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THIS PAGE MUST BE DELIVERED TO THE PROPOSED INSURED AND THE OWNER
Thank you for applying for insurance with Transamerica Life Canada, herein referred to as “Transamerica”.

Before submitting this application to Transamerica, please ensure that you have carefully read each of the notices on this page,
and indparticular each of the pages that require your signature. On receipt of this application, Transamerica will assess the e\igibi\ig/ of eac
Proposed Insured for the insurance requested. Transamerica assesses each Proposed Insured primarily on the basis of the information that is provided in this appli-
cation, or any other written statement that may be submitted in connection with this application. Factors which Transamerica will consider when underwriting an
application for insurance include, but are not limited to, information concerning the Proposed Insureds’ medical history, physical condition, occupation or avoca-
fion, lifestyle and financial situation. Once Transomerica has defermined the degree of risk that the Proposed Insured represents, Transamerica will determine if the
insurance applied for can be issued. For information regarding any compensation plan that may affect the proposed insurance, you may call the Canadian Life
and Health Insurance Compensation Corporation (COMPCORP) at 1-800-268-8099, or write fo them at 1 Queen Street East, Suite 1700, Toronto, Ontario,
M5C 2X9. We appreciate the confidence you have shown in Transamerica by applying for insurance with us. Should you ever have any questions about your
policy, please do not hesitate to confact your Transamerica Advisor or our Life Client Service Department. Our mailing address is: Transamerica Life Canada,
300 Consilium Place, Toronto, Ontario, MTH 3G2.

NOTICES

NOTICE REGARDING THE MEDICAL INFORMATION BUREAU (MIB)

Information regarding your insurability will be treated as confidential. Transamerica and/or its reinsurers may make a brief report to the Medical Information Board ("MIB”).
The MIB is a non-profit membership organization of life insurance companies, which operates an information exchange on behalf of its members. The purpose of the MIB is
fo ensure the ctvoiEJbi\it\/ and accuracy of facts relevant to an applicant’s insurability. This is essential for ensuring that insurance costs are kept as low as possible. Information
held by the MIB does not reveal whether applications for insurance are accepted, rated or declined.

Transamerica and/or its reinsurers will collect information from the MIB in connection with this application. If you apply to another MIB member company for life or health
insurance coverage, or a claim for benefits is submitted to such a company, the MIB, upon request, will provide the company with the information in its file.

You can write fo the MIB fo request access to any of your personal information it may have in its file and to correct any inaccuracies. The address for its information office is:
Medical Information Bureau, 330 University Avenue, Toronto, Ontario, M5G 1R7. Telephone 416-597-0590.

For the purposes described above, Transamerica and/or its reinsurers may also disclose information in its file directly to other life insurance companies, or their reinsurers, to
whom you may apply for life or health insurance, or to whom a claim for benefits may be submitied.

NOTICE REGARDING INVESTIGATIVE CONSUMER REPORTS AND COLLECTION
In connection with this application, an investigative consumer report or credit report may be obtained from an investigative or consumer reporting agency and/or
credit bureau. We collect information for this report through personal inferviews with your neighbours, colleagues, friends or others with whom you are acquainted.
Personal information collected may include information about your character, general reputafion, personal c%qroc‘rerisﬁcs, finances, credit onohifesty\e A firm
representative who is employed to make such reports may confact you in person or by felephone in connection with this investigation. The information collected in
the investigative report obtained by Transamerica is used for the purpose of evaluating risks for life and health insurance in connection with this application. If you
would like more defails about the nature of this report, you may write to: Life Client Services Department, Transamerica Life Canada, 300 Consilium Place,
Toronto, Ontario, MTH 3G2.

NOTICE REGARDING COLLECTION, USE AND DISCLOSURE OF PERSONAL INFORMATION
Transamerica collects, uses and discloses your personal information as described in the Notices regarding the Medical Information Bureau and Investigative Consumer
Reports and the Personal Information Authorization section of this application. In addition, we collect personal information about you from this application and any sup-
plementary forms and questionnaires, as more particularly described in the above Nofices, and from the following sources:

e Physicians and other medical and health care practitioners and providers

e Hospitals, clinics and other medical facilities

e The Medical Information Bureau and other insurers and reinsurers

e |nvestigation, consumer and credit reporting agencies

® Motor vehicle and driver record authorifies in any relevant jurisdictions

e Transamerica’s advisors and agents, including from the Advisor's Report section of your application
e Transamerica’s affiliates

The information collected from the above sources is used for the following purposes:

e Fvaluating, assessing and investigating this application, our insurance risks and any claims you submit.

e Evaluating your insurance and financial needs.

e Administering and servicing the insurance and/or financial products we provide.

e If you provi&ge your Social Insurance Number, it will be usedpfor income reporting purposes.

