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Important information you should know
Advisor instructions
1.         A separate form must be completed for each insured person who is applying for the ‘Evolve your coverage’ feature.
2.         All limited underwriting questions in section 4 must be answered ‘no’. If any question is answered ‘yes’, do not proceed with the application.
3.         The administrative details around adding the ‘Evolve your coverage’ feature can be found in the Evolve Term Advisor Guide.
4.         If a corporately owned policy, you must confirm that the insured owns and controls 100% of the shares of the corporation and there are no other stakeholders. 
Application for increasing Evolve Term Coverage at a life event with simplified health questions
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In this application, I, you and your refer to the insured and the owner(s).
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.
Please PRINT clearly
1 
Insured’s general information
In this section, you refers to the insured.
Sex at birth:
We acknowledge that your lived experience may be different than your assigned sex at birth. We use this information to assess your application. If you were intersexed at birth, please select your assigned sex.
For corporately owned policies
If a corporately owned policy, please confirm that the insured owns and controls 100% of the shares of the corporation and there are no other stakeholders.
Note: If the business structure is other than defined above, the ‘Evolve your coverage’ feature is unavailable.
2
Owner(s) general information
In this section, you refers to the owner(s).
Who owns this policy? (Select all that apply.)
Note: If insured, and no other policy owner, proceed to section 3 as the required information will be taken from section 1.
Owner 1
Sex at birth:
We acknowledge that your lived experience may be different than your assigned sex at birth. We use this information to assess your application. If you were intersexed at birth, please select your assigned sex.
Owner 2
Sex at birth:
We acknowledge that your lived experience may be different than your assigned sex at birth. We use this information to assess your application. If you were intersexed at birth, please select your assigned sex.
3
Adding additional life insurance with the ‘Evolve your coverage’ feature
Terms and conditions of change:
a)         Any change is subject to the administrative rules of the ‘Evolve your coverage’ feature at the time of the change.Note: The ‘Evolve your coverage’ feature may be limited or unavailable for coverage previously increased through this same feature. Details can be found in the Client guide.
Adding the ‘Evolve your coverage’ feature
a)         Adding ‘Evolve your coverage’ featureComplete for each policy you are requesting to add the ‘Evolve your coverage’ feature (maximum is 50% of base coverage up to $1M, minimum is $50K). 
Policy number
Amount 
4
Additional evidence required
In this section, you refers to the insured.
4.1         Life event.
Please select all that apply from the following:
4.2         Underwriting questions:
Notes:
•         All questions must be answered 'no' to proceed.
•         If a question is answered 'yes', do not proceed with this application. Additional insurance may be added through a new application with full underwriting.
Category
Type
Underwriting questions
Lifestyle
Avocation/Aviation
a) Do you fly or intend to fly as a student or non-commercial private pilot?         
Lifestyle
Drugs + Alcohol Driving Criminal Activity
Since the original application date
(yyyy):
a) have you used any illegal drugs or prescription drugs that weren't prescribed to you?         
b) has a health care professional recommended that you reduce the use of any substances or get treatment or counselling for substance use? This includes alcohol, marijuana or other drugs.         
c) has your driver's license been suspended?         
d) have you had criminal convictions, been imprisoned or do you have anycharges pending?         
Medical
Health/Illness
Since the original application date
(yyyy), have you had symptoms, 
sought medical attention, or been treated for:
a) Diabetes, gestational diabetes, glucose intolerance, pre-diabetes or highblood sugar?         
b) Cancer, melanoma, leukemia, lymphoma, tumor or any other growth or malignancy? (Exclude benign conditions)         
c) Cardiomyopathy, heart attack, chest pain, angina, stroke, transient ischemic attack, aneurysm, peripheral vascular disease or any heart disease or disorder? (Exclude hypertension)         
d) Crohn’s disease or ulcerative colitis?         
e) Suicide attempt?         
f) AIDS or HIV infection?         
g) Multiple sclerosis, ALS or Lou Gehrig’s, paralysis, Parkinson’s or other nervoussystem disorder?         
