
1 • ADDITION OF COVERAGE (PLANS, MODULES, ADDITIONAL BENEFITS)

� Attach proof of insurability for the policyowner if contract contains WPD, WPDis or CAD.

� If target premium is to be changed, please complete section 7.

Insured (last and first name) Type of coverage to be added Additional face amount Additional annual premium

_________________________________________________________ __________________________________ ___________________________ ___________________________

_________________________________________________________ __________________________________ ___________________________ ___________________________

_________________________________________________________ __________________________________ ___________________________ ___________________________

_________________________________________________________ __________________________________ ___________________________ ___________________________

TOTAL: _______________________

2 • CANCELLATION OF COVERAGE (PLANS, MODULES, ADDITIONAL BENEFITS)

� If target premium is to be changed, please complete section 7.

This transaction is conditional on the acceptance of application no. _____________________ .
Insured (last and first name) Type of coverage to be cancelled Cancelled face amount Cancelled annual premium

_________________________________________________________ __________________________________ ___________________________ ___________________________

_________________________________________________________ __________________________________ ___________________________ ___________________________

_________________________________________________________ __________________________________ ___________________________ ___________________________

If a cash value is payable: Deposit in policy no. _______________________________________ TOTAL: ________________________

Issue a cheque to the client Deposit in application no. ____________________________________

Increase in the net premium ( less ) excluding premium adjustment for existing CAD, WP, WPDis and WPD benefits = ___________________________

3 • REINSTATEMENT

� Enclose premiums in arrears.

Contract cancelled for 120 days or more � Attach completed declarations of insurability (form F3A/F3A-P) for each insured.
Attach a Q4A (Critical Illness) or Q6A (Disability Rider) questionnaire, if the contract contains this type of coverage.

or Contract cancelled for less than 120 days � Answer questions: a), b), and c) below.

This declaration concerns: each insured on the contract
or the following insured(s): _____________________________________________________________________________

In the last year, have any of the insureds indicated in :
a) suffered from any disease, had health problems or consulted a physician? Yes No
b) tested positive for an AIDS screening test or for Hepatitis B or C? Yes No
c) been disabled or absent from work for more than two weeks for health reasons? Yes No

If your policy is a critical illness insurance contract or contains a critical illness rider, please answer question d) below.
d) a first-degree relative (father, mother, siblings) suffered from, or is suffering from cancer, heart disease, diabetes, cerebrovascular disease, chronic
kidney disease, neurological disorders, porphyria, familial adenomatous polyposis or lupus erythematosus? Yes No

If the answer to any of these questions is “Yes”, submit completed declarations (form F3A/F3A-P) for this insured. Attach a Q4A (Critical
Illness) or Q6A (Disability Rider) questionnaire if the contract contains this type of coverage.

4 • OTHER UNDERWRITING CHANGES

� Attach a Q4A (Critical Illness) or Q6A (Supplementary Income) questionnaire, if the contract contains this type of coverage.

Change the tobacco status to non-smoker for the following insured: _________________________________________________________________________

Review the risk class to: Elite Preferred for the following insured(s):____________________________________________________________

� In both cases, enclose a $50 fee if the coverage was issued within the last 5 years.

Revise the existing extra premium for the following insured(s): ________________________________________________________________________

5 • CHANGE IN THE TYPE OF PLAN

� Attach a duly completed F1A/F1A-P form (mandatory) to provide all relevant information about the chosen plan.
� Attach a Q4A (Critical Illness) or Q6A (Supplementary Income) questionnaire, if the contract contains this type of coverage.

Change the type of plan for the following insured(s):
Insured (last and first name) Current type of plan Type of plan desired Desired face amount

_________________________________________________________ __________________________________ ___________________________ ___________________________

_________________________________________________________ __________________________________ ___________________________ ___________________________

Please sign on reverse side.

$

$

$

$

� Attach a duly completed F3A/F3A-P form for each insured.

� Attach a Q4A (Critical Illness) or Q6A (Supplementary Income)
questionnaire, if the contract contains this type of coverage.

$

$

$

$

$

$

$

$

$

$

$

� To surrender the entire contract, use form F6A.

$

By redating � Enclose a modal premium + required fees.

� Non UL products only.

