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SOUTHERN INTERIOR HEALTH AND WELFARE PLAN

This ADMINISTRATION MANUAL has been prepared to provide Employers with
procedures which, we believe, will ensure efficiency and economy of effort in the
operation of the Plan.

Throughout these procedures, reference is made to forwarding of Enroliment Cards and
Billing Forms, etc., to the Plan Administration Office either directly or through your Head
Office.

PLAN ADMINISTRATION OFFICE

The Trustees have retained AGA Benefit Solutions to administer the Plan. For
companies which initiate documents at a single payroll or personnel office, these
documents should be sent directly to the Plan office:

Southern Interior Health & Welfare Plan
c/o AGA Benefit Solutions
301E 675 Cochrane Dr
Markham, ON L3R 0B8
sihwp@aga.ca

You may contact the Plan office by telephone at 800-218-7018 or by FAX at 905-477-2249.

FURTHER INFORMATION

Contact AGA Benefit Solutions by email at sihwp@aga.ca or call 1-800-218-7018
and ask for the Plan Administrator responsible for Southern Interior benefit plan if
you have general questions about:

the terms of the Plan,
enrollments or forms,

billing questions

life insurance or AD&D benefits

If you have questions about Dental and EHC benefits, contact the Pacific Blue Cross
(PBC) Dental Call Centre at 604 4192300 or the PBC EHC Call Centre at 604 419-
2600. You may also call the toll free number 1-888-275-4672. Claims problems which
cannot be resolved at the clerical level may be referred to the more senior level.

For Weekly Indemnity questions, please call BC Life & Casualty Company at 604 419-
8080.

1|Page


mailto:sihwp@aga.ca

SOUTHERN INTERIOR HEALTH AND WELFARE PLAN ADMINISTRATION MANUAL

If you have trouble getting the information or action you need about any of the above, or
if you want to bring something to the attention of the Trustees, contact AGA Benefit
Solutions and ask to speak to the Plan Administrator.

HEAD OFFICE

For companies which initiate documents at a number of different locations (or
“Divisions”) and for which consolidations are required, the documents should be sent to
the appropriate office within your organization.

Consolidated reports prepared at that office are forwarded to the Plan Administration
office at the above address.

NOTE: In matters regarding claims, the operating division should deal directly
with the Plan Administration Office.

NOTE on Divisions: About 1990, there was a project to aligning divisions
and seniority lists, at the direction of the Trustees. That is,

One bargaining unit seniority list = One division.

The intention was to be able to identify when a permanent closure occurred, so that
we'd know when to trigger any possible contingent liability calculations.

In 2007, an employer requested combining four of their groups into one. The Trustees
agreed that the present system is administratively less efficient than allowing seniority
lists to be combined for coverage purposes; and the Plan has been managed for a
number of years expressly to prevent an overall deficit from occurring. However, the
Trustees are concerned that they not take action now which might jeopardize the
Plan’s position at some future point.

. ELIGIBILITY

Any employee within the bargaining unit of a Southern Interior forest products
operation who is subject to the bargaining authority of Local Unions 1-405, 1-417
and 1-423 of USW, who is not a Part-Time Employee, and whose employer is a
member of Interior Forest Labour Relations Association is an eligible employee,
including those working a Compressed Work Schedule.

“Part-Time Employee” means a person, employed by an Employer, who is
subject to the bargaining authority of the Unions and who neither regularly works
four (4) or more days per week nor works on a Compressed Work Schedule.

“Compressed Work Schedule” means the three or more consecutive days in

each seven (7) day period in respect of which a person is regularly paid for thirty-
two (32) or more hours by an Employer.
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“Dependents of eligible employees” include:

A) the employee’s spouse,
unless the spouse is an eligible employee and enrolled as a member
under the Plan,
and,
B) any child, step-child, adopted child or legal ward of the employee who is
- financially dependent on and living with the Employee or the

spouse*
and - unmarried,
and - either - under the age of 21
or - up to and including age 25 in full time attendance at
a school or university
and - is not enrolled as a dependent of another eligible employee who

is covered by the plan.
and
C) any unmarried mentally or physically handicapped child of an employee to
any age who is - financially dependent on and living with the
employee or the spouse*
and -is not enrolled as a dependent of another eligible employee who
is covered by the Plan.
* |f the eligible employee and spouse divorce, coverage for dependent children
will continue even though they may reside with the former spouse, as long as
they continue to be financially dependent on the eligible employee for support.

.  COMMENCEMENT DATE OF COVERAGE

The rules regarding commencement dates are complicated. They are
summarized in the table in Schedule A.

Under the terms of the Southern Interior Health and Welfare Plan every person
who is an eligible employee (as defined above) will be covered by and must
enroll in the Plan as follows:

Returning to the Bargaining Unit (Supervisors or Union Officials)

Immediately upon return to the bargaining unit in the case of an employee
who had been previously transferred by the Company to a supervisory
position, (other than temporary supervisors, who remain covered by the
Plan while so employed) or immediately upon return to work in the case of
an employee who had been on leave of absence whilst appointed or elected
to Union Office.

Previously working while covered within 18 months

First day Actively at Work should he produce a Transfer Card indicating that
he last worked as a covered employee under the Southern Interior Health
and Welfare Plan OR for a member of Forest Industrial Relations OR as a
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covered employee under the USW-Forest Industry Health & Welfare Plan No.
2 OR for a member of CONIFER OR for Northwood Pulp and Paper OR for
Weldwood of Canada Limited OR for Canfor Limited at any time during the
eighteen month period immediately preceding the date he became an eligible
employee with your Company.

NOTE: Even though this Transfer Card may indicate that the employee was
entitled to lay-off continuation of coverage through his previous employer,
and this period of time has not yet expired upon his employment with your
Company, he must still be enrolled immediately upon hiring and his previous
Southern Interior employer will be notified by the Plan Administration Office.

All Other Employees:

EHC - On the first day of the month following the date of hire.

Life Insurance - on the first day following completion of the Probationary
Period.

All Other Benefits - On the first day of the month following the date of
completion of the probationary period, provided he is Actively at Work.
Otherwise, on the first day of return to work.

“Actively at Work” means that an employee is either actively working on the job
site and/or worked his last regularly scheduled work day before the Date of
Commencement and is not prevented by Sickness or Injury from commencing
Employment. “Working” includes all activities required in the course of
employment, including for instance training and orientation.

Summer Students:

In general, summer students are treated the same as other employees in the same
situation. That is, new hires should be added for EHC only first of the month following
hire.

However, There is a special rule for new employees who are already covered under the
Plan through the parent’s coverage. Normally, coverage under the parent ends when
they become eligible for EHC, as they are working and no longer considered “financially
dependent”. However, this would leave them without dental coverage until their
probation ends.

The student who obtains regular bargaining unit employment while an eligible
dependent under the terms of the plan will have his dental bridged. That is, claimable
expenses incurred after coming off the parent’s coverage and prior to the first of the
month following the student’s completion of his or her probationary period will be paid
by this plan.
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So, upon qualification for EHC only, they should be taken off their parent's EHC
coverage. Then, upon completion of probation, they should be fully enrolled in their own

right, and taken off their parent's Dental coverage.

When they return to school or otherwise cease to be employed, their coverage would
end with no lay-off extension (it's a termination of seniority and not a lay-off), and at that
time, if eligible as dependents, be added back to EHC & Dental as dependents of their

parents.

SUMMARY OF DATES OF COMMENCEMENT OF COVERAGE

Type of Employee
Returning to Covered Within Other Disabled* Recovered*
Bargaining Unit previous 18
from months by SIHWP
Supervisory of Union | or other recognized
Employment (called Plan (“Transferred-
SCHEDULE A | “Returning’) In”)
Life Date of Return to First day First day Date of Date of return to
Employment Actively at Work following end Disability Employment
of probation
AD&D Date of Return to First day First of month | Date of Date of return to
Employment Actively at Work following end Disability Employment
of probation,
OR first
subsequent
day Actively at
Work
Wi Date of return to First day First of month | Date of Date of return to
employment Actively at Work following end Disability Employment
of probation,
OR first
subsequent
day Actively at
Work
EHC First of month First day First of month Date of Date of return to
following return to Actively at Work following date Disability Employment
Employment of hire, OR first
subsequent
Actively at
Work
Dental First of month First day First of month | Date of Date of return to
following return to Actively at Work following end Disability Employment
Employment of probation,
OR first
subsequent
day Actively at
Work

NOTE: Laid off employees returning to

work following the expiry of their lay-off
coverage but within 18 months of last

day at work as a covered employee are
covered for all benefits on the first day
Actively at Work. For a full discussion
of the Plan’s lay-off provisions, see

Section V of the Administration Manual.

*NOTE: Provided coverage was in effect on date of
disability, coverage remains in force throughout the
WI or WCB Wage Loss period. LTD claimants are
provided only with Life insurance coverage. The
LTD Plan provides EHC and Dental coverage. If
employee recovers and returns to employment with
seniority remaining, he is covered immediately.
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l1l.  ENROLLMENT AND BENEFICIARY DESIGNATION

Before an eligible employee starts work, have him complete an Enrollment/Beneficiary
Designation Card, as follows:

A. Front of the Card

Enter the NAME OF EMPLOYER and, where appropriate, DIVISION.

Have the employee Print full NAME, SEX (M or F), DATE OF BIRTH and SOCIAL
INSURANCE NUMBER. It is extremely important that the SIN is correct. (*) See
note below on use of SIN.

Have the employee Print full NAME OF BENEFICIARY, RELATIONSHIP OF
BENEFICIARY, and ADDRESS OF BENEFICIARY.

NOTE: Initials (J. Smith) or Husband’s name (Mrs. William Smith) are
not sufficient. Give the beneficiary’s name (Jane Smith).

NOTE: If the beneficiary is a minor, you should name a Trustee, to
avoid having the proceeds paid into court and held until a guardian is appointed. The
Insurance Carrier recommends the following wording: “My daughter Melissa, with my
brother Keith as Trustee acting on her behalf”.

The question regarding any previous coverage under the SOUTHERN INTERIOR
HEALTH AND WELFARE PLAN or a related plan is extremely important. Have the
employee print his previous employer’'s name and division in the space provided.

The card should be dated, signed by the employee and by a witness to the
employee’s signature.

The EFFECTIVE DATE OF COVERAGE should be completed by the employer
(in accordance with Section Il of this manual).

CHECKED BY EMPLOYER should be signed to indicate that the card has been
checked for completeness and accuracy.

B. Reverse of the Card

You must complete:

- GROUP NUMBER - your company’s Southern Interior Health and Welfare
Plan Group Number.

The employee must complete:
- SOCIAL INSURANCE NUMBER (*) See note below on use of SIN.
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- NAME, ADDRESS, DATE OF BIRTH, and SEX

- LIST OF DEPENDENTS showing, for each dependent,
FIRST NAME and INITIAL, RELATIONSHIP and DATE OF BIRTH.

- The question about coverage as a dependent on the Southern Interior
Health & Welfare Plan. (**) See note below on duplicate coverage.

C. Employer Record Card

This card should be completed for your records:

- EMPLOYEE’S NAME (as on the Enroliment Card) and SOCIAL INSURANCE
NUMBER (after checking that it is correct). (*) See note below on use of
SIN.

- NAME OF BENEFICIARY and RELATIONSHIP from the Enroliment Card. (See
section D for change of beneficiary.)

- EMPLOYER NAME and, where appropriate, DIVISION.

- EFFECTIVE DATE OF COVERAGE from the enroliment card.

The Enrollment Card should now be detached from the Employer Record
Card and both filed with any other new cards. As all employees will have
either immediate full coverage or (for new employees) EHC coverage at the
start of the next month, all Enrollment Cards should be submitted with the
next monthly billing, and the detached Employer Record Card held in a file of
“Active” employees.

* USE OF SOCIAL INSURANCE NUMBER

Enrolling employees explicitly authorize the use of their social insurance number
for Plan Administration, in accordance with federal legislation.

