If you have any questions or need help in completing this form, please call toll free:
1-800-474-4474. You can also email us at inquiries@healthquotes.ca




ONTARID

BLUE CROSS"™

Agent Name : HealthQuotes.ca Inc.
Agent No.: 428-10001 Broker Affiliate ID:

Please mail this application to the Blue Cross addr  ess listed at the bottom of this page
Complete the information requested

Applicant's Last Name First Name Applicant's Telephone No. (Home)

Address - Street & No. City or Town Applicant's Telephone No.
(Business)

Province Postal Code

Please indicate coverage applied for

[ | Basic Blue Choice [ |Basic Blue Choice with Hospital

[ lindividual [ |Couple [ |Family [ |Single Parent

Please indicate the persons you wish to insure
Last Name First Name and Initial(s) (I\Sﬁé) B(ISEIM[/)?;G
Applicant 00
Spouse 01
Children 1 02
2 03
3 04
4 05




Please select payment method and frequency that sui  ts you

[ /By cheque for: '3 months (monthly premium X 3) 1 year (monthly premium X 12)
Please enclose a cheque payable to Ontario Blue Cross

[ IMonthly by Credit Card [ IMastercard [ lvisa [ Amex

Credit Card No. |_|__|__|__[ ||| |||l |_|_l_|_| ExpiryDate (M/Y) _/___

Cardholder's signature
X

[ Monthly Automatic Bank Withdrawal Check only one withdrawal date: [ 11st [ 15th [ ]28

If subscriber dues are to be paid by pre-authorized monthly withdrawals, please complete and sign this section. Please
include
one of your personal cheques marked "Void".

| hereby authorize Ontario Blue Cross to draw debits in its favour for payment of my Ontario Blue Cross Coverage. This
authorization may be cancelled upon written notice.

Bank Name Signature of account holder(s)
X

Bank Address (if joint account)
X

Information Statement

For contracts of this type, Ontario Blue Cross anticipates that 75% of the subscriber dues will be requested for
claims. This is not a contractual obligation.

30 Day Right To Examine Policy: You have 30 days from the effective date of your policy to examine
and return it for refund of monies paid, if you are not entirely satisfied.

Agreement and Consent

I wish to receive my Basic Blue Choice Health Care Plan insurance contract so that | may examine it for a
period of 30 days with no obligation. If | am not entirely satisfied, | may simply return it for a full refund of any
premium already paid.

X

X
Dated (Day/Month/Year) Signature of Applicant Signature of Spouse, if
insured

Notice regarding personal information:

Ontario Blue Cross aims to ensure you of the greatest confidentiality possible. All of your personal information
is kept in a file titled "Insurance File". The information held by the insurer is confidential; only an employee of
the insurer may consult your file, and only if justified as part of his or her job. As well, unless you object, this
information may be used for personal solicitations by mail or by telephone. You may consult your file and
correct the information as needed by writing to the insurer at: 185 The West Mall, Suite 600, Etobicoke, ON,
M9C 5P1

For Agent Use Only
Agent Name Agent No. | Tel. Fax Agent Signature

HealthQuotes.ca Inc. 428-10001 | 416-746-0667 416-746-6208




If you have any questions or need help in completing this form, please call
toll free: 1-800-474-4474

PLEASE BE SURE TO INCLUDE A VOID CHEQUE OR YOUR ANNUAL
PAYMENT, PAYABLE TO ONTARIO BLUE CROSS (UNLESS PAYING BY
CREDIT CARD).

PLEASE FAX YOUR APPLICATION IN FOR THE FASTEST POSSIBLE

COVERAGE
Mail To: Fax To:
Individual Health Applications, Individual Health Applications,
5145 Steeles Ave. West, 1-866-676-4581
Entrance A, Suite 202, (Note that if you are not paying by credit card  you will have to
Toronto, ON mail either a void cheque or cheque for your premium, depending
MIL 1R5 on your mode of payment)

Print |
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