1

2 1

� Allowed in the 13-month period following the effective date of the
contract. If there is an increase in the risk, complete a F3A/F3A-P
form for each applicable insured. If there is a reduction in the
risk, the reduction is first applied followed by the plan change.

� If the date of issue is greater than 3 months, please include the
$50 transaction fee.

$

$

1 2
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$

� Attach a duly completed F3A/F3A-P form for each applicable insured.

(no fee for a change to non-smoker in the 12 months following the effective date of the coverage)

1 2

Acceptance of the deposit does not mean that the reinstatement has been accepted.
Evidence of insurability will have to be studied before we confirm that your request is accepted.

Attach a Q4A (Critical Illness) questionnaire, if the contract
contains this type of coverage.

� For non-placed policies, submit a new
application.

1

2

�
�

�
�

�
�

�
�

�

Request for Change F4A
Individual Life Insurance

Policy no.

- -

Code CodeAgency Agent S.U. Amount paid

$
Last and first name of principal insured Reserved for H.O.

$Received:



6 • UNIVERSAL LIFE POLICIES

Grant the following insured(s) level cost of insurance guaranteed for life:

_______________________________________________________________________________________________________________________________________

7 • MISCELLANEOUS

Change the method of payment to ____________________ and for a universal life policy, change the target premium to ____________________

� Enclose premiums in arrears.

Change the target premium to ________________________ starting on ________________________

Issue a duplicate policy. � Enclose a $30 fee.

Correct the date of birth of __________________________________________ to _______________________________

8 • REDUCED PAID-UP CONTRACT

Change into a reduced paid-up contract

The insured(s): _______________________________________________________________ � The other insured(s): or
or This entire contract

By using While, at the same time
the insured’s value only eliminating the existing debt

or the total value of the contract or conserving the existing debt

9 • CONVERSION

Additional benefits attached to this policy and which may be contractually continued as a result of a conversion will automatically terminate if not specified in
section below. For those benefits that do not contractually continue, attach form F3A/F3A-P.

Total conversion

or Partial conversion: the remaining insurance remains in effect

or Partial conversion: the remaining insurance is cancelled

� Attach a comparison statement (Disclosure form)

Converted insurance

will be added to the existing policy

or will appear on a new policy

� Attach a F1A/F1A-P form signed by the new policyowner.

or will be added to policy no. _____________________

� Attach a F4A form signed by the policyowner.

Provide the following details:
Insured (last and first name) Converted plan Converted face amount New plan Additional benefits

_______________________________________________ _________________________ _________________________ ______________________ ______________________________

_______________________________________________ _________________________ _________________________ ______________________ ______________________________

_______________________________________________ _________________________ _________________________ ______________________ ______________________________

10 • DISSOCIATION

11 • SPECIAL INSTRUCTIONS OR OTHER CHANGES

____________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

• SIGNATURES

We agree that the present request is an integral part of the modified contract and that the modification takes effect as of the acceptance of the request by the Company inasmuch as
the latter has been accepted without modification, the premium has been paid and no change has taken place in the insurability of the proposed insureds since the signing of the
request. We acknowledge having read the interim insurance agreement and having understood the terms thereof.

Signed at __________________________________________ this ___________________________ day of _______________________20_____

________________________________________________ ________________________________________________ ________________________________________________
Agent - Witness Irrevocable Beneficiary/Assignee Policyowner

3

1

2

2 3

� Attach proof of birth.

1

$

$

$

� Make a choice in each section:

$

� Make a choice in each section:
Attach the applicable fee ($50)

1

Property rights for the new contract(s)

resulting from the conversion:

I retain ownership of said contract(s)

or I assign each insured his/her new contract
� Attach a F1A/F1A-P form signed by the new policyowner for each new contract.

� Attach F30A-Confirmation of Identity if there is an assignment of

a universal life contract.

or I assign ____________________________________________
ownership of said contract(s)
� Attach a F1A/F1A-P form signed by the new policyowner for each new contract.

� Attach F30A-Confirmation of Identity if there is an assignment of

a universal life contract.

� Make a choice in each section:
and provide details in section

$

2 3

1 2 3
4

3

4

1 2

remain in effect

must be cancelled

� Please verify that the target premium is sufficient.