If an employee refuses to give this authorization he should cross out that
sentence (“l hereby authorize...”) and initial the change. Leave the “Social
Insurance/ID. No.” Field blank, and PBC will provide an alternative 9-digit number,
which will be shown on his ID cards. The member should be informed in such
cases that the alternative number must be used for all claims under the Plan,
including those submitted by his dentist, and also that SIN must still be provided
with any WI claims, because WI is a taxable benefit.

In such cases, you should wait for the identification number from PBC, and use it
on the Employer Record Card in place of SIN. This identification number must
then be provided in all correspondence about the employee.

*DUPLICATE COVERAGE
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If a husband and wife are both covered employees in this Plan, they cannot enroll
each other as dependents, and only one may enroll each child as a dependent.

If your employee is covered as a dependent by his spouse, notify the spouse’s
employer to take him off her Plan, and ensure each child is only covered once.

If your new employee is covered as a dependent in this Plan by his mother or
father (summer student), after his EHC coverage starts he may continue as
dependent for Dental only until his full benefits start.

D. Beneficiary Changes

Covered employees may change their designated beneficiary at any time.

The employee should complete the CHANGE OF BENEFICIARY UNDER
GROUP POLICY form in duplicate:

SOCIAL INSURANCE NUMBER, (or i.d. number - see
“Enroliment”)(please be sure of accuracy).

EMPLOYER NAME and DIVISION.
NAME OF EMPLOYEE
NAME and RELATIONSHIP AND ADDRESS of the new Beneficiary.

DATE and SIGN both forms.

You should Witness the employee’s signature on both forms.
Send both copies to the Administrator (or Head Office according to your company’s

procedures - see pages 4 - 5). One copy of the form will be returned, dated and initialed.
Attach that copy to the “Employer Record Card” in your files.

E. Change of Name

Your employee must report any change of name for himself or his designated
beneficiary.

The CHANGE OF NAME card should be completed in duplicate;
GROUP NUMBER
SOCIAL INSURANCE NUMBER, (or i.d. number - see “Enroliment”)

EMPLOYER Name and DIVISION.
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EMPLOYEE Name

Indicate whether the name change applies to the employee or the
beneficiary.

Record the SURNAME and GIVEN NAMES both before and after the name
change.

Indicate the Reason for change and provide appropriate documents.
DATE, Sign and Witness both forms.

Send both copies to the Administrator (or Head Office according to your
company’s procedures - see pages 4 - 5). One copy of the form will be returned.
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FORM - ENROLMENT CARD and BENEFICIARY DESIGNATION

FORM - ENROLLMENT CARD and BENEFICIARY DESIGNATION

SQUTHERM INTERIOR HEALTH & WELFARE PLAN ENROLMENT CARD
Mame ol
Employer Emplayer #
owigion -
Employea's Nama(print) Sex

Last Firsl MEddle
Date of Birth Social Insurance Number/.D. Numbar
o L] Dy
Beneficiary  Ful Mame —
[ mons han Relatonship
one, waOcale I
Ve ™ Tosiee Dosgnaton
H you weere cowmiee by this Plan of anoihes IWA-Forest industry Heaih & Weifars Plis within the Lt 18 manth pantn he Tclcwing:

Last Employer was Division

| heregy authorize the use of my Social inSurance number in cannection wilh the adminisiration of the Plan, | agree to the lenms af
ihe plan and ceclase thal the inlormalicn on this card is cormect ba (b besl of my knowieoge. | the bereficingy appoinied above
dies belome me and | have sppairted no olhar banadiclary | agree at e procesds dus shall be payables in accordance wilh the
provesiong of 1ha geoup Irsurance condract,

Witness

Dated Employes's signature

TO BE COMPLETED BY EMPLOYER

Date of hire Effective Date of Coverage®
Vamr Wioreh Dy L Mo iy
*Effective cate of coverage s In sccordance with the Plan Teat.  Cheched by Employer
Sautrs
Sioclal Insurnes Aearity Nusrbsr Bl L - Applicasan lor Membership in
N BLUE CROSS Pacilic Blus Cross
i Pacile Dl s, e agEesd hals ane of BAC PO Box 24715 - Sun - F
y Hapitt Densiog 5 % an e Ll
el L] ]| e e o noueer BG
Fams - Last Firat Invikal Dt ol Btk Mas 3
RN RN e Ju | o lmmo
Mgl Addross, ApL Mo, Streel Aciirss, PO No_ Gty or Town and Prosings Psial Coda
Danendani i) Fral Naife Irekal Sumama [T danani Aslabonzhip lo Db ol Firtk
Tram apoicent's) Eee =] - s, iy
m Soovuss
p p=— Employses or
p dependents who
are not enrolled
- when thay first
® become aligible,
i3 will not be backdated.
L
DO NOT WRITE IN THIS AREA If wou ara or hawe bean covared as a dependant an e
| w | E|L|o]r JFiecier fe ;ﬁ-f-:;m Tala Soustham Inbarios benalit plan, please ndicate
|_ Group and 1.0, rumber
Dals coveraga cancalied (it applicabia)

Membership and rights 1o benalils ams subject
ta tha laws and ragulations of the socisty. Sagnaiura Draba
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FORM - CHANGE OF BENEFICIARY

FORM - CHANGE OF BENEFICIARY UNDER GROUP POLICY

Southern Interior Health and Welfare Plan
Change of Beneficiary Under Group Policy

Complete this form in duplicate a0d send both copeas o e Adminisieanar, ane ol ba retumed 4 you whan regisiead

Social ingurance (|0 No

Emplayet

APTEAV ST Cupe THE

Diwision

Marma of Emplayes Sex
Lint Firat i

| hereby appcint the fallowing beneficiary undar the Group Palicy and revoke the
appoiniment of any existing beneficiary thereunder.

Sy e,

Beneficiary Full Hama

Address

By Pacific Blue Cross
ok

(LG
e Ot
% shara} Ralationahip

In the absence of any law 10 the oontrary, | herey resarve the rignt, withoul consent of Ihe
beneficiary, to change the beneficiary agan,
Dated at this day of 0

day of

SOUTHERN INTERIOR HEALTH AN WELFARE PLAN,

Recelved and regislered on behalf of The Trustees of the
This.

& LH.&HY. Plan Adminisiraton

S e

Signature of Witness Signature of Empleyee

FORM - CHANGE OF NAME

CHANGE OF NAME Southern Interior Health and Welfare Plan

under Group Policy
Coempigle this lorn in duphicate and send Both cogles D e AcHRSIatar one will be 1alumed 1 you wihen raislened

Group Policy Mo, Employer e . :
L
Diwigicn - Empioyari _g :
-]
Social insurance Mo Emplayee 'E .
Fitst Micidre Last g g % a
Please change the name of tha O Employes O  Beneficlary o | & IE
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IV. TERMINATION OF COVERAGE

An employee will cease to be covered by the Plan in accordance with
the following Schedule B.

When an employees coverage is terminated, the Termination of Coverage Card
(reverse of the Employer Record Card) should be completed, showing DATE OF
TERMINATION OF COVERAGE and NAME OF EMPLOYER, dated and signed.
The Termination Card for an employee whose coverage is terminated should be
forwarded with the billing for the month immediately following the month in which
the termination is effective as outlined in Section VI of the Administration Manual.

NOTE: Terminations should be received within 30 days of effective date. If they
are late, if any claims were paid, your company will be billed for the cost of the
claim.

LIFE INSURANCE CONVERSION

An employee whose Group Life Insurance coverage is terminated has the right
to convert to an individual policy without medical evidence of insurability. To
exercise this right, he must make proper application to Canada Life and pay the
appropriate premium within 31 days from the date of termination of his Group
coverage.

The 31-day “Conversion Period” starts on the exact date of termination of
employment or exact date of lay-off, or exactly 3 months or 6 months after
exact date of lay-off if eligible for lay-off coverage.

Those interested should be given a completed “Group Life Conversion Privilege
Notification” and should be advised to consult with a financial security advisor to
convert their group life coverage. This will help ensure they receive the
professional advice required to make informed decisions when applying for
individual life insurance. This can be a very valuable option, especially for
someone not in good health, and employees should be reminded of their right.
Someone in good health, particularly a non-smoker, should find out if they would
qualify for a lower rate based on medical evidence.

EXTENDED HEALTH CARE and DENTAL PLAN FOR RETIRING MEMBERS

Pacific Blue Cross used to offer an individual Extended Health Care Plan
specifically for retiring USW members who were covered under the
Southern Interior Health & Welfare Plan.

This was found to be ineffective and now only standard PBC individual plans are
offered to all terminating members. These may also include Dental coverage.
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An individual plan is a direct contract between PBC and the retiring member,
and the contract does not involve the Participating Employers, Local Unions, or
Trustees in any way, except that we make retiring employees aware of the
option.

Important points to note:

- “Conversion Plans” will waive most pre-existing condition exclusions. As a
result, they are more expensive than other Individual Plans. To be eligible for a
Conversion Plan, employees must be covered up to the date of termination
and must enroll within 60 days of termination. Coverage will be the first of
month following the date of termination.

- Benefits differ from those offered under the Southern Interior Health & Welfare
Plan. They are fully described in the individual contract.

- Please make your retiring employees aware of this option. Enrollment cards,
application and rate information, and contracts for this purpose are available
from Pacific Blue Cross (PBC).

For details, the employee may contact the Individual Plans / Travel Sales
Department at 604 419-2200, or go to pac.bluecross.ca/individual and click

on “Find a Plan”.

SUMMARY OF DATES OF TERMINATION OF COVERAGE
EMPLOYEES OTHER THAN DISABLED EMPLOYEES

Laid-off With Less

Laid-off With 4 or

Than 4 Months More Months Terminated, Retired or| On approved |DISABLED
Seniority Seniority Deceased Leave of Absence|EMPLOYEES
Life 31 days following |31 days following |31 days following 31 days following |31 days following
exact date of lay- |exact date lay-off |exact date of exact date LOA  |exact date Disability
off (Conversion coverage terminates |termination or ends (Conversion |ends, or age 65
period) (Conversion period) |retirement period)
(Conversion period),
or date of death
AD&D |Exact date of Exact date lay-off  |Exact date of Exact date LOA  |Exact date of
lay- off coverage terminates |termination, ends cessation of WCB
retirement or death Wage Loss(*) or WI
WI Exact date of Exact date lay-off  |Exact date of Exact date LOA  |Date of cessation of
lay- off coverage terminates |termination(unless ends WCB Wage Loss(*) or
disabled), WI payments
retirement or death
EHC End of month End of month in End of month in End of month in  [End of month in
in which lay-off which lay-off which termination, which LOA ends |which WCB Wage
occurs coverage terminates |retirement or death Loss(*) or WI
occurs payments cease (5)
Dental (End of month End of month in End of month in End of month in  [End of month in
in which lay-off which lay-off which termination, which LOA ends |which WCB Wage
occurs coverage terminates |retirement or death Loss(*) or WI
occurs payments cease (5)
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NOTES
1) On the date a benefit is terminated, all employees are terminated for that

benefit.

2) “Terminated” employees include those granted leave of absence

under Article XI, Section 3(a) of the Master Agreement (appointed
or elected to Union office), or transferred to a supervisory position.

3) There are several conditions which govern continuation of life

insurance while disabled (see Section IX(B)).

4) For Dental and EHC, dependents terminate on the date of member

termination, or, if earlier, on
e date of dependent's death
¢ end of month in which he no longer meets the definition of dependent

5) If a Disabled Employee’s employment ends while on WCB Wage

Loss(*) or WI, then
e AD&D ends on the day employment ends.
e Dental and EHC end at the end of the month in which employment ends.

¢ WI and Life insurance continue as if employment had not ended. If the
employee took severance as part of a permanent closure or reduction,
then the employer pays a reduced monthly contribution, otherwise no
contributions are due. In February, 2009, the Trustees agreed with the
Plan office that members whose retirement is facilitated by the
Community Development Trust Program are treated the same as other
retiring members for this purpose.

6) Coverage while awaiting LTD Adjudication.

