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Personal Health Insurance application form (completed with an advisor)
In this application, I, you and your refer to the proposed insured/applicant and any spouse/partner or child applying for insurance. 
We, us, our and the company refer to Sun Life Assurance Company of Canada, who is the insurer, and a member of the Sun Life group of companies.
At the start of each section we’ve stated who I, you and your refer to in that section.
1 
Applicant information
In this section, you and your refer to the proposed insured/applicant.
What language would you like your policy and future correspondence in?
If you are not a Quebec resident:
Do you have provincial health care coverage?
Do you have provincial health care coverage?
If ‘no’, you are not eligible for coverage. Do not proceed with this application.
Do you have provincial health care coverage?
If you are a Quebec resident: Complete section 6 Quebec residents only: Confirmation of coverage through a group benefits plan or through Régie de l’assurance maladie du Québec (RAMQ). 
Complete section 6 Quebec residents only: Confirmation of coverage through a group benefits plan or through Régie de l’assurance maladie du Québec (RAMQ).
2
Coverage you are applying for
In this section, you refers to the applicant.
What are you applying for?
Date your coverage begins
Notes: 
•                  If you don’t make a selection, we’ll start coverage the day after your application is approved.
•         If we approve your coverage on or after the 28th of a month, your coverage will begin on the first day of the following month.
Choose one:
Notes: 
•         This date must be between the 1st and 28th of a month. 
•         This date must be no more than 60 days from today. 
•         If we approve your application after your chosen date, coverage will start on the day following approval.
3
List the members of your family for whom you want to purchase coverage
In this section, you refers to the spouse/partner and children applying for coverage. 
If you need more space, use a separate sheet signed and dated by the person answering the questions. If proposed insured is under age 16 (18 in Quebec), signature of the parent or legal guardian is required.
Spouse/Partner
If you are not a Quebec resident:
Do you have provincial health care coverage?
Do you have provincial health care coverage?
If ‘no’, the applicant cannot include coverage on their spouse. If the applicant wants to continue with this application, the request to include coverage on their spouse must be removed.
Do you have provincial health care coverage?
If you are a Quebec resident: Complete section 6 Quebec residents only: Confirmation of coverage through a group benefits plan or through Régie de l’assurance maladie du Québec (RAMQ). 
Complete section 6 Quebec residents only: Confirmation of coverage through a group benefits plan or through Régie de l’assurance maladie du Québec (RAMQ).
Child #
Full-time student?
If you are not a Quebec resident:
Do you have provincial health care coverage?
Do you have provincial health care coverage?
If ‘no’, the applicant cannot include coverage on this child. If the applicant wants to continue with this application, the request to include coverage on this child must be removed.
Do you have provincial health care coverage?
If you are a Quebec resident: Complete section 6 Quebec residents only: Confirmation of coverage through a group benefits plan or through Régie de l’assurance maladie du Québec (RAMQ). 
4
Personal information
In this section, you and your refer to the applicant and any spouse/partner or child applying for coverage
It’s important you provide complete and true information for us to assess your application. If you’re not sure whether some information is relevant, provide it anyway. If you fail to provide all relevant information that you know about, future claims could be denied and any policy we’ve issued declared void. Do not tell us about genetic testing or genetic test results. 
4.1  Height and weight
Height and weight questions for anyone age 10 or over.
a)         Provide your current height and weight details below.
Person being insured
Height
Weight
Person being insured
Height
Weight
Child 
b)         In the last 12 months, have you lost more than 10 lbs (4.5kg)?          
If Yes, provide details including amount of weight loss and cause of the weight loss:
Name of person being insured
Details
Height and weight for children under the age of 10
c)         In the last 2 years, have you been told by a doctor or health care professional that the child’s height, weight or physical development were not meeting normal milestones?          
If Yes, provide details below:
Person being insured
Height
Weight
Provide details including diagnosis and doctor’s recommendation. If there has been any weight loss in the last 12 months, indicate amount of weight loss and cause of the weight loss.