X X X

Property rights for the new contract(s)
resulting from the dissociation:

I retain ownership of said contract(s)

or I assign each insured his/her new contract
� Attach a F1A/F1A-P form signed by the new policyowner for each new contract.

� Attach F30A-Confirmation of Identity if there is an assignment of
a universal life contract.

or I assign ____________________________________________
ownership of said contract(s)

� Attach a F1A/F1A-P form signed by the new policyowner for each new contract.

� Attach F30A-Confirmation of Identity if there is an assignment of
a universal life contract.

Dissociate the following additional insured(s):

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

together on a new contract

or so that each insured has his/her own contract

or and add these insureds to policy no. _____________________

� Attach a F4A form signed by the policyowner.

1 2

4



12 • PRE-AUTHORIZED CHEQUE PAYMENTS (PAC) AGREEMENT

Each account holder is referred to as “I” in this PAC Agreement section and makes the following statements in respect of himself or herself.
• I authorize Industrial Alliance Insurance and Financial Services Inc./Industrial Alliance Pacific Insurance and Financial Services Inc. (the “Company”) and the financial institu-

tion designated (or any other financial institution I may authorize at any time) to begin deductions as per my instructions for regular recurring payments and/or one-time
payments from time to time, for payment of all premiums, deposits, instalments and charges arising from the contract hereunder mentioned. Regular payments will be
debited from my specified account based on the date and/or frequency I have chosen, whereas one-time payments from time to time can be debited from my account on
any other date.

• I agree that, for the purpose of this PAC Agreement, all PACs from my account will be treated either as Personal or Business* depending on the choice I make here below.
• I waive the right to receive pre-notification of an increase or a decrease in the amount to be debited or a change in the date and/or frequency of these payments.
• I agree that the Company is not required to provide me with written notice of a change in a PAC amount that is made as a result of my request.
• If a PAC is dishonoured for any reason such as, but not limited to, insufficient funds (“NSF”), stop payment or account closed, the Company is authorized to re-submit the

payment. Any charges incurred by the Company as a result of the dishonoured PAC will be added to the subsequent PAC.
• I may cancel or modify this PAC Agreement at any time, subject to providing the Company thirty (30) days notice in writing. To obtain a sample cancellation form or for more

information on my right to cancel the PAC Agreement, I may contact my financial institution or visit www.cdnpay.ca concerning Rule H1 – Pre-authorized debits (PADs).
• Any cancellation of this PAC Agreement will not affect my insurance contract(s) and/or contract(s) for financial services, so long as payment is provided by an alternate method.
• The Company will not assign this PAC Agreement without providing, any time prior to the next PAC, written notice to me of the assignment.
• I have certain recourse rights if any PAC does not comply with this PAC Agreement. For example, I have the right to receive reimbursement for any PAC that is not

authorized or is not consistent with this PAC Agreement. To obtain more information on my recourse rights, I should contact my financial institution or visit
www.cdnpay.ca.

*Business PAC means a PAC for the payment of goods or services related to a business or commercial activity of the payor.

GENERAL INFORMATION

Name of Policyowner(s): _____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________

Contract Number: ______________________________

1. Do you already pay by PAC? TO HEAD OFFICE
No � (Complete items 3 and 4 and sign.) Yes � (Complete items 2 and 4 and sign.)

2. Authorization number(1)

(1) The authorized signatory(ies) must always be the same as the one(s) that authorized the original transaction for which the
authorization number had been issued.

3. Banking Information – Attach specimen cheque; if a specimen cheque is attached, do not complete the banking information.

Name of Financial Institution: ______________________________________________________________________________________________________________

Name of Account holder(s): ________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

4. Withdrawal Arrangement: Variable PAC category: Personal Business (If both boxes are left unchecked, the PAC category will be considered “Personal”.)

Starting

Day of withdrawal: Same as existing PAC Amount of PAC: Minimum premium for contract
Day: _______ (1 to 28) Target premium (UL): $____________________________

Signature (For a joint account, all required signatories must sign this PAC Agreement. For a company, the PAC Agreement must be signed by the authorized signatory(ies) and
accompanied by a copy of the company’s resolution stipulating the authorized signatory(ies).)