From the minutes of October 3, 1990: “the Plan provide[s] coverage, without
employer contributions, for EHB, Dental and Group Life for disabled members
whose weekly indemnity or WCB Wage Loss(*)benefits have ended, provided
an application has been filed with the IWA Forest Industry LTD Plan, until the
LTD Plan has adjudicated it, for up to three months. If adjudication is not
complete after three months, [PBC] is to refer to the Trustees for possible
extension.”

In the minutes of August 9, 2001, it was noted that a member’s LTD claim was
denied but he filed an appeal, and asked that benefits be continued a further 3
months. His coverage was continued until his LTD appeal was exhausted.
The Trustees ratified the continuation, and the implication is that similar
applications would be considered in the future.

Also on August 9, 2001, the Trustees confirmed that requests for coverage
continuation while awaiting LTD Adjudication (or appeal) should be forwarded
to the Claims Appeals Committee.

(*) Wherever the term “WCB Wage Loss” is used in this Administration Manual, it is
understood to include WCB Income Continuity or rehabilitation allowance.
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FORMS - EMPLOYER RECORD CARD
TERMINATION OF COVERAGE CARD

JAN FES AR AR WY JUN AL AU SEP ocT MOV DEC
EMPLOYER RECORD CARD AMD TERMINATICN OF COVERAGE CARD

Employea's nama Empioyer #

Sncial irutance A0, Mo,

Hame ol Bereliciary Falaliararp

Apcigss

Emglayar Divison e )

Effeciive Date of Coverag

oy ] Cay

Cate of | Date redurned Dl of | Daie eturned|  Date of | Date returmed
layofl 1w layalf 1o wark. layoil 16wk

Feasor far b =
Cate of rarmination coveramp
i LU [y
Coverage 1 Hes ugan ign of active employmend excepl &8 cutlined [0 the Flan Texd,
This wil confirm hat & transter cane has been issund D e @rployse whass namg appears above
Dakad Sigred by

SiHWE 81,1090 RevIZOT OUFE KBS
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FORMS - GROUP LIFE CONVERSION

canada m Group Life Conversion Privilege Notification

Plan Administrator tion: PART 1

Complete the fields below, give one copy of this form to the plan member upon termination or reduction of group
life insurance, and keep a copy for your files.

1. Group life insurance policy - advisor information {if applicabile)

Advisor Tedaphone Mumbsr Fax Ha.

{ 1 { ]
Address Ermail Address

2. Plan member/spouse information

Plan Mamber's Name Gender Diate of Birth imonth/dayyear]

Male || Undisciosed
I Female || Ciber

Spouse’'s Mame (if eligible for spousal conversion) Gerder Diate of Birth imonth/dayyear]

LiMale || Undisclosed
|_|Famale || Ciber

fddrazs Telephone Mumber
{ 1

3. Group e insurance information
Group life policy name:

Combined (max $200/000 Date Insurance
Reduced/fterminated
Policy no.: amount per person) corversion | reduced/fterminated
) maximum [mankhydayyear)
Basic 5
Plan Member | Optional 5 %
Supplementary 5
s Basic 5 %
pouse
Optional 5
4. Plan administrator information
Plan admirestrator’s name {please print) Tedaphone number Ernasl
{ 1
Plan administrator's signature Date [monthyday/year)

Plan Member/Spouse Section: PART 2

If your Canada Lite group life insurance has been terminated or reduced. you may be able to purchase an individesl e insurance
conversion policy, without providing medical evidence of insurability. The group life conversion application must be recaived by
Canada Life within 31 days after your group Iife coverage terminates or reduces. Here's what you need 1o do to corvert your growp
life Insurance:

Step 1: Give this completed Group Life Conversion Privilege Motification form to your advisor.

a) it :p:::u m nat have an ad'.'tsur or your am-ls-::r i not ||-:msec| to sal Esnacla ule pm-:!ucts pm&e visit

After you submit the form, an advisor will contact you and explain the group life conversion options evailable so you can make the
right cholce based on your insurance neads:

b You may also speak to & customer sanvice represemau'.\e by calling: 1-886-252-1847_ The customer service represeantative wil
assist in conmecting you with an advisor.

c) Wou may also reach us by emall: stay_covered@canadalife com.

Step 2= After you have decided on your group e conversion option, the advisor will submit the completed and signed application,
with the first full premium payment to Canada Life for processing. This application process must be completed within 31 cays after
your group life Insurance terminates or |s reduced.

METE-11 m €The Canads L Bussrance Compary, al rights reverved. Carads Life snd devign aretrademrarks of The Cansda Lite daur ance Camzarny.
Aryy madiicrtion of this dacurmen t s thout the apesn eritien conser of Ca recs Life i strictly prohibiosd.
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V. LAY-OFF

An employee who is laid-off is entitled to and will be granted continuation of
coverage for a period of six months provided he has one or more years’
seniority or three months provided he has less than one year but four or more
months’ seniority.

The Employer Record Card for a laid-off employee whose coverage is continued
should be removed from the file of “Active” employees and filed with those of
other laid-off employees in order of the month in which coverage will terminate.
Upon termination of coverage, the Termination of Coverage Card should be
forwarded to the Administrator as outlined in Section VI of this manual..

LAY-OFF EXTENSION IS COUNTED FROM EXACT DATE LAID OFF

See “COVERAGE DURING LAY-OFF - EXAMPLES” on the next page, and
“‘SUMMARY OF DATES OF TERMINATION OF COVERAGE” in this manual.

RETURN FROM LAY-OFF

The following rules regarding extension of lay-off coverage, and reinstatement of
lay-off coverage in cases where one of your laid-off employees returned to work
are complicated. For explanations and examples see “COVERAGE DURING
LAY-OFF - EXAMPLES” on the next page.

Return to regular employment (no known date of future lay-off)
Full coverage is restored, and full lay-off coverage is reinstated.

Return to work for a temporary period - 10 days worked within a 30 day period.

Working 10 days or more within a 30 day period, within the seniority
period, results in a full reinstatement of original lay-off extension (3 or 6
months, depending on seniority), in the event of a subsequent lay-off.

Return to work for a temporary period - less than 10 days within a 30 day period.

If the return to work (for less than 10 days) occurs before the expiry of
layoff coverage, it earns coverage for that month, in effect extending
existing lay-off coverage by one month.

If the return to work occurs after the expiry of the lay-off coverage (3 or 6
months, depending on seniority), coverage starts immediately on return
to work, and continues until the end of the month.

Note: Contributions are to be paid for that month if the return occurs from the 1st

to the 15th of the month, inclusive. No contributions are required if the return
occurs from the 16th to the 31st, inclusive.
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COVERAGE DURING LAY-OFF - EXAMPLES
SCHEDULE C

Member with 2 years seniority is laid off January 7.
- Lay off extension is until July 7.

Member returns to work March 7, 8, 9.

- This “buys” March coverage
- Lay-off extension is now until August 7.

Member does not return to work before August 7

- Coverage terminates August 7 for AD&D, WI.

- Coverage terminates August 31 for EHC, Dental

- Coverage terminates September 7 for Life (see section V)

- Contributions are due through August, even though the member is not
covered for August 8 - 31 for some benefits.

Member works September 12, 13, 14

- Coverage starts September 12 for all benefits.

- Coverage terminates September 30 for all benefits.

- Contributions are due for September even though the member is not
covered for September 1 - 12.

Member works October 24 - 28

- Coverage starts October 24 for all benefits
- Coverage terminates October 31 for all benefits.
- Contributions are not due for October, since start date is later than 15th.

Member works November 21 - December 9

- By working 10 or more days in 30, the member’s lay-off coverage is
reinstated.

- Coverage starts November 21 for all benefits.

- Contributions are not due for November, since start date is later than
15th.

- Lay-off extension is now until June 9 and contributions are due from
December 1 through to June 30.

El Job-Share

Sometimes, in order to maintain crews during downturns, with reduced impact on
personal income and future El eligibility, arrangements are made between an employer,
the local union, and employees, whereby two employees essentially share one job. For
instance, Employee A might work 3 days in week 1 and claim the other 2 days as El
unemployed benefits; Employee B would work the other 2 days in week 1 and claim the
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other 3 days as El unemployed benefits, Then in week 2 the days would be switched,
and so on. There are other possibilities.

This is essentially the same as a common situation where an employee without steady
employment has an open El unemployed claim, reports his days of work, and is paid El
for days not worked. Total El entitlement is stretched out by days worked. From the
Plan’s point of view,

V' The member is laid off — recalled — laid off — recalled - laid off ... and so on.

V' Under regular lay-off and recall rules, he continues as a fully covered employee,
with 6-month coverage ‘stretched’ by each month in which a day is worked, and
continually reinstated whenever at least 10 days worked in a month.

V' If disabled, eligible for full WI benefits just like any other employee. IT IS MOST
IMPORTANT for the member to STOP his El claim, because (a) the WI benefit is
based on a full week of disability; and (b) to protect El eligibility against future
events.

LAY-OFF AND TRANSFER CARD FOR LAY-OFF OR TERMINATION

A covered employee who is laid-off or whose employment is terminated must be given
a Transfer Card, completed as follows:

1) Insert full name of employee, Social Insurance Number (or id. number
- see “Enrollment”) and last day worked.

2) Check the appropriate section respecting lay-off or termination to
indicate the correct category of the employee concerned.

3) Insert employer’s name and division, date and sign card.

The card should then be handed to the employee with the request that
he safeguard it carefully for presentation upon re-employment or upon
employment elsewhere.

NOTE: THIS LAY-OFF AND TRANSFER CARD IS A VERY IMPORTANT
DOCUMENT IN THE ADMINISTRATION OF THE PLAN
INASMUCH AS IT PROVIDES POSITIVE PROOF, BOTH TO THE
EMPLOYEE AND TO ANY NEW EMPLOYER, OF THE CORRECT
STATUS OF THE EMPLOYEE UNDER THE PLAN.

FORM - LAY-OFF AND TRANSFER CARD
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LAYOFF anD TRAMSFER CARD
Scuthern inberior Heakth and Wesare Plan

EHFLOYEE'S MAME -
FOLIAL LAST Dy
FHFLIRAMCE MO WORKED
THE A CERTEIES thar t Heally wsed Weare Plin Coserape of e
Wit -Samed empleyes wiv b il Se sbove diis hay

TEAMIHATED [=0FLCYMENT

CRASES On LAST DAY WORKED,

EBEEW LAID OFF

CEASES OH LAET DAY wORKIR,

BEEM LA OFE COMTIMUES FOR LP

T 3§ HOMNTHE FROM LATT DAY woORsiD.

BEEM LAD OFF COMTIMNUES FOR WP

TO & MONTHE FROM LAST DAY WORKED.
NOTE: The Grosp Lifl isrence contmees for T/ days fifeing cedsdtion of coveragy.
HAHE OF

EMPLOTER
RO

BCMED PR
CUTER: EHPLOTIR

DO NOT LOSE THIS CARD!

if you wara laid off, it shows the period during which your
If you rermanated employment or were faid off, you are
untithed immuediately to rejen this Plan upon being hired by
an employer covered by this Plan provided your retern to
wark gocurs within 18 months of the " Last Day Worked™
shown on the face of this eard.

WHEMN YU RETURM TO WORK WITH YOUR FORMER
EMPLOYER OR WITH A NEW EMPLOYER COVERED: BY
THE PLAN
THIS CARD MUST BE GIVEM TO THAT EMPLOYER

Nl 9GRT CUFE HBlE

VI.  BILLINGS AND REMITTANCE
COVERAGE OF EMPLOYEES AND REQUIRED CONTRIBUTIONS

The general principle is that all contributions are paid on a monthly basis, for all

employees covered during the month.

- For employees whose coverage commences during the month, payment is
made if the effective date is from the 1st through the 15th, inclusive.

- If coverage commences from the 16th through 31st, no payment is required.

For employees whose coverage ends during the month,

- payment is made if the date coverage ends is from the 16th through 31st.