Child 
4.2  Healthcare consultation: Physician or health care professional
In the last 5 years, have you seen a health care professional?          
If Yes, provide details below.
4.3  Personal medical history
Important information
For all Yes answers in 4.3, you must provide additional details in 4.4 Details about your personal medical history. Don't tell us about genetic testing or genetic test results. 
Have you ever been treated for, or had any symptoms or indication of the following:
Applicant
Spouse/Partner
Child(ren)
a)         Diabetes, elevated blood sugar, prediabetes, gestational diabetes, thyroid disease or disorder, including nodule or any other endocrine disease or disorder?          
b)         Irregular pulse, heart attack, chest pain, stroke, transient ischemic attack (also referred to as a mini-stroke or TIA), aneurysm, heart murmur or any other disease or disorder of the heart or blood vessels? You don’t need to tell us about well-controlled high blood pressure.          
c)         Cancer, melanoma, leukemia, lymphoma, tumour, cyst(s), polyp(s) or any other growth or malignancy? You don’t need to tell us about basal cell carcinoma.          
d)         Anxiety, depression, schizophrenia, attempted suicide, chronic fatigue syndrome, attention deficit disorder (ADD) or attention deficit hyperactivity disorder (ADHD), eating disorder or any other psychological, emotional or nervous disease or disorder?          
e)         Prostate disease or disorder, breast lump(s) or cyst(s), abnormal pap smear, disease or disorder of the ovary or uterus, disease or disorder of the genital organs, blood or protein in the urine, any other kidney or bladder disease or disorder?          
f)         Rheumatoid or psoriatic arthritis, ankylosing spondylitis, systemic lupus erythematosus (SLE), systemic scleroderma or any other disease or disorder of the connective tissue or of the immune system?          
g)         Acid reflux disease, hepatitis B or C, (including hepatitis carrier state), cirrhosis, Crohn’s disease, ulcerative colitis, ulcer (peptic or gastric), rectal or intestinal bleeding, or any other disease or disorder of the bowel, esophagus, stomach, pancreas or liver?          
h)         Arthritis, fibromyalgia, osteoporosis, amputation, chronic or persistent pain or any other disease or disorder of the muscles, joints, limbs, neck, back orbones?          
i)                  AIDS or testing positive for HIV (the virus that causes AIDS)?          
j)                  Autism, epilepsy or seizure(s), severe headache(s) or migraine(s), multiple sclerosis (MS), paralysis, Parkinson’s disease, Alzheimer’s disease, dementia or cognitive impairment, amyotrophic lateral sclerosis (ALS) or Lou Gehrig’s disease, loss of balance, consciousness, sensation or speech or any other disease or disorder of the brain or nervous system?          
k)         Asthma, COPD (Chronic Obstructive Pulmonary Disease including chronic bronchitis and emphysema), cystic fibrosis, sleep apnea, allergies or any other respiratory disease or disorder?          
l)                  Eczema, dermatitis, psoriasis, dysplastic nevus (atypical mole) or any other disease or disorder of the skin?          
m)         Glaucoma, optic neuritis, deafness, impaired hearing or any other disease or disorder of the eyes or ears, nose, throat and mouth?          
n)         Anemia or any other blood or bleeding disease or disorder?                   
4.4  Details about your personal medical history
If you answered Yes to any question in 4.3 Personal medical history, provide additional details below.
Important information
Under Details of condition, provide the diagnosis, date of diagnosis or date symptoms first started, if resolved (provide date) or ongoing, type of treatment(s) received, the date(s) and duration of treatment(s) and treatment results, the name and dosage of the medication(s), the names and addresses of the doctors involved. Also include the names and addresses of any hospitals and clinics you consulted or were treated at. Don’t tell us about genetic testing or genetic test results.
If you need more space, use a separate sheet signed and dated by the person who has the condition. If proposed insured is under age 16 (18 in Quebec), the signature of the parent or legal guardian is required.