Date: _______________________________________________________________
Account holder’s signature

Date: _______________________________________________________________
Account holder’s signature, if applicable

Contact Information:
Quebec: Industrial Alliance Insurance and Financial Services Inc., Customer Service, 1080 Grande Allée West, PO Box 1907, Station Terminus, Quebec, Quebec G1K 7M3

Telephone: 418 684-5000, Toll-free: 1 800 463-6236, Fax: 418 684-5208, Email: clientele@inalco.com

Toronto: Industrial Alliance Insurance and Financial Services Inc., Customer Service, 522 University Avenue, Toronto, Ontario M5G 1Y7
Telephone: 416 585-8862, Toll-free: 1 800 242-9751, Fax: 416 204-4777, Email: iat-clientservices@inalco.com

Vancouver: Industrial Alliance Pacific Insurance and Financial Services Inc., PFS – Life Administration, 2165 Broadway West, PO Box 5900, Vancouver, BC V6B 5H6
Telephone: 604 737-9384, Fax: 604 739-0534, Email: intouch@iapacific.com

X

X

Y Y Y Y M M D D

Y Y Y Y M M D D

Y Y Y Y M M D D

Branch # Institution # Account # 1 This is the cheque number
(do not write this number).

2 This is the branch number (5 digits).
3 This is the financial institution number (3 digits).
4 This is the account number. The format may vary from

one financial institution to another.
Indicate all numbers and only the numbers.1 2 3 4

Policy no.

- -



Contract no.

_ _

INTERIM INSURANCE AGREEMENT IN CASE OF DEATH OR CRITICAL ILLNESS

The interim insurance coverage applies to each proposed insured whose name appears on the application
bearing the same number as this agreement, according to the conditions hereunder.

The Company offers insurance coverage as of the date the application bearing the same number as this
agreement is signed, when an amount equal to 1/12 of the annual premium is paid with the application,
including any payment made upon enrolment in the PAC plan. The amount paid will be applied to pay for
the policy on the policy issue date.

Life insurance, accidental death, accidental fracture and critical illness coverage requested on the applica-
tion are payable according to the terms and exclusions of the underwritten policy and the conditions and
exclusions hereunder.

MAXIMUM AMOUNT OF INSURANCE
The maximum coverage for all interim insurance coverages in-force for all applications signed for the same
proposed insured is $500,000 including accidental death coverage.

Policy replacement
If the requested insurance replaces a contract of the Company whose face amount is lower than the face
amount of the requested insurance, the amount of the interim insurance is the difference between the request-
ed face amount on the application and the face amount of the replaced contract.

If the requested insurance replaces a contract of the Company whose face amount is greater than or equal to
the face amount of the requested insurance, no amount is payable under this interim insurance agreement.

CONDITIONS AND SPECIFIC EXCLUSIONS
This agreement does not include disability coverage and changes of insurability that occur before the date
the application is accepted other than if death has occurred or a critical illness has been diagnosed.

The interim insurance agreement is null and void if any of the following cases apply:
• If, at the time the application is signed, the proposed insured had consulted or been treated for the

illness which caused his/her death or which led to the diagnosis of a critical illness;
• If the proposed insured had consulted a physician in the 30-day period before the application was

signed for a reason other than pregnancy;

• If any answer given on the application, the medical examination report or any other document or
process used to collect information with regards to the risk is incomplete or false and if a true answer
had been given, the application would not have been accepted as requested;

• If the proposed insured is less than 15 days old or more than 71 years old on the nearest birthday
when the application is signed;

• specifically for the life insurance coverage, if the proposed insured commits suicide, or dies:
- while committing or attempting to commit a criminal offence;
- after using drugs or medication otherwise than prescribed by a physician;
- while he/she is driving a vehicle with a blood alcohol level higher than 80 milligrams per

100 millilitres of blood;
• specifically for the critical illness coverage, if the proposed insured has already suffered from a

covered critical illness or if the diagnosis of a critical illness is cancer or if he/she self-inflicts injuries
or he/she does not survive 30 days after the date of the diagnosis.

The death benefit for the Home Protection Plan is not payable if the critical illness benefit is payable.