- Payment is not required for those employees whose coverage terminates
from the 1st through the 15th, inclusive.

Other than the 1 - 15, 16 - 31 rule, no adjustment or pro-rating is made
for coverage for part of a month.

A) New Employees
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B)
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This applies to new employees, or previous employees who have not
worked as a covered employee within the last 18 months (see page 7 for
qualifying employment).

EHC coverage starts on the first of the month following the date of hire,
provided employee is “Actively at Work”. Life Insurance takes effect the
day after probation is completed. The remaining benefits, WI, AD&D, and
Dental, take effect on the first of the month following the end of probation,
again provided employee is “Actively at Work”.

For example, assume a new employee starts on January 30 (Monday)
and works a regular Monday - Friday shift without interruption.

- First of month following date of hire is February 1. EHC coverage
starts February 1, and EHC contributions must be paid for the
month of February.

- EHC contributions must be paid for the month of March.

- Member’s 30th day of work is March 10 (Friday). This satisfies the
probation requirement of 30 days worked within 90 days.

- First day following end of probation is March 11. Life Insurance
coverage begins on that date, but no additional contribution is due
for March.

- First of month following end of probation is April 1. Although this is
a Saturday, the member is “Actively at Work”, having worked his
last scheduled day (March 31).

Coverage for AD&D, WI, and Dental therefore starts on April 1. Since
Life and EHC are already in effect, the member now has full
coverage. Full contributions are due for the month of April.

Occasionally an employee who was previously a casual becomes a
regular employee and qualifies for full benefit coverage. Coverage for all
benefits (with the exception of EHC) will then start on the first of the month
following completion of the probationary period. EHC will start on the first
of the month following the date that the employee became available for
full time employment.

“Transferred-In” Employees

This applies to employees who, within the last 18 months, were covered
under the Southern Interior Health and Welfare Plan, or one of the
designated Plans with which Southern Interior has portability, either as an
active employee or under the disability provisions of the Plan. Note that
this definition applies equally to laid-off employees of other companies, or
to your own laid-off employees whose lay-off coverage has expired.

All benefits start on the first day of work.
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C)

D)
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For example, assume a transferred-in employee starts on March 6
(Monday), and works a regular Monday - Friday shift without interruption.

- First day actively at work is March 6. All benefits start on that day,
and March contributions are due, since employee’s coverage date
was between March 1 and 15, inclusive.

For example, assume another transferred-in employee started on March
20 (also Monday), and also works a regular Monday - Friday shift. All
benefits start on March 20, the only difference from the above example
is that March contributions are not due, since his coverage date was
between March 16 and 31, inclusive.

Termination of Coverage

Assume an employee with three years seniority is laid off on August 15th,
and is not recalled. His lay-off coverage is 6 months.

- Coverage for AD&D and WI terminates February 15th.
- Coverage for Dental and EHC terminates February 28th.
- Coverage for Life terminates March 15th (see section V)

- Contributions are due for February, but not March. Even though
some benefits terminate between February 1 and 15, significant
benefits remain until the end of the month. However, no charge is
made for the Life Insurance extension.

Assume another employee quits on September 22nd. Termination of
employment is immediate, and no lay-off extension applies.

- Coverage for AD&D and WI terminates September 22.

- Coverage for Dental and EHC terminates September 30.
- Coverage for Life terminates October 22 (see Section 1V).
- Contributions are due for September, but not for October.

Leave of Absence

Full coverage remains in effect, and full contributions must be paid, for
employees on Leave of Absence due to

Disability while in receipt of Weekly Indemnity or WCB Wage Loss
benefits (but see section below on Disabled Employees).

- Suspension

- Pregnancy

- Apprenticeship under a provincial apprenticeship program

- Bereavement

- Jury duty
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E)
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- Union business

- Campaigning as a candidate for federal, provincial, or municipal

elective public office.

- Part-time, intermittent service in the capacity of an elected or
appointed municipal officer.

While on leave of absence for compassionate reasons, or for
educational or training purposes (other than a provincial apprenticeship
program), or extended vacation, all benefits except Weekly Indemnity

continue, as follows:

- Life and AD&D premiums paid by employer

- Dental and Extended Health premiums paid by employee

- It is the employer’s responsibility to collect and remit the
employee’s portion to the Plan.

Disabled Employees

The possibilities for members with lengthy disabilities are:

1) member is injured off the job or suffers non-occupational iliness:

Period of Employee’s Benefits Employer’s
disability Contribution
Weeks 1 — 26 all normal rate
Weeks 27 — recovery Life Waiver (SIHWP) nothing
or age 60 while on Dental, EHC, MSP (LTD Plan)
LTD
Age 60 - age 65 Life Waiver (SIHWP) nothing

2) member is injured on the job:
Period of Employee’s Benefits Employer’s
disability Contribution
Weeks 1 — 52 all normal rate
Weeks 53 - PPD all nothing
PPD — recovery or Life Waiver (SIHWP) nothing
age 60 while on LTD Dental, EHC, MSP (LTD Plan)
Age 60 - age 65 Life Waiver (SIHWP) nothing

There is an important distinction between

- the employee’s entitlement to benefits, which continues while the
member is on “short-term” benefits, whether from the Plan or

from WCB; and

- the employer’s requirement to pay contributions, which ends after 52
weeks of short term benefits have been paid. Due to attempted
return to work or periods when no benefit is payable, this sometimes
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takes longer than 52 weeks elapsed time. The “cap” of 52 weeks for
employees with occupational disabilities was established by the
Trustees on August 22, 2002, effective October 1, 2002.
Note that for non-occupational disabilities, the member will go on LTD
after 26 weeks of WI. The employer’s requirement to pay contributions
ends at that time. BUT, for occupational disabilities, the employer’s
obligation to pay contributions continues up to 52 weeks of WCB
Wage Loss.
When completing the Billing Form please show the month, your Company’s NAME,
DENTAL GROUP NO., DIVISION (where appropriate), and MAILING ADDRESS.
When completing the remainder of the form, you may wish to refer to the notes and
examples at the end of this section, headed “Coverage of Employees and Required
Contributions”.

A. CALCULATE NUMBER OF COVERED EMPLOYEES

1. Enter number of employees covered during previous month from the previous
month’s Billing Form (i.e. Iltem 5).

2. Enter number of new and returning employees who became covered for full
benefits since you completed the previous month’s bill. List additions on reverse of
form in the section “Additions or Transfers - All Benefits.”

NOTE: Do not count employees previously covered for EHC-only, who are now eligible
for all benefits, but do list them on the reverse, with “Y”es under “EHC Only Last
Month”.

NOTE: If a new employee becomes eligible immediately because he was previously
covered within 18 months (see Section II(B) of this Administration Manual) while
still on lay-off coverage under his previous employer, a duplicate payment may
result if both you and the previous employer pay for the same month. If so, the
administrator will allow the appropriate credit by means of an Administrator’s
Adjustment Memo. The previous employer will pay for the month if hire date is 16-
31. You, as the new employer will pay if hire date is 1-15.

NOTE: On the Enroliment Card and on the reverse of the form, the “Effective Date of
Coverage” is the exact day the employee’s coverage under the Plan commences.
See Section Il of this Administration Manual.

3. Number of employees who became eligible for Extended Health Care only - list on
reverse of form, in the section “ADDITIONS - EXTENDED HEALTH CARE ONLY”.
When these members become eligible for all benefits you will list their names again
as “ADDITIONS OR TRANSFERS - ALL BENEFITS".

4. Number of employees whose coverage ceased refers to those employees
whose coverage under the Plan terminated since you completed the
previous month’s bill - list terminations on reverse of form.

NOTE: On the Termination of Coverage Card and on the reverse of the
form, the “Date of Termination of Coverage” is the exact day the
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employee’s coverage under the Plan ceases. See Section IV of this
Administration Manual.

5. Is the sum of Items 1, 2 and 3, minus ltem 4.
B. CALCULATE AMOUNT OF CONTRIBUTION

Having calculated the number of employees covered for the current
month, break them down according to the type of coverage. Each type of
coverage has a different rate, as determined by the Trustees from time to
time (see “RATES” section which follows.

a) contributions due for employees who are covered for all benefits under
the plan, times the monthly rate.

b) contributions due for employees who are covered for Extended
Health Care only under the Plan, times the monthly rate.

c) contributions due for employees who are on leave of absence for
Compassionate, Educational or Training purposes, times the monthly
rate. List these employees on reverse of form.

d) Contributions for employees in special, approved, situations - be sure
to attach a detailed explanation.

NOTE: an example is an employee whose WI or WCB Wage Loss has
expired but whose LTD claim is still being adjudicated. Their Dental and
EHC coverage is continued at no cost to the employer (i.e. rate = $0) for
up to three months pending LTD adjudication. An employee in this
section would be reported as “1 times $0 = $0”.

TOTAL - add the above 4 items. The total number of employees must be
the same as item 5.

7. “Adjustments for previous month” is the amount by which the billing is to be
adjusted as a result of corrections (additions, terminations or change of
coverage) with respect to previous billings. Please make all necessary
adjustments, and attach a detailed explanation and the necessary
Enrollment or Termination Card(s). From time to time the Administrator may
instruct you to make certain adjustments by sending an Administrator’s
Adjustment Memo. Retain the original and attach the copy to the Billing
Form.

8. TOTAL PAYMENT ENCLOSED is the sum of Items 6 and 7.

NOTE: Make all cheques payable to “SOUTHERN INTERIOR HEALTH
& WELFARE PLAN” or “S.I.LH.W. PLAN".

Forward the original of the Billing Form with the full payment and all
Termination of Coverage Cards, Enrollment Cards, Administrator's Adjustment
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Memo, or other adjustment explanation (if any) to the Administrator (or Head
Office according to your Company’s procedures - see page 1).

Payment and all enrollment information must be received by the
administrator by the end of the month for which payment is being
made. Interest is charged on overdue accounts.

REVERSE OF BILLING FORM

Please be sure to complete:
ADDITIONS and ADDITIONS OR TRANSFERS

NAME, SOCIAL INSURANCE NUMBER and EFFECTIVE DATE of coverage
for all employees added to the billing.

TERMINATIONS

NAME, SOCIAL INSURANCE NUMBER (or id. number - see “Enroliment”),
DATE OF TERMINATION and REASON FOR TERMINATION for all
employees removed from the billing.

NOTE: The REASON is especially important for employees terminated
following a period of total disability. This employee may be eligible for a Waiver
of Premium Disability Benefit.

EMPLOYEES ON LEAVE OF ABSENCE FOR
COMPASSIONATE, EDUCATIONAL OR TRAINING PURPOSES.

NAME, SOCIAL INSURANCE NUMBER (or id. number - see “Enroliment”)
and DATE LEAVE GRANTED (“FROM”) expected date of return (“TO”) are
required for any employee being paid for at the reduced contribution rate.

RATES

As noted above in point “6. Current Month”, there are different rates for different
classes of coverage. Following are notes on how the rates are set by the
Trustees. Note that in each case, the “cost” is the projected cost per member
per month, as estimated by the Plan’s actuary based on past experience, recent
trends, and the expected impact of any benefit changes.

al) All benefits, full-time

The rate is the sum of the costs for each line of benefit, PLUS the cost
of Plan overhead (“expenses”) PLUS OR MINUS, if applicable, any
Reserve Loading (the projected amount to run-off an accumulated
surplus or amortize an accumulated deficit).

a2) All benefits, permanent part-time
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Under the cost-sharing letter of understanding for permanent part-time
employees, the Employer pays /2 the full cost of benefits, expenses
and Reserve Loading, as described under (al) above.

The Employee pays the other /2 of benefits, but excluding

V' WI, because under the letter of understanding, permanent part-time
employees are coverage for only /2 of the WI benefit, to be paid by
the employer; and

V' Reserve Loading, because historically the surpluses or deficits
were mostly due to fluctuations in WI claims experience, and
permanent part-time members don’t pay WI.

b) Extended Health Care only

The rate is simply the cost for Extended Health Care. Expenses and
Reserve Loading are not included. The EHC-only rate has long been
a feature of the Plan, and was established before expenses and
Reserve Loading were formally included in contribution rate setting.

c) Leave of absence

Employees on LOA are covered for all benefits except WI.