Question number
Name of person being insured
Name of condition or diagnosis
Details of condition
4.5  Lifestyle questions
Important information
If you need more space, use a separate sheet signed and dated by the person answering the questions. If proposed insured is under age 18 in Quebec, the signature of the parent or legal guardian is required.
Applicant
Spouse/Partner
Child(ren)
a)         Do you drink alcohol?          
If Yes, complete the chart below.
Name of person being insured
Product(s)
Indicate all that apply
Amount(s) consumed and frequency of use
Beer:  per
Wine:  per
Liquor:  per
Beer:  per
Wine:  per
Liquor:  per
Beer:  per
Wine:  per
Liquor:  per
Beer:  per
Wine:  per
Liquor:  per
Beer:  per
Wine:  per
Liquor:  per
Beer:  per
Wine:  per
Liquor:  per
Applicant
Spouse/Partner
Child(ren)
b)         In the last 12 months, have you used marijuana or hashish more than 7 times a week or more than once daily?          
If Yes, provide details below.
Name of person being insured
Daily
Weekly
Monthly
Less than once per month
Date last used (dd-mm-yyyy)
# per day:
Amount per use in grams:
# per week:
# per month:
# per day:
Amount per use in grams:
# per week:
# per month:
# per day:
Amount per use in grams:
# per week:
# per month:
# per day:
Amount per use in grams:
# per week:
# per month:
# per day:
Amount per use in grams:
# per week:
# per month:
# per day:
Amount per use in grams:
# per week:
# per month:
Applicant
Spouse/Partner
Child(ren)
c)         In the last 10 years, have you used any drugs or narcotics such as cocaine, LSD, ecstasy, heroin, fentanyl, anabolic steroids or amphetamines, methadone,morphine or other?          
If Yes, provide details below.
Name of person being insured
Drug or narcotic
Date last used (mm-yyyy)
Applicant
Spouse/Partner
Child(ren)
d)         In the last 10 years, have you been treated, counselled or gone to meetings for alcohol or drug abuse?          
If Yes, provide details including dates, treatments received, date of last drink (for alcohol use), name of physician or treatment facility last consulted for this condition and any other relevant information.
Name of person being insured
Details
Applicant
Spouse/Partner
Child(ren)
e)         Has a doctor or health care professional ever recommended you get treatment or counselling or limit the amount of alcohol or drugs you use?          
If Yes, provide details below.
Name of person being insured
Details
4.6  Medical tests and consultations
Important information
If you need more space, use a separate sheet signed and dated by the person answering the questions. If proposed insured is under age 18 in Quebec, the signature of the parent or legal guardian is required. Don’t tell us about genetic testing or genetic test results.
Applicant
Spouse/Partner
Child(ren)
a)         Other than for conditions already disclosed, in the last 12 months, have you consulted, received treatment or services for more than 12 visits from a paramedical practitioner? This includes, but is not limited to chiropractor, physiotherapist, psychologist, registered massage therapist or social worker.          
If Yes, provide details including the type of paramedical practitioner, the names and addresses of the paramedical practitioners involved, diagnosis or reason(s) for consultation, date of diagnosis, treatments or services received, the dates and duration of treatments or services and the results or outcome of the treatments or services.
Name of person being insured
Details
Applicant
Spouse/Partner
Child(ren)
b)         Are you currently using or expecting to use any medical or assistive equipment or prosthetic appliance in the next 12 months? Medical or assistive equipment include, but is not limited to, items such as: Hearing aids, orthopedic shoes and orthotics, splints & crutches, casts, braces, medically necessary wigs and hairpieces, oxygen, blood glucose monitor, wheelchair, walker, cane, hospital bed, traction kit, artificial limb or prosthetic appliance.          
If Yes, provide details including the type of medical or assistive equipment or prosthetic appliance, date you started using this item and the reason you are using this item.
