life Financial group of companies, which includes this company, that has records or knowledge of me, to give full particulars to the company, its representatives and its reinsurers.
b) the performance of such examinations, electrocardiograms, blood profiles, and tests for HIV (AIDS) antibody and hepatitis, if required to underwrite my application for insurance (or reinstatement of or change in my present insurance). I further authorize the company to release only the necessary personal information obtained during the underwriting process to my personal physician, to MIB, Inc., to the company's reinsurers, to any insurance company, if an application has been made to that company for an insurance policy on my life, and for any infectious or communicable disease, to the Medical Officer of Health where required by law.
Respecting your privacy
Our Purpose is to help our Clients achieve lifetime financial security and live healthier lives. We collect, use and disclose your personal information to: develop and deliver the right products and services; enhance your experience and manage our business operations; perform underwriting, administration and claims adjudication; protect against fraud, errors or misrepresentations; tell you about other products and services; and meet legal and security obligations. We collect it directly from you, when you use our products and services, and from other sources. We keep your information confidential and only as long as needed. People who may access it include our employees, distribution partners such as advisors, service providers, reinsurers, or anyone else you authorize. At times, unless we’re prohibited, they may be outside your jurisdiction and your information may be subject to local laws. You can always ask for your information and to correct it if needed. In most cases, you have a right to withdraw your consent, but we may not be able to provide the requested product or service. Read our Global Privacy Statement and local policy at www.sunlife.ca/privacy or call us for a copy.
Insured person's signature
X
Owner's signature (if other than insured person)
X
A copy of this authorization is as valid as the original.
© Sun Life Assurance Company of Canada, 2024.   
Advisor’s declaration
I, the advisor, confirm I’ve reviewed this declaration/change form with the insured person and owner. To the best of my knowledge, this information is complete and true. I confirm I saw every person sign this form.
Advisor's signature
X
Insured person's personal information
Notes:
•   You do not need to complete this section if you have answered 'yes' to questions 1 a) - d) in the Consent to use existing evidence section. 
•   For existing insurance policies of $100,000 or greater, urinalysis is also required. 
•   In this section, you and your refer to the insured person. The questions must be answered by the insured person. 
1.  In the last 12 months, have you smoked or used cigarettes, cigarillos, small or large cigars, pipes, betelnut, chewing tobacco, nicotine gum or patches, or nicotine or tobacco in any other form?
If 'yes', complete the chart below.
2. Height
 Weight
3. In the last 12 months, have you had a weight loss of more than 4.5kg or 10lbs?
If 'yes' complete the chart below. 
Reason for change:
Type of change:
4. In the last 10 years, have you used marijuana or hashish, cocaine, LSD, ecstasy or other psychoactive drugs, heroin, fentanyl or other narcotics, anabolic steroids or other performance enhancing drugs?
If 'yes', complete the following. If more space is required, provide the requested information in number 9.
Product(s)
Amount(s), frequency of use and duration of use
Date(s) last used (dd-mm-yyyy)
5. Have you ever received treatment or been told to reduce use or frequency of use, seek treatment, counselling or medical advice due to your use of drugs or alcohol? 
If 'yes', complete and attach the appropriate Alcohol usage questionnaire (E26) and/or Drug questionnaire (E12).
6. a) Have you ever been treated for or had any symptoms or indication of:
i)      AIDS or HIV infection
ii)     chest pain, high blood pressure, irregular pulse or heart disease or disorder
iii)    stroke or cerebrovascular accident (CVA), aneurysm, transient ischemic attack (TIA) or paralysis
iv)    asthma, persistent  cough or any other lung disease or disorder
v)     diabetes, abnormal blood sugar or any other kidney disease or disorder
vi)    cancer, tumour or any other growth or malignancy
vii)   ulcer (peptic or gastric), ulcerative colitis or Crohn’s disease
viii)  hepatitis (including hepatitis carrier state) or any other liver disease or disorder
ix)    any other medical history not previously mentioned
6. b) Give details for all ‘yes’ answers.
Question number
Date (mm-yyyy)
Indicate all related treatments, durations, dates, tests and results.   Include names and addresses of all attending physicians, medical facilities and hospitals.
7. a)  Is this a non-smoker change for a critical illness policy or a life insurance policy with a critical illness attachment?
If 'no', proceed to question 8.  
    b) Are you age 65 or under?   
If 'no', proceed to question 8.  
    c) Have any of your parents, brothers or sisters been diagnosed before age 65 with heart disease, stroke/TIA, cancer (including leukemia, lymphoma and Hodgkin's disease), diabetes or Parkinson's disease?      
    d) Have any of your parents, brothers or sisters ever been diagnosed with Huntington's disease, polycystic kidney disease (PKD), multiple sclerosis (MS), muscular dystrophy, Alzheimer's disease, amyotrophic lateral sclerosis (also called ALS or Lou Gehrig's disease) or any other hereditary disease or disorder?
If 'yes' to c) or d), complete the chart below.
Do not tell us about genetic testing or genetic test results. 
Relationship to family member
Condition (if cancer include type)
Age at onset
Age if living
Age at death
8. Do you have a usual medical advisor or medical clinic?
If 'yes', complete chart below.
In the last 5 years, did you see this doctor or clinic for a routine physical exam or checkup?
If 'no', complete the chart below. 
In the last 5 years, did you see any doctor or clinic for a routine physical exam or checkup?
9. Additional details (Indicate any additional details or provide additional details for any question in this section.)
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Age if living
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