The Employer pays the cost of AD&D, Life Insurance (including funding
for “Waiver”) and /2 the cost of expenses.

The Employee on LOA pays the cost of Dental, EHC, and /2 the cost
of expenses.

There is no Reserve Loading, because historically the surpluses or
deficits were mostly due to fluctuations in WI claims experience, and
members on LOA are not covered for WI.

d) Employees in special, approved, situations

There may be others, but two are documented:
Members on disability who take a severance package

These members, while in receipt of WI or WCB Wage Loss,
remain covered for WI and Life Insurance (including “Waiver”)
only, so the Employer pays the cost of those benefits, plus
expenses.

Dependents of deceased member

These dependents remain covered for Dental and EHC only, so the Employer pays the
cost of those benefits. Expenses are not included no compassionate grounds.

BILLING FORM (FRONT)
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SOUTHERN INTERIOR HEALTH AND WELFARE PLAN

Billing Form for the Month 20

{Must ba delivered with payment to the Plan Ofice not |ster than tha ast day of the month
for which payment is being made. Ihterest i charged on late payments.)

MAME OF EMPLOYER DEMTAL GROLE No
DIISION
MAILING ADDRESS

POSTAL CODE

A CALCULATE NUMBER OF COVERED EMPLOYEES

1. Humber of Employees covered during previous manth

(liem 5 on previous billing)
{Includes provicas ly covered for EHE, now severed for all benefits. Ligt on reversa.)

2. PLUS Mumber of new or retuming Employees covered for All Benefite +
(Encloge Enrdiment Carde and Liet on reveres) ...

3. PLUS Mumber of new or retuming Employess covered for Exiended +
Health Benefitz only (Enclose Enrcliment Carde and Liet on reverze) ...

4. MINUS Mumber of Employeses whoee coverage terminated since
prenvious report (Encloss Termination Carda and Ligt on reversa)........_..

L. BQUALS Total Mumber of sovered employaea during cument month._.... -
B. CALCULATE AMOUNT OF CONTRIBUTIOMS

6. Contributions for curment month Humber X Rale = Payment
a. Employess covered for all banafs.... X - §
b Employees covered for EHE only__ ® = 3

c¢. Employess on leave of akaence for
compassionats, sducational or fraiming

(List o reweres). ..o X = ¥
d. Cither (Altach defailed explanation)... X = 3
TOTALola boe dad —_— = 2
7. Adjusiments for previous month (CR or DR) (plesse explain) . = e
3. TOTAL PAYMENT ENCLOSED ... — = ¥

(GST included in lolal. Reg. #R123016345)

MAKE CHEGQUE PAYABLE TO: SOUTHERN INTERIOR HEALTH AND WELFARE PLAN
AND REMIT, with this form, Terminaiion Cards, Enrollmernt Cards, or adjustment explanation, i anmy.

TO: OR T

YOUR HEAD COFFICE SOUTHERHN INTERIOR HEALTH AND WELFARE PLAN
for consolidation with the Billing Foms oo PACIFIC BLUE CROSS

from other divsicns of the Company P.0O. Box 24715, Sub-F

Fymur Head Office has 5o Instnuchsd Vancaver, IBC VN 5TH

TEL [004) 418-2420  FAXC (004 418-2884

PR B CITEs. e RS2 TR08 name of PR Heaim BEnems Sooety. ‘BTl CUPE 1616
[ o of ha C: n ol Blug Cracs Pane. Fvicact DRATRY
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BILLING FORM (REVERSE)

ADDITIONS - EXTENDED HEALTH EENEFITS DMLY

Effective Dite Enmiiment o
Hame =1 Dhfe of Hire of Coverage Engiomed?

ADNTIONS OR TRANSFERS - ALL BENEFITS

Hame= SN Date of Hire days resched of Full Coversge Last Month?

S ramber hac ok worked ac 5 nevensd spiness bnthi o related Planc. i fhe el 13 mante. prosics dabs whees 3 working does. ressdesd within 81 soncsnotves daye
TERMINATIONS [Irciures 3 mos Emns
20T COverage|

Hamg F=ili ) Saazer orTomingion haziDoviWodted —  IoominabigoDots

Heasen fr [ermrEmor: or arampe. DUIT. FRED, LAID-0FF, RETIRED, DEATH, MAXINUN WL or WCE FINALIZED.
DO NCT USE Sarmnamd”, 3ot go”, Soff company’, or Sgona”.

MOTE R STTHGHES-S COVEEE (5 DRI SRS 304 Me smpipes 5 50 a3 AR ROr S0 i T (DCEURANnG o NON-ICENEana) DBRSE reques
ar Agpication fir Wahver of Promium Disahiky Baaa

Hame S Drate Lese Gramed Expecied Duration Feason
DUPE 164G

VIl. CLAIMS
A. WEEKLY INDEMNITY BENEFIT

When a claim is to be made to this benefit the form headed “Claim for
Employee Weekly Indemnity Benefits” should be fully completed by
the Employee, Employer and Attending Physician. To eliminate delay
in the payment of the benefit, it is essential that this form be correctly
and fully completed.

The employee must first complete the “Employee’s Statement”. The
employer must then complete the “Employer’s Statement”, and the
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employee’s doctor must complete the “Attending Physician’s Statement”.
Typically, the employee will return the completed claim form to you for
forwarding to the Plan Administration office. Alternatively, the forms may
be sent directly to the Plan by the employee.

NOTE: Question 14 of the “Employees Statement” (Summary of
educational and work experience), and the description of job duties
requested in the “Employer’s Statement” are not normally required if the
disability is expected to be of brief duration. They are especially important
where the disability is severe and likely to be prolonged, particularly if in the
judgment of the attending physician the employee is a suitable candidate
for a vocational rehabilitation program (Question 23). Since the claim form
may not go through the employer’s office after the “Attending Physician’s
Statement” has been completed (see above), it may be necessary to
consult by telephone when deciding how much information to supply.

Weekly Indemnity benefit cheques are issued every two weeks once a
claim has been established. These cheques are mailed to the Employer for
delivery to the disabled member.

From time to time BC Life & Casualty will require completion of an “Additional
Weekly Indemnity Benefits’ form which also includes a “Supplementary
Report of Attending Physician” before further payments will be made.

NOTE: On the day the employee returns to work a “Return to Work
Notice” should be completed by you and mailed direct to the Plan office.

Please note Weekly Indemnity benefits are not paid to employees who are
on leave of absence for Compassionate, Educational or Training purposes
or Extended Vacation. If disabled on the date the leave of absence expires,
employees may receive benefits if they have returned to B.C. or if
hospitalized in B.C. in a hospital recognized by the B.C. Medical Plan.

At any time, you as employer are entitled to contact the Plan Administration
Office for information on the status of the claim, specifically, the expected
return to work date.

WORKERS’ COMPENSATION BOARD REIMBURSEMENT

30|Page

1. If an employee is refused a Workers’ Compensation Board benefit or if
the Workers’ Compensation Board is delayed, the employee may
complete a Reimbursement Agreement and present a claim for Weekly
Indemnity benefits.

Note: A reimbursement agreement is not required if the employee is
making a claim and is in receipt of a permanent partial disability
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pension from the W.C.B. and is not appealing the decision of the
W.C.B.

2. The Reimbursement Agreement is reviewed and signed by the employer
and forwarded along with the Wage Indemnity claim form.

3. When the Wage Indemnity claim is approved and benefits paid, a copy of
the Workers’ Compensation Board Reimbursement Agreement is
provided to Workers’ Compensation Board so that any subsequent
approval and payment for Wage Loss by the Workers’ Compensation
Board will be processed through Pacific Blue Cross.

4. When Pacific Blue Cross receives a Wage Loss benefit cheque from
Workers’ Compensation Board following a successful appeal, that
cheque is payable to the employee.

The back of the Workers’ Compensation Board cheque is endorsed for
deposit to the Southern Interior Health and Welfare Plan, and the
Workers’ Compensation Board cheque is accompanied by a Trust Fund
cheque paying the employee the difference between the amount that is
owed to the Health and Welfare Plan and the benefit paid by Workers’
Compensation Board.

5. The employer will receive:

- the Workers’ Compensation Board Wage Loss cheque.

- the Trust Fund cheque

- a statement outlining the calculation and

- a letter asking that the Workers’ Compensation Board cheque is
signed by the employee and returned to PBC, and that when the
Workers’ Compensation Board cheque is endorsed, the Trust
fund cheque be given to the employee.

CANADA PENSION PLAN (CPP) DISABILITY BENEFITS
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When an employee has been in receipt of WI benefits for 90 days, a copy
of the Canada Pension Plan’s “Disability Benefits” pamphlet, with a
covering letter, is enclosed with his next cheque. Of course, not all
disabled employees should apply for these benefits at that time. Only a
small fraction of WI claimants reach 26 weeks on claim, and fewer still are
permanently disabled.

However, if in the judgment of the employee and his physician the disability
is severe and likely to be prolonged, an early application for CPP Disability
Benefits may help to assure him of future income.

CPP Disability Benefits, payable to qualified employees from the fourth
month after disability, do not reduce Weekly Indemnity payments, although
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they are integrated with any LTD benefits the employee may later qualify for.
In addition, receipt of CPP benefits while the employee is unable to work
ensures the maintenance of eventual CPP Retirement Benefits.

If the employee wishes to apply for CPP Disability benefits, he must
telephone to make an appointment at the nearest office of Health and
Welfare Canada’s Income Security Programs. Their number is in the blue
pages of the telephone directory. If the disability prevents the employee
from going in for an appointment, Health & Welfare Canada will arrange to
go to the employee.

STATUTORY HOLIDAYS

On May 29, 1998, the IFLRA wrote to all Participating Employers
announcing a method agreed to by the parties to avoid double payment for
statutory holidays for employees returning from weekly indemnity (WI)
within the 90 day qualification period (Article XII, Section 2(f)).

1) The WI benéefit is paid for all days for which a claimant qualifies
including any statutory holidays falling within the period of claim.

2) When an employee returns to work within 90 days of last day worked,
the employer is required to pay the employee for any statutory holidays
falling within the 90 day (or less) period.

3) The employer deducts the amount paid for each statutory holiday by
the WI plan from the amount paid to the employee for the same day.
The employer then reimburses the WI plan with the amount deducted,
by including it with their next remittance to the Southern Interior Health
& Welfare Plan.

The IFLRA prepared, and distributed to Participating Employers, a
“Supplemental Payroll Form — Statutory Holidays”, for this purpose.

Rate for 1998 to 2009 - At the time this agreement was reached, the amount for a
statutory holiday paid for under the WI plan (the WI daily rate) was $449 per week,
divided by 7, or $64.14.

NOTE that the new daily rate is only in effect for new disability claims on or after
January 1 of each year.

Rates for 2013 — The weekly WI benefit increased to $501 per week for new claims
beginning January 1, 2013 or later. Therefore the WI daily rate changed to $501 /7 =
$71.57.

Rates for 2014 — The weekly WI benefit increased to $614 per week for new claims

beginning January 1, 2014 or later. Therefore the WI daily rate changed to $614 /7 =
$87.71.
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Rates for 2015 — The weekly WI benefit increased to $624 per week for new claims
beginning January 1, 2015 or later. Therefore the WI daily rate changed to $624 / 7 =
$89.14.

GRADUATED RETURN TO WORK

The purpose of this voluntary program is to help disabled employees return to the jobs
they held before becoming disabled.

It involves a return to work on a part-time basis when the member and the doctor
agree that the member is ready. The employer, local union, disabled member and a
rehabilitation counselor develop a modified work schedule which increases until the
member can return to work full-time.

Normally a reduced number of hours is worked each day, but the agreed schedule
may involve a reduced number of days each week, until the member is working
full-time.