Name of person being insured
Details
Applicant
Spouse/Partner
Child(ren)
c)         Other than for conditions already disclosed, do you have any symptoms for which you have not yet consulted a health care professional or received treatment? You don’t need to tell us about the common cold, flu or seasonal allergy symptoms.          
If Yes, provide details below.
Name of person being insured
Details
Applicant
Spouse/Partner
Child(ren)
d)         In the last 5 years, have you had any abnormal medical test results that were not mentioned elsewhere in this application? This includes, but is not limited to abnormal ECG, MRI, ultrasounds, mammograms or blood tests.          
If Yes, provide details including name of the medical test(s), date the test was completed, results, diagnosis, date of diagnosis, names and addresses of the doctors involved, treatments received, the dates and duration of treatments and the treatment results. Also include the names and addresses of any hospitals and clinics you consulted or were treated at.
Name of person being insured
Details
Applicant
Spouse/Partner
Child(ren)
e)         In the last 2 years, have you been prescribed or are you currently using any prescription medications or treatment that were not mentioned elsewhere in this application or expecting to do so within the next 3 months? You don’t need to tell us about antibiotics or contraceptives.          
If Yes, provide details including the name of the medication or treatment, date you started or expect to start using the medication or treatment and the reason you are using the medication or treatment.
Name of person being insured
Details
Applicant
Spouse/Partner
Child(ren)
f)         In the last 2 years, have you been admitted to a hospital or other medical facility for 24 hours or more? You don’t need to tell us about vasectomy, miscarriage, tubal ligation, appendectomy, hernia repair, childbirth, cosmetic surgery or gallbladder surgery.          
If Yes, provide details including diagnosis, date of diagnosis, names and addresses of the doctors involved, treatments received, the dates and duration of treatments and the treatment results. Also include the names and addresses of any hospitals and clinics you consulted or were treated at.
Name of person being insured
Details
Applicant
Spouse/Partner
Child(ren)
g)         Are you currently awaiting treatment or surgery or has a health care professional requested any tests or referrals that have not been completed or are you currently awaiting test results?          
If Yes, provide details below.
Name of person being insured
Details
Applicant
Spouse/Partner
Child(ren)
h)         In the last 5 years, have you received disability benefits or had any illness or injury which prevented you from performing your usual activities or the regular duties of your occupation for a period of more than 2 weeks?          
If Yes, provide details below.
Name of person being insured
Details
Applicant
Spouse/Partner
Child(ren)
i)                  In the last 5 years, have you had any applications for life, disability, critical illness, long-term care or health insurance declined, rated, postponed, cancelled or modified in any way?          
If Yes, provide details including type of coverage, date you applied for insurance, outcome and reason for decision.
Name of person being insured
Details
5
Method of payment information (We do not accept cash payments, pre-paid credit cards or Visa debit cards)
In this section, you and your refer to the applicant and to the persons paying for the policy (if different from the applicant).
For monthly pre-authorized chequing (PAC), monthly credit card or annual cheque or credit card payments
If this application is approved, you authorize Sun Life Assurance Company of Canada (Sun Life) to withdraw funds to pay all premiums from:
•                  the account shown in this application
•         the account shown on the void cheque attached to this application
•         the credit card information you provide, or
•         any account you designate in the future. 
You understand your first monthly payment will be withdrawn from this account or credit card once your policy is approved. 
For monthly PAC, if you are approved for coverage before the day you would like premiums withdrawn, you understand:
•         your second monthly premium will be withdrawn on the next withdrawal date, and
•         this may result in two payments being withdrawn at the next available withdrawal date. 
IMPORTANT:
All payors understand and agree that:
•         premiums may change from year to year;
•         we will provide at least 45 days notice of any premium change to the policy owner;
•         unless you notify us otherwise, we will withdraw the changed premium amount from your bank account or credit card; and
•         they are responsible to tell all payors, who are not the applicant, about any change in premiums.