TERMINATION OF THE INTERIM INSURANCE AGREEMENT
The interim insurance agreement terminates on the date that the first of the following events occurs:
• The application is accepted without modification;
• 45 days after the application has been accepted with a modification such as a change of class, an

extra premium, a rate change or a change in the insurance amount;
• The acceptance by the applicant of a policy issued with a modification;
• The application is denied by the Company, regardless of whether or not the applicant has been

advised;
• The cancellation of the application by the applicant;
• In all cases, even though the 45-day period mentioned above has not expired, 90 days after the date

the application was signed.

The death benefit and critical illness benefit are payable according to the designations made on the
application and the accidental fracture benefit is payable to the applicant.

Signed at this day of 20 Agent’s signature

In order to consider your request for insurance, it is possible that we may request additional information.
A representative from an inspection company may contact you to obtain information concerning your
personal and financial status. A doctor or registered nurse from a paramedical organization may be
asked to complete a medical examination and/or collect a blood or urine sample. The analysis will be
used to determine the presence of different anomalies such as cholesterol, diabetes, hepatic disorders
or the use of medication, drugs, nicotine, and infection by the AIDS virus.
Before collecting this blood or urine specimen, your written consent will be required.

The transaction represented by this application is between the applicant and Industrial
Alliance/Industrial Alliance Pacific. The licensed Agent/Agency soliciting this application is an inde-
pendent contractor representing Industrial Alliance/Industrial Alliance Pacific and will receive com-
pensation from Industrial Alliance/Industrial Alliance Pacific when the transaction is complete. The
applicant is not obligated to transact additional business with the Agent/Agency, Industrial
Alliance/Industrial Alliance Pacific, or any other organization as a condition of this application.

PRE-NOTICE FROM THE MEDICAL INFORMATION BUREAU

CONSTITUTION OF A FILE AND PROTECTION OF PERSONAL INFORMATION

NOTICE DISCLOSURE STATEMENT

Information regarding your insurability will be treated as confidential. Industrial Alliance Insurance
and Financial Services Inc./Industrial Alliance Pacific Insurance and Financial Services Inc. and its
reinsurers may, however, make a brief report thereon to the Medical Information Bureau (MIB), a
non-profit membership organization of life insurance companies, which operates an information
exchange on behalf of its members. If you apply to another MIB member company for life or health
coverage, or a claim for benefits is submitted to such company, the MIB, upon request, will supply
such company with the information it may have in its files.

Upon receipt of a request from you, the MIB will arrange disclosure of any information it may have
in your file. If you question the accuracy of information in the MIB’s file, you may contact them and
request a correction. The address of the MIB’s information office is: Medical Information Bureau,
330 University Avenue, Toronto, Canada, M5G 1R7; telephone: 416 597-0590. Information about
the MIB may be obtained on its website at www.mib.com.
Industrial Alliance Insurance and Financial Services Inc./Industrial Alliance Pacific Insurance and
Financial Services Inc. may also release information in its file to other life insurance companies to
whom you may apply for life or health insurance, or to whom a claim for benefits may be submitted.

In order to ensure the confidentiality of your personal information, Industrial Alliance/Industrial
Alliance Pacific will establish a file, the object of which is to offer you insurance, annuity and credit
products and other complementary services according to your needs, and in which the necessary
information gathered for this object will be kept.
Only the employees or representatives of the company who need this information as part of their
duties, or any other person whom you authorize, will have access to this file. Your file will be kept
in Industrial Alliance’s/Industrial Alliance Pacific’s offices.
You are entitled to access the personal information contained in this file and, if necessary, to have
it rectified by sending a written request to the following address:

Industrial Alliance Industrial Alliance Pacific
Insurance and Financial Services Inc. Insurance and Financial Services Inc.
Information Access Officer Privacy Officer
1080 Grande Allée West 2165 Broadway West
PO Box 1907, Station Terminus PO Box 5900
Quebec City, QC G1K 7M3 Vancouver, BC V6B 5H6
Industrial Alliance/Industrial Alliance Pacific may establish a list of its clients for its own commer-
cial prospecting purposes or that of member companies of the Industrial Alliance group. However,
you are entitled to have your name removed from this list by making a written request to this effect
to the Information Access Officer at the address indicated above.
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Detach and submit to client