Disabled members who patrticipate in the graduated return-to-work program continue to
receive full WI benefits until the member’s full time hours are reached. In addition, the
employer tops-up the hourly wage up to the full rate.
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FORMS-WEEKLY INDEMNITY CLAIM FORM

SOUTHERN INTERIOR
HEALTH & WELFARE PLAN

Weekly Indemnity Benefits Claim

To avoid any delay in the processing of your claim, please be sure ALL questions are answerned.
If printing this form from the internet, keep it clipped or stapled to ensure all 9 pages are submitted to

Pacific Blue Cross.

NOTICE OF CLAIM must be given nat later than 30
days following the first day of illness or accident and
proal submitted within these 30 days

NOTE:

A reimbursement agreament on a s&parate farm
provided by the plan must be completed in the case
of clairms where a full and proper WCE clairn has
beer filed at least fowr weeks earlier and for which no
decision has been reached or the dairm disallowed.

Administered whder contract nurmber 07704 by:
Pacific Blue Cross
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Mailing Address:

Sauthern Interior Health & Welfare Plan
oo Pacilic Blue Cross

PO Bax 7000

Vancouver, BC VSE 4E1

Telephone: Fa:
1 BEB I75-4672 (rod free) 604 415-8099
604 419-8080

CUFE 1R
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SOUTHERN INTERIOR HEALTH & WELFARE PLAN

EMPLOYEE'S STATEMENT
1. PERSOMAL INFORMATION Hame i, mud e, s
OMe. OMs O Miss. CMrs.
Dwie of barth Imm-dd-yyyyt Socisl Insumsnos Murnber Locsd wrion rumber
Feeri sckiseny
(=} Province Postsl code
Waili ng acicwe (H St erent from sbosel Phore numbe:

2. DISABILITY INFORMATION
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Do you want your cheque sent to the mailing address? O ves Mo

Dt Errre-th ey
When did your sickness begin or sccident happen?

Dt (e ey’
Date last worked

D Errre-c-yrype

On what date did disability prevent you from working?

Dot | rrare-chcb-sevy]
Have O Ever had the sarme ar similar illness? O Yes O No i yes, state when and describe

s disability due bo an injury? CI¥es O No I yes, what kind of injury: CIMVA OWark 0 At home 0 Other

Describie how and when the injury sceurred S

Oam Orm

Is there any third party legal sction imalved? DOYes CNo I yes, please provide Lawyers name and sdd ress:

Legal representative’s name:

Legal represantative’s sddres:

Mote: Reimbursement Agreement and Direction on page 5 to be completed for all claims resulting
LY from an accident where a thind party is invelved.

WEB cleirm number Darte o wirn e rrem-cdswyry |
If injury at work, has 2 WCB elaim been filed? Cves CMo

Db cdnim Filed frrm-che-sry]
Has an appeal been filed? Oves COMNo

Dt o sirn filed irmem-dd-svyy |
Dusees this disability relate 1o a previous WCB claim? Clves ClMo

Are you receiving WCB disability benefits? CYes CINo I yes, provide the frequency and amount of benefits.

Frequency of benefits: Amount of benefits: §

Page 2 of 9
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SOUTHERN INTERIOR HEALTH & WELFARE PLAN
EMPLOYEE'S STATEMENT

3. SUMMARY OF EDUCATION,

TRAINING AND
EXPERIENCE
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Have you been hospitalized for this sickness/injury? OYes OMNo
If yes, pravide the hospital name, admission and dischange dates,

Mame of haspitak

Acimiwon daie (rmm-dd-yeeed

Dischasge date imrm-dd vyl

Diid you visit the emergency reorm? CYes ONe
If yes, provide the hospital name, admission and dischange dates.

Mame ol haspitak

Acimiion date (reer-dd-eeed

Dischasge: dats fmm-de yyyy]

Please provide the lollowing information about the family doctor wha has your medical records.

Last narrss of docior

Firwt rusmes of docior

Dubw o firat winkt frram-cheb sy

Dt of hsbent vk frmem-che-sywe

ek e o oo [vembser and risest) Suite Tracpumricy of waity PR s ity
Oty Provincs Type of trmstrmant secsted
Potal codle Talsphore surmbar Datw of mawt vist imm-dd-wevd

Please provide the following infermation aboul any other specialist or health care practitioner you have seen

or are scheduled to see for this condition.

Latt narme of daciae Tirvi rarma of dncior Spaciaiy Dute of firei winit (mm-od sy | Daie of e vitk: imm-de-wol
#cd drems. af cinctor (narmber and rivesi [ Trecumncy of iy Feanar for dit

Oy Provvisce Ture of tragtmant recaswd

Povial coris Taisphons rumbar Caie of rawi wivd (e
Lusi narmes of dacioe Firvi rarrs o dincior Spadiaiy [ L A T —
cd ey o it o durmber mn visesii Suite Trmzumecy of vty [ ——

Ciy Province Tves of iraaineni ecessd

Poial code Telsphone rumbar DCaie of rawi wivd (rae-dd-eeed

Have you been referred 1o a specialist? OYes OMo I yes, provide the name and date.

it rmm-yr-sickaed)
Mame of specialist:

[ ——
Have you returned towork? CIYes OMNo I yes, when?  If no, when do you expect to return?
Schoaol grade reached? Work experience?
Orther training, upgrading, an-the-job training of special interests:
Drses your job require a professional certificate, licence or other gqualifications? CYes O No
I yes, please desoribe:

Clan Upwrictiom
D you have & valid drivers licence? O ves CNe
Page 3 of 9
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SOUTHERN INTERIOR HEALTH & WELFARE PLAN
EMFPLOYEE'S STATEMENT

| certify that the andwers given are complete, current and accurate to the bed of my knowladge and belisl.

| agpree 1o refund any monies which may be due bo the Sauthern Interior Health & Welfare Plan ef'o
Pacific Blue Cross as a result of payment of disability benefits from any source in accordance with the provisions
af the Southern Interior Health & Welfare Plan Text.

| autharize any physician, practitiones, health care praofiessional, hospital, health care institution, medical
arganization, clinic and any other medical or medically-related facility, the Workerss' Compensation Board of
BC/Review Board/Medical Rewiew Panel 1o release to Pacific Blue Cross, the Trustees of the Southern Interior
Health & Wellare Plan, Evergreen Rehabilitation Management Saciety and the Trustees of the IWA-Forest
Industry LTD Plan, any medical or benefit payment infarmation, or any other inform ation or reconds that may be
requested by Pacific Blue Cross to establish or review the validity of this claim for Weekly Indemnity benefits for
the pariod cormmencing (mm-dd-yy:

| aurthorize the Southern Interior Health & Welfare Flan, its Agents and my Employer to exchange infarmation
reganding the duties and requirements of my job to establish or review the validity of this claim for
Weekly Indemnity benefits.

| auwthorize the Southern Interior Health & Welfare Flan, its Agents and my Employer to exchange information
requined to develop a Recovery Plan and.or Return taWark Prograrm.

| authorize the Southearn Interior Haalth & Welfare Plan and its Agents to relaase to my employer information
resgarding my expected rétwn to work.

| awthorize the use of my Social Insurance Mumber for the purpose of tax reporting and for the identification and
administration of my Group Benefits,

I understand the Weskly Indemnity benefit will be redueced by Income Tax withhodding as required by CRA.
| agree that a photocopy of this authorization shall be as valid as the original

| acknowledge | must motify Pacific Blue Crods, as the agent of the Southern Interior Health & Welfare Plan,
irnmediately should:

&) My medical condition improwe so that | would be able to work, even though | have not yet retunmed o work,
bl | g to work whether as an employee or as a selfl employed person,

) | apply for benefits under any Workers' Compensation law or plan,

di | apply for benefits under Canada/Quebee Pension Plan,

&l | am discharged from hospital if | am hospitalized,

f1 | retwrn to work o receive any benefits/incorne related to rmy disability,

g1 | apply for benefits frarm the WA-Forest Industry Pension Plan

Ermployest bgrusure Dlste ugred mm-de- pwyed
Errpdoumey rusme s prindi Palicy nurmber = eriFicste number ek 11
807704
Page 4 of 9
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5. REIMBURSEMENT
AGREEMEMNT AND

Re: Group Contract Mo, 907 704 betwesrn:
THE TRUSTEES OF THE SOUTHERM INTERIOR HEALTH & WELFARE PLAN and

Marnbar rusmes

Brdemy Mamsber i rasmibsr

PART 1 — DEFINITIONS

PLAN refers to the Southern Interior Health & Welfare Plan.

PALCIFIC BLUE CRIOSS, as agent for the Trustees of the PLAN.

YOL, YOUR and the MEMBER refier to the member with whorn this agreerment is made.

ACCTOENT redfers to the incident giving rise to your claim for benefits frarm the PLAN

THIRDK PARTY rediers to any ather persan frorm whom you may be abls o recover damages a5 a result of your accident.

PART 2 — THE CONTRACTUAL ARRANGEMENTS

Yiou by have a right to recover damages from a THIRD PARTY as & result of your illness, injury or incorme loss
which arase from an ACCIDENT which ocownred on (mm-dd-yyyy):

Under the terms of the PLAN, you are entitled to claim Weekly Indemnity (W1) benefits in respect of some or
all af the period you have been absent frarm work cormmencing (mm-dd-yyy):

You sgres to take all neccessary steps (o recover fram the THIRD PARTY the benefits which the PLAN has paid,
or will in the future, pay bo you I you fail 1o take such steps you agree that PACIFIC BLUE CROSS may do saon
your behall, and you hereby assign to PACIFIC BLUE CROSS the right to do so in accondance with the terms of the PLAN.

I you are able to recover such benefits from a THIRD PARTY, you will repay the PLAM, cfo PACIFIC BLUE CROSS,
in acoondance with the terms of the PLAN. The following is a surnmary of the reimbursement forrmula:

Reimbursement Amaunt = (W1 Benefits Paid + Gross Wage Loss Recovery] — (Lost Wages + Pro-rata Share for
Legal Expende);

= Wl Benefits Paid is the amaunt of benefits actually paid 1o you up 1o your Settlement Date.

Gross Wage Loss Recovery is the lesser of your Gross Settlernent and your Lot Wages.

Lot Wages is caloulated by multiplying your reqular job rate tirmes 40 hours per week, times the number

of weeks you receive W1 benefits prior to your Settlement Date. Lost Wages will reflect seheduled increases

in your hourly job rate during the disability period.

The Pro-rata Share of Legal Expenses i your Legal Expenses multiplied by your Gross Wage Loss Recovery

divided by your Gross Settlernent (to a masimurn of 200 of your Gross Wage Lods Recovery).

* For greater certainty, Legal Expenses includes legal fees, disbursernents and all applicable taves, incheding
ary GAT of 55T paid o your lawyer. In no event shall the amount allewed far the Pro-rata Share of Legal
Expendes exceed 20% of your Gross Wage Loss Recovery. Disburiements and taxes paid on the legal fees
are included in the 200 of Gross Wage Loss Recovery.

I you abandon or settle any claim you have against the THIRD PARTY without the written consent aff

PACIFIC BLUE CROSS, your Reimbursement Amaurit will equial the ful amount of benelits received by you. In addition,

if yeru wish PACIFIC BLUE CROSS to consider acoepling less than full reimbursement of benefits paid, you will instruct
any legal representative acting for you o give PACIFIC BLUE CROSS a full report of the details of any proposed
settlement between you and the THIRD PARTY, for PACIFIC BLUE CROSS approval before any settlerment is reached,

You hereby authorize and direct anyone (induding ICBC) with knowledge of your ACCIDENT ar any settlement
relating to it to release o PACIFIC BLUE CROSS the details of any settlement you reach.

You agree o provide full details of any settlement ta PACIFIC BLUE CROSS, and pay the Reimbursement
Amount caloulated above bo FACIFIC BLUE CROSS A5 $00n 85 you receive your settlerment payment.