You can cancel this PAC or credit card authorization by giving 10 days written notice to us.
Payor information (If payor is not the applicant)
Payment option
Select one:
Withdraw premiums on the               day of the month. Note: The withdrawal date must be between the 1st and the 28th of each month. 
Attach a sample cheque marked void OR complete the following:(Note: Only accounts with chequing privileges may be used.)
Name of card holder
Once your policy is approved, we will contact you to obtain the credit card number.
Note: A cheque must be attached for one year's premium, payable to Sun Life Assurance Company of Canada. 
6
Quebec residents only: Confirmation of coverage through a group benefits plan or through Régie de l’assurance maladie du Québec (RAMQ)
In this section, I and you refer to the applicant.
To be eligible for a Personal Health Insurance policy, Quebec residents must: 
•         have health coverage through the Régie de l'assurance maladie du Québec (RAMQ), and
•         have and continue to have group drug coverage provided by: 
•         an employer or through membership in an order or association; or
•         through RAMQ.
Note: It's your responsibility to tell us when an insured person no longer meets the eligibility requirements. 
You must first submit all prescription drug claims to your group benefits provider or RAMQ.  Remaining eligible portions can then be submitted to Sun Life for reimbursement.
Select the appropriate response: 
Benefits insured under this plan:
Prescription drug 
Supplementary health
Dental
Notes:
•         Personal Health Insurance is not a substitute for RAMQ. 
•         You cannot opt out of RAMQ because you have a Personal Health Insurance policy.
•         You must obtain RAMQ prescription drug insurance if your group drug coverage ends and you do not have access to another group drug coverage plan.
7
Acknowledgement and agreement for Personal Health Insurance
In this section, you and your refer to the applicant, spouse/partner, children (parent or legal guardian if child is under age 16 [18 in Quebec]), and to the persons paying for the policy (if different from the applicant). 
Acknowledgement and agreement: By signing below, the applicant confirms they’ve received, read and agreed to:
•         the Sun Life Privacy Statement for Canada, and
•         the brochure called “A clear connection – Your relationship with Sun Life” (Only applicable if your advisor is a Sun Life advisor). 
By signing below, the applicant acknowledges:
•         having received a French version of this application and having expressly chosen to complete the English version;
•         having expressly chosen to receive all documents related to this contract in English, as per the application; and
•         they understand Sun Life may still be required by law to provide them with the French version of the contract.
Declaration: By signing below, the applicant, spouse/partner, dependants and payors acknowledge, declare and confirm:
•         they were present when their portion of this application with Sun Life Assurance Company of Canada (company)was completed;
•         they reviewed all their answers and statements recorded in this application;
•         that all the information they supplied in connection with this application is complete and true, and was provided by them to the advisor (or some other person authorized by the company) for underwriting, administration of insurance and claims paying purposes;
•         they understand that if they do not completely and truthfully answer all of their questions (if they misrepresent any of their answers or statements), the company may void the policy;
•         they agree that their personal, medical and financial information, may be shared as set out in the Sun Life Privacy Statement for Canada;
•         they are satisfied with the level of product information they received before signing this application and are aware that additional product information is available to them under the "Products and services" section of the website at www.sunlife.ca or by calling us toll-free at 1-877-SUN-LIFE (1-877-786-5433);
•         they understand and agree that the following may not be covered by the contract:
•         any injury that happened on or before the date of this application; or
•         any illness, the signs of which first appeared on or before the date of this application.
•         they understand and agree that coverage will begin only if your application is approved by us;
•  we will tell you if any medical history requires a higher premium or an exclusion to the coverage; and
•  you must either accept the changes or cancel your application on written notification to us.
