
Employer: Plan ID#

Employee Last Name Employee First Name and Initial Employee SIN#

Date of Hire Effective Date of Coverage Province of Employment Province of Residence

Day/Month/Year Day/Month/Year
Employment Class Occupation Basic Annual Salary
o Full-time  o Teacher  o Nurse
o Board       o Permanent Casual/Temporary
o Regular Seasonal  o Permanent Seasonal
o Chiefs/Councillors/Senators/Elders

FIRST NATIONS
I N S U R A N C E  S E RV I C E S  LT D .

FNIS PLAN GROUP INSURANCE APPLICATION/
DATA CHANGE FORM

A. EMPLOYER SECTION (TO BE COMPLETED BY EMPLOYER)

o New Employee o Data Change (complete only S.I.N., Transfer (between Divisions)
o Reinstatement Name and Changed Section) From:
o Termination To:
Effective Date: Effective Date: Effective Date:

B. EMPLOYEE INFORMATION (THIS SECTION FORWARD TO BE COMPLETED BY EMPLOYEE)

Social Insurance Number Band Name and 10-Digit Employee Last Name First Name and Initial
Treaty Number
(if any)

Gender Date of Birth Spouse: Dependent Children
o Yes o Yes

o Male o No o No
o Female Day/Month/Year Please list on reverse of form

C. BENEFICIARY DESIGNATION
In the event of my death, I hereby designate the following as beneficiary(ies) entitled to receive the proceeds arising under the plan:
Name of Beneficiary (last name, first name and initial) Beneficiary’s Date of Birth Relationship Percentage

in equal shares (unless stipulated otherwise above), if then living, otherwise my estate, I reserve the right to change the above designation at any time
in the future.

I HEREBY NOMINATE AND APPOINT IF LIVING, AS TRUSTEE
TO RECEIVE AND DISBURSE ANY MONIES PAYABLE HEREUNDER TO A CHILD AFORESAID DURING MINORITY AND ANY
PAYMENT SO MADE TO THE SAID TRUSTEE SHALL DISCHARGE THE UNDERWRITER TO THE EXTENT OF SUCH PAYMENT.

Office Use Only



D. ELIGIBLE DEPENDENTS (Re: Coverage for EH/D/V (if any) and Dependent Life)

Band Name Full-time Disabled
Birthdate and 10 Digit Student Dependent

Relationship to First Last Name D M Y Treaty Number
Contract Holder Name (if different from employee) (if any)
Spouse
(includes common-law)

Yes o No o Yes o No o

Yes o No o Yes o No o

Yes o No o Yes o No o

Yes o No o Yes o No o

Yes o No o Yes o No o

Yes o No o Yes o No o

Yes o No o Yes o No o

Yes o No o Yes o No o

E. OPT-OUT You may opt-out of Extended Health, Dental and Vision benefits ONLY if your spouse/partner has equal or better
coverage through their benefit plan. You may not continue Vision coverage without continuing Extended health coverage.

1. No Coverage 2. Single Coverage

I hereby declare that I wish to opt out of the: I hereby declare that I do not wish to have coverage for my
spouse/dependent(s) for:

Extended Health Care o Extended Health Care o
Dental o Dental o
Vision o Vision o

since I am covered under my spouse’s plan, the particulars of since my spouse/dependant(s) have coverage through another plan, the
which are shown below: particulars of which are shown below:

Spouse’s Name Spouse’s Name

Name of Spouse’s Employer Name of Spouse’s Employer

Name of Spouse’s Insurer Name of Spouse’s Insurer

F. OPT IN You may opt back in to the Extended Health, Dental and Vision coverage ONLY if your spouse’s/partner’s coverage
terminates. You must do so within 31 days of the date your spouse’s coverage terminates, or you may be required at
your own expense to provide evidence of insurability satisfactory to the underwriter, for yourself and any dependents
for whom application for coverage is made.

Family Coverage
I hereby declare that I do wish to have coverage for myself, my spouse/dependent(s) for:
o Extended Health Care o Dental o Vision

DATE SPOUSE’S COVERAGE TERMINATED:   Day Month Year

G. PRIVACY – PROTECTING YOUR PERSONAL INFORMATION

At First Nations Insurance Services Ltd. (hereinafter referred to as FNIS) we recognize and respect every individual’s right to privacy. When you
apply for coverage, we establish a confidential file that is kept in the offices of FNIS or the offices of an organization authorized by FNIS. We limit
access to information in your file to FNIS staff or persons authorized by FNIS who require it to perform their duties, to persons to whom you have
granted access, and to persons authorized by law. We use the information to determine your eligibility for coverage and to administer your benefit
plans.

H. AUTHORIZATION AND DECLARATION

I hereby apply for coverage under the FNIS Group Benefits Plan (formerly known as the NIFC Plan) with options elected by my employer, and 
subject to the terms and conditions of the master Policy. I authorize the necessary deductions from my earnings to pay my share of the premium, if
applicable, and I further authorize FNIS to use my Social Insurance Number for tax reporting, identification and in the administration of my benefits.
I further authorize FNIS to exchange information with my plan administrator, any healthcare provider, other insurance companies or benefit providers
who work with FNIS, when necessary, to determine my eligibility for coverage and to administer the group benefits plan. If applying for coverage for
my spouse and/or dependents, I confirm that I am authorized to act on their behalf. I agree that a photocopy or electronic copy of this Authorization
and Declaration section is as valid as the original. I certify that the information given is true, correct and complete to the best of my knowledge.

Employee Signature Date Witness (other than beneficiary)
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