You hereby assign to PACIFIC BLUE CROSS all of your interest in ary armount that is owing to you in respect of
the ACCIDENT, wp to the armount of the Reimbursement Amount calculated above. In particular, you irevacably
authorize, instruct and direct any legal representative whe acts for you 1o pay PACIFIC BLUE CROSS the
Reimbursement Amount out of ary settlemeant payrments received an your behalll

The faregoing is a summary of the relevant terms of the PLANL In the event of an inconsistency between this
farm and the PLAN, the PLAM prevails. You may oblain a copy of the relevant termas of the PLAN at ary time
at o change.

PACEIC BLUE DROAT, sa sgent for the Trostesn of the Southem Intericor Health & 'Walase Plan FDPPCE USEORLY) DCewie Imem-Sd-eyyl
Marmba: ‘Witrean
Page 5ol 9
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SOUTHERN INTERIOR HEALTH & WELFARE PLAN

3. SIGNATURE

EMPLOYER'S STATEMENT

1. EMPLOYERINFORMATION  [=r Do
ey
T v ey
pr—— o prm—— o

2. EMPLOYEEINFORMATION | teme i st s Socta Ve Murrber Dt of bt e
prom—re——— Crp———

Jab Classification: attach job description and phydical reguirements

Al the beginning of absence, the ermployes was:

Por thoss smplopssy working slemartive hity, plane check day off:

O Aregular full-time ernplayes Osun OMan OTue Owed OThy OF Dlsat

Fyen, provde detaic
O s this employes on an alternate schedule? OYes O No

Dutw lay-off commenond |mm-ad-yrd

O A regular laid-off ermployee

Wheen laid off, this employee was entitled to rmonths continuation of lay-off coverage.

Provide detsih
O A designated part-time ermployes

From Saiw (mr-dd-eyyy] T dees mm-ddyyeyl Ramon do o of sbance
O Onleave of sbience
15 leave for extended vacation or training other than apprenticeship training? O Yes DO No

From sate (mm-dd-pryy] T date -y
0O On wacation with pay

Is this claim one which might come under the Warkers' Compensation act? OYes O No
If yes, please submit copies of relevant WCE letters or correspoendence.

O jmam-da wryy
Has employee returned to work? OYes OMo  If yes, provide date of return

Has employes dairmed weekly indermnity benefits during the previous 4 weels? OYes ONo

Hawve you ary reason to question the validity of this dairm? OYes OMo I yes, state reason:

Conisct rame Phons rumiber

Who is the company comlact for return-to-work issues?

Do you have a transitional work program or disability management program? IYes Mo If yes, describe:

Is rnodified work available? OYes ONo  If yes, describe-

| certify that the abowve statements are correcl

Signa for smphoper ey st nigrad imm-daper

Page 6ol 9
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SOUTHERN INTERIOR HEALTH & WELFARE PLAN
ATTENDING PHYSICIAN'S STATEMENT

Your patient is claiming disability benefits from Southern Interior Health & Wellare Plan. As an initial step in the
entitlement process, we ask that you cormplete this form, providing sufficient clinical information o enable us
to make an informed decision_ Incormplete information may delay the pagment of your patient's clairm.

Ifstru tiors:
1. Please PRINT.
2. Part 1 1o be completed by patient.

3. Part 7 1o be complated by physician.
4. Any charge for completing this form is the patient’s responsibility.

1. PATIENT AUTHORIZATION tame Pebcprumber | Cortiboute sumbe Manber 10
BOTTOM

| herisby muthirize the release, i Pacilic Bluee Crass snd Evergresn Rehabilitsation Managerment Seciety, of any madicsl
information, induding copies of consultation andior office notes and testfinvestigative reports, with respect
tor this elaim for the period commencing (mm-dd-yyyy

Patierrih s gnatuse Dt ugred mm-ds-yyye

2. ATTENDING PHYSICIAN'S DIAGNOSIS
STATEMENT

Prirnary Diagrosis:

Secondary diagnosss ar complications:

Please desoribe any functional impairment of restrictions for your patient's ability ta work:

From mm-da swygl To irmen-dsh
Are these Otemporary or O permanent? Il temporarny, expected duration:

CLINICAL INFORMATION

[Srr T T——

What date did symploms first appean/sccident happen?

How lang has your patient had this condition?

Condition is duee to Olliness Olnjury OWork-related OMVA O Other (specify below):

What are your patient’s curment symplorms?

‘What are your clinical findings?

Doate of Firnd wiit (- Dt =f Labwert winik: (rre-chd-ypyey
What are the dates of the first and |atest visits for this condition?

Diakes af Visits (v exclusive of above procedures

PLACE MONTH YEAR |1 23-155?a'}'ﬂ'l'2'3'q'5IEI?IBI??G?'?J?!?I?EM???B?‘]J!J}T
OFFICE
HOSPITAL

Pape 7ol 9
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SOUTHERN INTERIOR HEALTH & WELFARE PLAN
ATTENDING PHYSICIAN'S STATEMENT

Your patient is: O Ambulstory O Bed confined O Horme confined
O Ambulatory with assistive devices [ Hospital confined

Carment height T ssight Dominant hand
‘What is your patient's current heightiweight’dominant hand? DOafr O Rigghit

If patient is hypertengive, provide the last 3 blood pressure readings:

Dot freare-chbsrv Dt (reare-cld-pr Dt | rrare-chb-srvw]

Readindg: Reading: Reading:

If psyehiatric disorder, pravide current GAF Soore:

Il cardiac disordes, provide American Heart Association Functional Classification: [0 Class | (Mo lirmitation)
O Class 1l (Shight Emitation] [ Class I {Marked limitation] [ Class IV (Complete limitation)

DIAGMNOSTIC INVESTIGATIONS

Please enclose copies of current consultation and diagnostic investigative reports
[X-rays, scans, laboratory data, ete.]

TREATMENT
Mames of other treating/consulting physicians or health care practitioners:
MAME OF PRACTITIONER TYPE OF PRACTITIONER | DATE SEEM ORTO BE SEEN
rmrrechd-yymps]
rmrrecd-yymp]

Current medications:

NAME DOSAGE | WHEN STARTED RESPONSE

(rmare-cld-yeyn]

(rmar-cid-yyyn]

Other forms of ireatment or therapies:

TYPE EXPECTED DURATION ( WHEM STARTED RESPONSE

irmr-cid-yrvl

irmr-cid-yrvyl

Hospitalizations:

REASON (DATE OF SURGERY
ADMISSION DATES DISCHARGE DATES FACILITY IF APPLICABLE)
Iy i prr
[EER S imen-deh
Ermergency Room treatmant:
REASON (DATE OF SURGERY
ADMISSION DATES DISCHARGE DATES FACILITY IF APPLICABLE)
[ i prrn
[ iren-ded e
PageBol 9
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SOUTHERN INTERIOR HEALTH & WELFARE PLAN
ATTENDING PHYSICIAN'S STATEMENT

Treatrment Response O Recovered Olmproved QMo Change ORetrogressed  Comments:

Is yosur patient following the recommended treatment program? Oves OMe I na, please slaborate

Dietails of any proposed changes to the treatment plan, incleding date of sungery (if known), irvestigations,
medications, therapy:

LICEMCE RESTRICTION

Has your patient’s driver’s licence or any other professional licence or certification been restricted or revoked
a5 & result of the current condition? OYes DONo

Date imm-sd- sy
If yes, when will your patient be eligible to apply for reinstaternent of the licence or centification?

Wiould your patient be & suitable candidate for:

e e
Viocational Rehab Program? OYes OMo  If yes, when?
Dt gy
Modified work? Oves OMo I yes, when?
Duew mm-deypry:
Work hardening? OYes OMo I yes, when?
-y

Graduated retwrn o work? OYes ONo I wes, whien?

To the best of your knowledge, indicate period patient has been unable 0 T TR imEe

1o work Al own occupation ad a result Mpresentmr-ditinn.

Cwie Imm-Sdyyyyiar  Eadmuried nember of sesla
If still unatle o work, give approxirmate date patient should be abbe bertane poaithe retornng sark

b et b woark.

REMARKS

Flease include any additional comrmentsinforrmation that you believe may help in the assessment of this clairm

3. SIGNATURE Karra of sttencing phyuiar. (s ponil Spacialy Phons sumser
S — ———
Sigraiure Diate uigrad - e

Page 2ol 9
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FORMS - RETURN TO WORK NOTICE

Trustees of the Southern Interior Health & Welfare Plan

Return to Work Notice

Return completed form to: Southern interior Health and Welfare Plan
¢/o Pacific Blue Cross
PO Box 7000
Vancouver BC V6B 4E1
Phone: 1-888-275-4672 | 604-419-8080
Fax: 604-419-8099

Instructions: For any employee who has been receiving Wage Indemnity Benefits, complete
this form the day he returns to work.

POLICYH: 907704 MEMBER ID:

EMPLOYEE MAME:

DATE RETURNED TO WORK:

Month Day Year

If employee was able to return to work at an earlier date but did not return because of a lack
of work, give full details.

EMPLOYER:

BY:

DATE:

Month Day Year
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B. WAIVER OF PREMIUM
(Continuation of Group Life Insurance while disabled)

If
upon expiration of Weekly Indemnity Benefits (26 weeks) or
upon expiration of WCB Wage Loss benefits at the time a total and
permanent disability pension is granted by the Workers’
Compensation Board, or
o after 52 weeks of WCB Wage Loss benefits have been paid

the employee remains totally disabled, premiums are no longer required from the
company. It is important that you identify your reasons for terminating premiums.

The member could then be entitled to Continuation of Group Life Insurance to
age 65 without payment of premiums, so long as he remains totally disabled.
The Plan Office will arrange this, contacting the member for information if
necessary.

LTD claimants remain covered automatically. Retiring LTD claimants between
the ages of 60 and 65 may be covered. Totally and permanently disabled
members whose date of disability is prior to December 11, 1983 may remain
covered for life. For other members, coverage ceases at age 65.

C. DEATH BENEFIT

1) Preliminary Notification of Death (Form GLM 698)

The employer should complete this report in duplicate as soon as practical
and forward both copies to the Administrator.

This allows the plan office to review its records and advise the employer
regarding the information required by the insurance company to prove the
claim. In addition, this document constitutes part of the documentation
required by the AD&D carrier.

The Administrator will provide you with all necessary claim forms.
NOTE: You may wish to notify the Administrator of the death by

telephone prior to mailing the Notification. If you do so, it will expedite
preparation of the forms.

2) The normal documentation requirements are as

follows: a) ALL DEATH CLAIMS
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i) Death Certificate or Funeral Parlour Certificate. A photocopy is
sufficient.

i) Completed proof of Death, fully completed by the Employer and the
Beneficiary. When the insurance is payable to a named beneficiary,
the life insurance company can, immediately after it receives the

Proof of Claim form, pay $5,000 to a spouse or $2,500 to any other
named beneficiary.

b) ACCIDENTAL DEATH/SUICIDE

Additional information is required for death claims resulting from
accidental death or suicide.

i) Newspaper clipping and/or police report (where available).

V) Coroner’s Report - The Plan office provides a form letter to
assist the family in obtaining this document.