Medical
Time Off Work
Since the original application date
(yyyy):
a) have you had any physical or mental condition which prevented you fromperforming your usual activities or the regular duties of your occupation for aperiod exceeding 3 weeks? (Exclude childbirth, miscarriage, minor injuries, minor surgeries like tubal ligation, vasectomy, appendectomy, hernia repair, cosmetic surgery and gallbladder surgery.)         
Category
Type
Underwriting questions
Lifestyle
Drugs + Alcohol Driving Criminal Activity
Since the original application date
(yyyy):
a) have you used any illegal drugs or prescription drugs that weren't prescribed to you?         
b) has a health care professional recommended that you reduce the use of any substances or get treatment or counselling for substance use? This includes alcohol, marijuana or other drugs.         
c) has your driver's license been suspended?         
d) have you had criminal convictions, been imprisoned or do you have anycharges pending?         
Medical
Health/Illness
Since the original application date
(yyyy), have you had symptoms, 
sought medical attention, or been treated for:
a) diabetes, glucose intolerance, pre-diabetes or high blood sugar?         
b) cancer, melanoma, leukemia, lymphoma, tumor or any other growth or malignancy? (Exclude benign conditions.)         
c) heart attack, chest pain, angina, stroke, transient ischemic attack, aneurysm, peripheral vascular disease or any heart disease and disorder?(Exclude hypertension.)         
d) suicide attempt?         
e) AIDS or HIV infection?         
f) multiple sclerosis, ALS or Lou Gehrig’s, paralysis, Parkinson’s or other nervoussystem disorder?         
Medical
Time Off Work
Pending tests/consultations
Since the original application date
(yyyy):
a) have you had any physical or mental condition which prevented you from performing your usual activities or the regular duties of your occupation for a period exceeding 3 weeks? (Exclude childbirth, miscarriage, minor injuries, minor surgeries like tubal ligation, vasectomy, appendectomy, hernia repair, cosmetic surgery and gallbladder surgery.)         
b) has a health care professional requested any tests or referrals related to symptoms that require further investigation or a specialist consultation?         
Category
Type
Underwriting questions
Lifestyle
Drugs + Alcohol Driving Criminal Activity
Since the original application date
(yyyy):
a) have you used any illegal drugs or prescription drugs that weren't prescribed to you?         
b) has a health care professional recommended that you reduce the use of any substances or get treatment or counselling for substance use? This includes alcohol, marijuana or other drugs.         
c) has your driver's license been suspended?         
d) have you had criminal convictions, been imprisoned or do you have anycharges pending?         
Medical
Health/Illness
Since the original application date
(yyyy), have you had symptoms, 
sought medical attention, or been treated for:
a) diabetes, glucose intolerance, pre-diabetes or high blood sugar?         
b) cancer, melanoma, leukemia, lymphoma, tumor or any other growth or malignancy? (Exclude benign conditions.)         
c) heart attack, chest pain, angina, stroke, transient ischemic attack, aneurysm, peripheral vascular disease or any heart disease or disorder?(Exclude hypertension.)         
d) suicide attempt?         
e) multiple sclerosis, ALS or Lou Gehrig’s, paralysis, Parkinson’s, Alzheimer’s,dementia or other nervous system disorder?         
f) chronic obstructive pulmonary disease (COPD) or any lung disorder?         
Medical
Time Off WorkPending tests/consultations
Hospitalization
Since the original application date
(yyyy):
a) have you had any physical or mental condition which prevented you fromperforming your usual activities or the regular duties of your occupation for aperiod exceeding 3 weeks? (Exclude minor injuries, minor surgeries like tuballigation, vasectomy, appendectomy, hernia repair, cosmetic surgery andgallbladder surgery.)         
b) has a health care professional requested any tests or referrals related to symptoms that require further investigation or a specialist consultation?         
c) have you attended a hospital or other medical facility for 24 hours or more? (Exclude minor injuries, minor surgeries like tubal ligation, vasectomy, appendectomy, hernia repair, cosmetic surgery and gallbladder surgery.)         
5
Beneficiary
In this section, you and your refer to the owner(s).
Beneficiary for this new/additional coverage.
a)         Primary beneficiaries (Share of benefits must add up to 100%.)