•         they agree to the payment method, if they are payors;
• all Pre-authorized chequing (PAC) and credit card payors agree:
•         Sun Life Assurance Company of Canada may make deductions, at any time, for regular recurring payments and/or one-time payments from time to time, from their credit card or bank account indicated in this application;
•         all PAC withdrawals be processed as personal under the Payments Canada rules (this means they have 90 calendar days from the date the payment is processed, to claim reimbursement for any unauthorized payment);
•         the withdrawal amount is considered variable under the Payments Canada rules;
•         any notices, to be sent to them under this agreement, may be sent to the owner’s most recent address that the company has on record at the time a notice is sent;
•         all persons, whose signatures are required to sign this authorization, have signed this application;
•         the company may charge a fee or terminate this policy for any withdrawal that is not honoured;
•         the company may not assign this authorization to another company or person, in order to permit them to debit the payors’ account for these payments (eg. where there has been a change in control of the company) without providing at least 10 days prior written notice;
•         they may cancel this authorization at any time, subject to providing the company 10 days written notice. They should contact their financial institution about their rights regarding cancellation. A sample cancellation form is available atwww.payments.ca;
•         they have certain recourse rights if any debit does not comply with this agreement. For example, they have the right to receive reimbursement for any debit that is not authorized or is not consistent with this PAC agreement. To obtain more information on their recourse rights, they should contact their financial institution or visit www.payments.ca, and
•         to waive the requirement that the company notify them of:
•         this authorization before the first payment is processed,
•         any subsequent payments, and
•         any changes to the amount or date of the payment initiated by them or the company.
Contact us at any time at:
Sun Life Assurance Company of Canada
PO Box 1601 Stn Waterloo
Waterloo, ON  N2J 4C5
1-877-SUN-LIFE (1-877-786-5433)
Fax 1-866-487-4745
www.sunlife.ca
Authorization of applicant and additional proposed insureds: By signing below, the applicant and additional proposed insureds (parent or legal guardian, if additional proposed insured is under age 16 (18 in Quebec) authorize:
•         any health care professional, physician, hospital, clinic or medically-related facility, insurance company, investigation agencies, MIB, LLC or other organization, institution or person, including members of the Sun Life group of companies, which includes this company, that have records or knowledge of the applicant or any proposed insured, to give only that information necessary for underwriting, administration of insurance and claims paying purposes to the company, its representatives and its reinsurers;
•         Sun Life to disclose to your regular physician, health care professional or any other physician indicated by you, the underwriting decision on this application for insurance;
•         the performance of such examination, electrocardiograms, blood profiles, and tests for HIV (AIDS) antibody and hepatitis, if needed to underwrite this application; and
•         the company to release only the necessary personal information obtained during the underwriting process to their personal physician, to MIB, LLC, to the company's reinsurers, to any insurance company, if an insurance application has been made to that company for an insurance policy on their life, and for any infectious or communicable disease, to the Medical Officer of Health where required by law.
Signed at (Province)
Date (dd-mm-yyyy)
Signature
Applicant
X
Upon printing, Applicant signature is required. 
Spouse/Partner
X
Upon printing, Spouse/Partner signature is required. 
Dependant (or if under age 16 [18 in Quebec] signature parent or  guardian)
X
Upon printing, Dependant (or if under age 16 [18 in Quebec] signature parent or  guardian) signature is required. 
Dependant who has reached age 16 (18 in Quebec)
X
Upon printing, Dependant who has reached age 16 (18 in Quebec) signature is required. 
Payor (if payor is not Applicant or Spouse/Partner)
X
Upon printing, Payor (if payor is not Applicant or Spouse/Partner) signature is required. 
Joint bank account holder (if the account requires more than one signature)
X
Upon printing, Joint bank account holder (if the account requires more than one signature) signature is required. 
A copy of this signed authorization is as valid as the original.
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Advisor declaration
By signing below, with the understanding that Sun Life will rely on all of the information collected to process this application, to conduct customer due diligence and to satisfy applicable regulatory requirements, I, the advisor, confirm that: 
•         I have reviewed the details provided in this application with the applicant, spouse/partner, any dependant who has reached the age of majority, and payor (who is not also the applicant);
•         to the best of my knowledge, all details in this application are complete and true; 
•         it has all the facts material to the insurance applied for;
•         I am licensed in the province in which this application was completed and the signature page was signed; and
•         I saw every person sign this application (if I haven’t checked the box below).  