V) Autopsy report

Where additional benefit may be payable under the Accidental Death
provisions, additional forms must be completed. See section IX-D.

c) DEATH CLAIMS PAYABLE TO ESTATE
If the Estate has been named the beneficiary, if no beneficiary has
been named, or if the named beneficiary has died and no new

beneficiary was named, the insurance will be paid to the Estate. In
such cases, the following additional documents are required:

Vi) Probated Last Will and Testament
Vi) Letters of Administration

d) DEATH CLAIMS PAYABLE TO MINOR

The following information is required when the named beneficiary has
not attained age 18:

viii) Name of guardian, and their relationship to the child.
iX) Address at which the child resides, and with whom.
X) Copy of child’s birth or baptismal certificate.
Should the beneficiary be under 18 years of age the benefit can be handled in the

following ways:
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a) If a Trustee is named on the beneficiary designation, the proceeds can be paid
into a Trust account established by the Trustee.

b) The money can be held in Trust by the insurance carrier until the beneficiary
reaches his 18th birthday, during which time interest accrues.

e) The money can be paid to a guardian or executor of the estate to be used for the

beneficiary, in which case a notarized copy of Letters of Guardianship will be
required.
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FORM-PRELIMINARY NOTIFICATION OF DEATH

Southern Interior Health & Welfare Plan
/o Pacific Blue Cross*
PO Box 24715, Stn. F, Vancouver, BC VSN 5TB
B 664192481 FAX 64 4192884 Bl admifipec Hueoossca Ve Hilpofsive planofice o

Please mail, fax or email this form [mmediately to the Southern Interior Health & Welfare Plan (i.e: prior
to submitting proofs of Death claim form). Moke contact information above,

PRELIMINARY NOTIFICATION OF DEATH (GLM 698)

Employer Mame

Division

Mame of Deceased

Social Insurance Number

Member's Address

Job Tite

Date Last Worked

Date of Death

Cause of Death

Designated Beneficiary

Relationship to Beneficiary

Date Employer Signature
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When a claim is to be made for this benefit the following forms are required.
These are available from the Plan Office, and when complete should be mailed
direct to the Administrator.

1) Statement of Employer/Policyholder, Accidental Death or Dismemberment.

2) a)

b)

3) a)

d)

Statement of Beneficiary for Accidental Death, or
Statement of Claimant for Eye Loss, or

Statement of Claimant for Limb Loss

Statement of Attending Physician (Accidental Death claim)
Statement of Attending Physician (eye loss)

Statement of Attending Physician (limb loss)

Statement of Attending Physician, Loss of Use

4) Statement of Eye Witness

For further information on the Plan please refer to the Text of the Plan or contact
your Head Office or the Administrator. Remember, the Accidental Death benefit
is not paid in cases of suicide.
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FORM - ACCIDENTAL DEATH REQUEST FOR CORONER’S REPORT

Chief Coroner for British Columbia
4595 Canada Way,

Burnaby, B.C.

V5G 4L9

Attention: Mr. R.W. Galbraith

SOUTHERN INTERIOR HEALTH AND WELFARE PLAN ADMINISTRATION MANUAL

Dear Sir,
! (name), (relationship) of

(deceased name) who died on (date
of death) at (location) request a copy of the autopsy report and

the coroner’s findings of facts and any other examinations or analysis carried be sent
to me to be used in the adjudication of an insurance claim with

Yours truly,
Signature
(Address)
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E. EXTENDED HEALTH CARE

When a claim is being made for this benefit the employee must complete a claim form
and malil it to the Plan Office along with the receipts.

PHARMACARE
For a more complete description of Pharmacare please refer to the Plan booklet.
MEDICAL TRAVEL ALLOWANCE

For a more complete description of Medical Travel Allowance, please refer to the Plan
booklet.
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FORM - HEALTH CLAIM FORM

BaACIFIC

STANDARD
BLUE CROSS S — HEALTH CLAIM FORM

w
E Maik PO Bax 7000, Vancouver, BC W&E 4E1 | Drop it off- 4250 Canada ‘Way, Burnaby, BC | il aCrOEE C8
w
'é I] Use this forrm 1o subrmit a claim for all medical expenses and services. Please enclose all supporting documentation, original receipts and
2 complete all parts of this form to avoid delays in processing your claim. See page 2 for important information about preparing your clairm.
-8 PART 1 — MEMBER INFORMATION
g Pradey nurrbaer Cinurrhar Marrs of plan creremamy rosrss o Mas spomiee W spplestdal
B
@ Firat rusres Laas s Errgbapreet vl Custirs phore remster (0 Sqts
JFulHime CIPart-time LI Retires [ Student
Sreet sddmn Tty [Frainee Poial cocde P psidemu?

PART 2 — OTHER INSURANCE COVERAGE

Complete this section if you or your spouse are covered under anather plan. Pleass sse the special instructions for coordination of benefits on page 2.

hat inLursncs oxerags
L Pacific Blue Cross L1Other insurer:
Msrmbarypolicy rumber Mambery I numher Flan mamber

Ll Same as above L Spouie
“pouna’t b rame  ipocn olar. Spcuet Lot name § wooe’y pln Erploymran: s of pouns

L) Full-time CIPart-time ] Retiree [ Student

Cowmrnge viar Sste ity

| Curraleon s F ool atds ms-debvwyps

Spoune’ birthd e Imim-dd sy

PART 3 — INFORMATION ABOUT YOUR CLAIM{S)

Please provide the first name and birthdate for each FIRST NAME BIRTHDATE TOTAL EXPENSES
aligible perion with a claim. For each person, add up all —

receipts and provide the total armount of their expenses. 5

M any expenses ane the result of a medical ermengency men-dd- %

outside your province, visit Member Prafile to download

an Emergency Oul-of-Pravince Cidirm Fonm. oy %

rre- o e

Remember to enclode all supporting documentation and 5
original receipts. You can mail your claim to us or drop it

off at our Burnaby office. GRAND TOTAL |5

i yes to either of the following questions, please complete an Accident or Injury Reimbursement Agreerment Form available on Member Profile.
1. Are the expenses you're claiming: The result of a workplace injury? (Le, WorkSafeBC) Oves CNe

The result of a motor wehicle or other aceident? Yes CNoe
2. Are you seeking damages from a 3nd party? ClAute COIWorkSalfeBC O Other:

PART 4 — HEALTH SPENDING ACCOUNT (H5A): Complete only if you have an H5A, see page 2 for more information

i applicable, apply any unpaid balance(s) to your HSA? OYes CINo

PART 5 — MEMBER COMSENT AND DECLARATION

IMPORTAMNT: This section must be signed before submitting your claim.

| declare that all information in this form is true and complete. | understand Pacific Blue Cross will use the personal information on this form, and

ary other persanal information they hold about me and rmy eligible dependents to determine eligibility for benefits and pay claims. | acknowledge
and agree that personal information about e and my eligible dependents may be collected, used and exchanged between Padiflic Blue Cross and

ary other person or organization related 1o this claim or the administration of my benefit plan. This includes health care professionals, institutions,
investigative agencies, inswrers/re-insuners, government organizations or regulatory bodies. | acknowledge discloswne of rmy personal infarmation by
Pacific Blue Cross to my plan sponsor when required or permitted by law or purssant to its contractual obligations under ey benefit plan. | understand
I may revoke this consent at any time and acknowledge that shauld | do $o, this claim may not be condidernad.

i | arn making a clairm wnder my Health Spending Accownt (whene applicable), | acknowledge that the person{s) for whom |arm making a clairm are
eligible and | accept full responsibility to ensure all expenses submitted for payment from riy Health Spending Account are allowable medical expenses
a5 defined under the Canadian Income Tax Act. | undarstand | am responsible for payment of any taxes that arise from reimbursement of thess expensas.
| also agres my plan sponses ray have access 1o & summary of the total amounts claimed by me for the purpases of tax or administrative reporting.

i thene is overpayment, | authorize its recovery from any amount payable to me under my benefit plan(sh.

| have read and wnderstand this Mermber Consent and Declaration and agres that a phatocopy or digital verdion shall be s walid a8 the original and
iy remain in effect for the continued administration of this plan.

Marmbery ignaouse Owte Imm-sdd-vyyd

Place your receipts loose and flat in the envel ope — no staples, paperclips or tape. Also no cashier or Interac receipts.

QLS — 1S BLE CLFE 101 Taf2
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FORM - MEDICAL TRAVEL ALLOWANCE

Southern Interior Health & Welfare Plan

Medical Travel Allowance Referral and Claim Form
Returm completed form to: Southern Interior Health and Welfure Plan, oo Pacific Blee Cross*
- Priority Mailing Address: PO} Box 7000, VARNCOUVER BOC VEB 4E1
Tel: | =8EE = 275 = d6TE w6l = 419 = 2604

FART 1 - T BE COMPLETED BY EMPLOYEE ENCLOSE ALL ORIGINAL RECEIFTS
Company Mame & Address Member's Name Acldress
i Lask)
Group Number Member’s Identsty Number (First) Phome i
Patsent’s Name {Last) (First)
Dependent Mumber Drate of Birth
MY

CLAIM FOIR TRAVEL EXPENSES (Airfare, etc. = in the cose of nutomahile, please show mileage x 30¢%m. )

From To Amount Claimed

CLAIM FOR ACCOMMODATHIN EXPENSES (You must provide receipts for all sccommodation expemesp

Mame of Accommaodation Location i Days Amount Claimed

Tuotal Amount Claimed

FART I - REFERRAL (MEIMCAL SFECIALIST) TO BE COMFPLETED BY REFERREIMNG FHYSICIAN

Patsent's Mame Referred o Medical Specialist (** sec Part 3)
D,

Location Specialty:

Reason for Referral Referral Date Appointment Diate
VMY DAY

Attendant’Escort requined: ves O ne O

Reason{s) Attendant/Escont requined:

If there 15 more than 2 months betaeen the referral date and appomntment date please explam why:

Reason for referral outside Regional Services Area: Sorvioes not avanlable [n] To expedite services (n] Physscian Preference [m]
Oither Reason:

Relerming Physicman’s signature: Daie:

FART 3 - T BE OCOMPLETED BY THE MEDBCAL SPECIALIST specified in Part 2%+

I confirm that the above noted patient has attended the appoiniment as refermed.

Epecialist Physician signature: Daie:
- |
| understand that expenses payable under the WCB Act or by MEP of BC, ICBC or other sources are not eligible for resmbursement and [ certify
that the reimbursement [ am secking & reated to the medecal appomtment referred 1o above.

Member's sagnature: Dhadte:

See explanation of terms and conditions on back of form .

*Pailic Bl Cres"™, i ragtend Eaadi nas of PEC Health Berdits Secity, & an indipandent koanses of tha Canadion Asseriation of B Cris Mass. ‘puilrrnd e REWISED Mary 2014
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F. DENTAL BENEFITS

Normally, the dentist submits the claim for Dental Services directly to the Plan. This is
usually true even for dentists who require payment in advance from the member.
However, if for any reason claim forms are required, or if assistance is required in their
completion, please contact the Plan office.

NOTE: Remember that pre-authorization is required for Orthodontia, and
recommended for other major expenses, as outlined in the Plan booklet.

NOTE: If an employee has refused to authorize the use of his Social Insurance
Number for Plan administration, an alternative identification number will have been
issued. It is the member’s responsibility to ensure the dentist uses the correct
identification number when submitting claims.
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VIII. TAXATION

Tax Status of Plan Benefits

The premiums paid by the Plan on the members’ behalf for Group Life insurance
are a taxable benefit to the employee. The Plan office will notify you towards the
end of each year of the monthly taxable benefit for the coming year. This is to
allow your payroll system to accrue the taxable benefits for each employee for
each covered month, for reporting on the T4 you issue each year-end.

The Basic Medical (MSP-BC) premiums you pay on an employees’ behalf,
which are not a part of this Plan, are also a taxable benefit and should also be
included in the T4s.

STD benefits are also taxable income. Employees who receive STD Benefits in
a year will receive a T4A from BC Life for those payments at year-end. If the
employee later repays BC Life due to a successful WCB or third party (e.qg.
ICBC) claim, he or she will receive an adjustment letter for the repayment from
BC Life.

Calculation of Taxable Benefits

You may notice that rate of Taxable Benefit for a year is different from the cost of
Group Life Insurance in the breakdown of the monthly contribution rate.

This is because the Group Life Insurance portion of the monthly contribution is
an estimate of the expected future cost of life insurance, based on the plan’s
demographics and past claims experience.

As is common with large groups, the financial arrangements with the insurance
carrier are negotiated so that adjustments are made for actual experience. That
helps us keep overall costs as low as possible by essentially sharing the risk with
the insurance carrier.

In accordance with the tax regulations as they apply to this kind of plan, the
amount of taxable benefit is calculated by applying the actual costs per
employee for the most recent complete contract year to the benefit levels of the
coming year. This means that depending on the number of deaths in the past
year, the taxable benefit for the coming year can change significantly even
though there is little or no change in the monthly contribution rate.

54 |Page