Notes:
•         In Quebec, the share of the predeceasing beneficiary will pass on to the surviving beneficiary(ies) of the same level only if you have designated beneficiaries to receive death benefits in equal shares. In cases of unequal shares, the predeceased beneficiary’s share will revert to you or your estate.
•         In Quebec, if you name your legal spouse (by marriage or civil union) as the beneficiary, this designation will be irrevocable unless you check the Revocable box in the beneficiary designation sections in a) and b).
First name
Middle initial
Last name
Relationship to insured 
(In Quebec, relationship to owner)
Beneficiary designation
% share of benefits to 
be paid
Total
b)         Contingent beneficiaries (Share of benefits must add up to 100%.)
First name
Middle initial
Last name
Relationship to insured 
(In Quebec, relationship to owner)
Beneficiary designation
% share of benefits to 
be paid
Total
c)         Trustee for a minor beneficiary (Complete when a minor beneficiary has been named in beneficiary designations a) or b).)
Notes:
•         In all provinces other than Quebec, if you designate minor children as beneficiaries, you should also name a trustee to receive funds on their behalf.
•         In Quebec, any amount payable to a minor beneficiary during their minority will be paid to the parent(s) or legal guardian of the minor child.
I appoint
as a trustee to receive any payments on behalf of any named beneficiary, during their minority. The trustee may apply such payments solely for the support, maintenance, education and benefit of such beneficiary at the discretion of the trustee.
6
Payments
Any premium changes resulting from this request will be charged using the most recent payment method on file for this policy.
If this method was pre-authorized chequing (PAC), the withdrawal date for regular monthly payments will be the same as the last withdrawal date used on this policy. 
7
Special instructions
8
Translation agreement and declaration
Was this application translated for any insured and/or owner in a language other than English?         
If 'yes', you must complete the sub sections below.
Notes: The translator must be 18 years of age or older and may not be:
•         a beneficiary,
•         a owner, or
•         any other person who has an interest in the policy (excluding the advisor).
8.1         Insured and owner agreement
1.         Who was this application translated for in a language other than English?
2.         Do you agree that your answers to the questions asked and translated for you are complete and true, and do you understand they form part of the application?
Insured
Owner 1
Owner 2
Note: If 'no', we are unable to continue with your application at this time. The application must not be submitted.
3.         Do you agree that this application was fully explained to you in your preferred language, and do you understand the content provided by the translator?
Insured
Owner 1
Owner 2
Note: If 'no', we are unable to continue with your application at this time. The application must not be submitted.
4.         Name of person who provided the translation:
5.         Translator's relationship to person translation was provided for:
Insured
Indicate
Owner 1
Indicate
Owner 2
Indicate
6.         In what language were the questions translated?
8.2         Translator's declaration/signature (if other than advisor)
By signing below, you declare that for any insured and/or owner indicated above in sub-section 8.1, you:
•         faithfully and truly translated this application and the answers provided to you,
•         read over the entire contents of this application and the answers provided to you were recorded, and
•         explained the information and everyone understood the contents of this application and provided all requested information
You also declare that you do not have any interest in this application and are age 18 or older.
Date (dd-mm-yyyy)
Translator's signature
X
Upon printing, Translator's signature is required.
9
Acknowledgement and agreement
Acknowledgement and agreement:
By signing below, the owner(s) and insured (if other than owner) confirm they've received, read and agree to the:  
•         Sun Life Privacy Statement of Canada and
•         acknowledge receipt of the relationship brochure entitled 'A Clear Connection: Your Relationship with Sun Life. (Clients served by Sun Life advisors ONLY)
By signing below, the owner(s) agree to inform Sun Life of any changes in their personal identification information provided on the application form and/or any other forms/documents.
•         For individuals, this includes changes to name, residential address, telephone number, occupation, and nature of principal business or other personal information.
•         For entities, this includes changes to the business name, address, entity ownership and/or control or director information.