Advisor’s signature
X
Upon printing, Advisor’s signature is required. 
Supervisor's signature (Quebec only)
X
Upon printing, a Supervisor's signature (Quebec only) is required. 
Source of prospect:
Important information you should know
Note:
These pages are to be detached and given to the proposed insured. Do not submit with the application.
!
Sun Life Privacy Statement for Canada
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.
Access to your information
We or our reinsurers may also submit a brief report of our findings to the MIB, LLC (MIB), a not-for-profit organization which operates an information exchange on behalf of insurance companies that are members of MIB Group Inc. If the person named in this application also applies for insurance coverage or submits a claim with another life or health insurance company that is an MIB member, MIB, upon request, will supply such company with the information in its file.
MIB receives personal information and the collection, use and disclosure of such information is governed by the Personal Information Protection and Electronic Documents Act (PIPEDA) and provincial laws. Therefore, MIB has agreed to protect such information in a manner that is substantially similar to the company’s privacy and securities practices, and in accordance with applicable laws. As a U.S. based company, MIB is bound by, and such personal information may be disclosed in accordance with, applicable U.S. laws. If you have any questions about MIB’s commitment to protect the confidentiality and security of your personal information, you may contact theMIB Privacy Department at privacy@mib.com. 
To learn more about MIB, LLC, you may visit the website at www.mib.com, call 866-692-6901 or write to:
MIB, LLC
50 Braintree Hill Park
Suite 400
Braintree, MA  02184- 8734.
You may ask to see your personal information on file with MIB, LLC and correct anything that is inaccurate or incomplete.
About Sun Life
As a leading international financial services organization, we’re proud to offer a diverse range of wealth accumulation and protection products and services. Tracing our roots back to 1865, Sun Life has operations in key markets around the world. But most importantly, we’re in business to help people achieve and maintain the peace of mind that comes from having sound financial solutions in place.
If you’d like more information about Sun Life, please visit our website at www.sunlife.ca or call 1-877-SUN-LIFE (1-877-786-5433).
Before submitting this application, ensure:
•         ensure the applicant's name is indicated on any additional sheet being attached for the member, spouse or any children;
•         if paying monthly through PAC and banking information has not been provided in this application, a void cheque has been attached;
•         if paying by credit card, a phone number has been provided to contact the credit cardholder;
•         if paying annually, a cheque for the annual premium has been attached;
•         all questions have been answered for every member of the family you want covered;
•         for each Yes answer in the Personal information section, full details including relevant dates have been included; and
•         all signatures have been completed, including those of the Payor (if not the applicant) and any dependants who have reached the age 16 (18 in Quebec) or their parent or legal guardian. 
Mail or fax the completed form to the address below.
Personal Health Insurance
Sun Life Assurance Company of Canada
P.O. Box 1601 Stn Waterloo
Waterloo, ON  N2J 4C5
Fax: 1-866-487-4745
10.0.2.20120224.1.869952.867557
Sun Life
Dany Rivard
Personal Health Insurance application form (completed with an advisor)
4
Personal information (continued)
7
Acknowledgement and agreement for Personal Health Insurance (continued)
9
Important information you should know (continued)
5
Method of payment information (We do not accept cash payments, pre-paid credit cards or Visa debit cards) (continued)
2
Coverage you are applying for (continued)
Important information you should know (continued)
6
Quebec residents only: Confirmation of coverage through a group benefits plan or through Régie de l’assurance maladie du Québec (RAMQ) (continued)
3
List the members of your family for whom you want to purchase coverage (continued)
4
Personal information (continued)
Applicant
Spouse/Partner
Child(ren)
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Prints only what is completed as shows on the screen.
Removes all the information you've added.
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www.sunlife.ca
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