Declaration:
By signing below, the owner(s) and insured acknowledge, declare and confirm:
•         they were present when their portion of this application with the 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, as well to help Sun Life to manage risk and to comply with the Proceeds of Crime (Money Laundering) and Terrorists Financing Act and other relevant legislation/regulations;
•         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 agree that their personal information may be shared with or disclosed to our distribution partners such as managing general agencies or national accounts, market intermediaries and their employees and agents for the purposes identified 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 “Insurance Overview” section of the website at www.sunlife.ca or by calling our toll-free Customer Care Centre at 1-877-SUN-LIFE (1-877-786-5433);
•         they understand the company is not responsible for the validity of any beneficiary appointments; and
•         they are aware of the increase in premium due to increase in coverage being applied for in this application.
Authorization of all insureds:
By signing below, the insured authorizes:
•         any health care professional, physician, hospital, clinic or medically-related facility, insurance company, investigation agencies, MIB, LLC or other organization, institution or person, including the members of the Sun Life group of companies which includes this company, that have records or knowledge of the 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 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 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
Province signed
Date (dd-mm-yyyy)
Signature
Signed on:
Signed on: Date (dd-mm-yyyy)
Owner (signing officer of corporate policy)
X
Upon printing, Owner (signing officer of corporate policy) signature is required.
Signed on:
Signed on: Date (dd-mm-yyyy)
Owner
X
Upon printing, Owner signature is required.
Signed on:
Signed on: Date (dd-mm-yyyy)
Insured (if other than owner)
X
Upon printing, Insured (if other than owner) signature is required.
A copy of this authorization is as valid as the original.
10
Advisor’s report
In this section, you and your refer to the advisor who is selling the additional coverage.
Attach a business card.
Indicate distribution partner name (MGA or NA) as well as your own company or advisor address in the box below.
Advisor declaration and notice of disclosure (Must be signed by advisor only.)
By signing below, with the understanding that Sun Life will rely on all the information collected to process this application to conduct consumer due diligence and to satisfy applicable regulatory requirements, I, the advisor, confirm that:
•         reasonable effort was exercised to determine if each owner is acting on behalf of a third party;
•         I have disclosed to each owner any conflicts of interest that I may have with respect to this transaction; and
•         I am licensed in the province in which this application was completed and this signature page was signed.
Applicable to Independent Insurance Distribution Channel Advisors only
•         I have disclosed to each owner that I am an independent advisor that has a contract to sell products issued by Sun Life Assurance Company of Canada, and I have also identified any other companies I represent;
•         I have disclosed to each owner that I will receive compensation in the form of commissions or salary for the sale of life and health insurance products;
•         I have disclosed to each owner that I may also receive additional compensation in the form of bonuses or non- monetary benefits such as travel incentives or attendance at conferences;
If indicated in the Translation agreement and declaration section that I acted as a translator, by signing below, I declare that for any insured(s) and/or owner(s) indicated in that section, I:
•         faithfully and truly translated this application and the answers provided to me,
•         read over the entire contents of this application and the answers provided to me were recorded, and
•         explained the information and everyone understood the contents of this application and provided all requested information.
If applicable (see section 11) I, the advisor, also confirm that:
•         I have reviewed the details provided in this application with each owner and insured;
•         to the best of my knowledge, all details in this application are complete, true and given to me by the owner/insured face-to-face or non-face-to-face via video conference;
•         it has all the facts material to the insurance increase applied for; and
•         I saw every person sign this application or I initiated remote signing.
Date (dd-mm-yyyy)
Advisor’s signature
X
Upon printing, Advisor’s signature is required.
Date (dd-mm-yyyy)
Supervisor’s signature
X
Upon printing, Supervisor’s signature is required.
11
Licensed administrative assistant’s declaration (To be completed if a licensed administrative assistant completed the application.)
Did a licensed administrative assistant complete the application?         
By signing below, I, the licensed administrative assistant, confirm that:
•         I have reviewed the details provided in this application with each owner and insured;
•         to the best of my knowledge, all details in this application are complete, true and given to me by the owner/insured face-to-face or non-face-to-face via video conference;
•         it has all the facts material to the insurance increase applied for; and
•         I saw every person sign this application or I initiated remote signing.
Date (dd-mm-yyyy)
Licensed administrative assistant’s signature
X
Upon printing, Licensed administrative assistant’s  signature is required.
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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 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 the MIB 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, LLC50 Braintree Hill Park Suite 400Braintree, 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).
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