Your personal information may be shared with the entities and persons identified above for the purposes of obtaining the information required, and it may otherwise
be shared with or disclosed to Transamerica’s managing general agencies, disfributors, market infermediaries, and your advisor of record for purposes iJenﬁfied
above. Your banking information may be disclosed to the financial insfitution(s) processing your pre-authorized debit authorization and direction. If necessary, your
personal information may also be shared with your beneficiaries in relation to a claim.

From time to time Transamerica may use your personal information to determine which other insurance and financial products
and services may meet your needs and to offer them to you. Transamerica may also disclose your personal information to its
affiliated companies for their own use for such purposes. However, Transamerica will not disc?:)se your health information to
its affiliates for such purposes.

By signing and submitting this application on your own behalf and/or on behalf of any minor, you give your consent to the
collection, use and disclosure of your and/or the minor’s personal information as described above and elsewhere in this
application, including the Notices regarding the Medical Information Bureau and Investigative Consumer Reports and the
Personal Information Authorization section of this application.

Upon receiving your application, Transamerica will establish and maintain a file containing your personal information, which will be accessible at Transamerica’s
Head Office. Your file will only be accessible to employees and authorized representatives of Transamerica responsible for administering your file, and other
persons authorized by you or ﬁy law. Subject fo exceptions set out in applicable legislation, you may access your file and request corrections to your personal
information by sending a written request to: Privacy Officer, Transamerica Life Canada, 300 Consilium Place, Toronto, Ontario, MTH 3G2. Your personal
information will be coﬁeded, used, disclosed, shared and treated as described herein, or as otherwise described at or before the time of collection, use or
disclosure, or as otherwise permitted by law.

DISCLOSURE BY TRANSAMERICA ADVISOR FOR BRITISH COLUMBIA
The insurance product you are being offered is supplied by Transamerica, a company licensed to conduct business in all provinces and territories of Canada. The
advisor/distributor soliciting this insurance application is a licensed insurance advisor representing Transamerica and will receive compensation from Transamerica
on the completion of this transaction. You are not obligated to transact any other business with Transamerica, the advisor/distributor or any other person or entity
as a condifion of this application.



Critical ADVANTAGE™ Plan applied for: U Single Plan 1 Spousal Plan (or 2 adults) U Family Plan (1 or 2 adults and children)

Please print in block lefters

Please print in block lefters

PROPOSED INSURED 1
1. O M O Mrs. A Ms. L Miss 1 Other

Last Name

First Name Middle Initial
2. Genderr UM F  Date of Birth: / /

SIN: . _— = _ _ [(optional)

Place of Birth:
Marital Status: . Married
U Separated

Former/Maiden Name:

Height: _ ft/cm Weight: ~ Ibs/kgs
Have you used tobacco in any form, a smoking cessation product, or
marijuana in the last 12 monthse W No U Yes

U Single U Common law
U Widowed U Divorced

3. | understand the language in which this application is written
OYes WNo

If no, have the details of this application been fully explained to you in
your preferred language and are they completely undersfood?

QYes WNo

4. o) What is your Canadian statuse 1 Canadian Citizen

U Landed Immigrant 1 Contract Worker (provide copy of permit]
U Other If other, give details of current status
b) Are you residing in Canada? U No U Yes

How long:

5. Current Address [No. and Street, City, Province, Postal Code)

Previous Address:

Number of years:

Home Telephone: | )

Business Telephone: | )

PROPOSED INSURED 2
6. L M. O Mrs. L Ms. L Miss [ Other

Last Name

First Name Middle Initial
7. Genderr UM QF  Date of Birth: / /

SIN: - - __ (optional)

Place of Birth:

Marital Status:ld Married U Single U Common law

Q Separated O Widowed U Divorced

Former/Maiden Name:

Height: ft/cm Weight: _ lbs/kgs
Have you used tobacco in any form, a smoking cessation product, or
marijuana in the last 12 months2 W No U Yes

8. | understand the language in which this application is written
dvYes WNo

If no, have the details of this application been fully explained fo you in
your preferred language and are they completely understood?

OvYes WNo

9. a) What is your Canadian statuse [ Canadian Citizen

U Landed Immigrant 1 Contract Worker (provide copy of permit]
Q Other If other, give details of current status
b) Are you residing in Canadae ' No U Yes

How long:

10. Current Address (No. and Street, City, Province, Postal Code)

Previous Address:

Number of years:

Home Telephone: | )

Business Telephone: | )
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eL I F E C A N A D A

11. CHILDREN TO BE INSURED (For additional children, complete another application.)

Provide the names of all children to be insured:

GENDER DATE OF BIRTH RELATIONSHIP TO
FIRST NAME LAST NAME M/F DD / MM / YYYY PROPOSED INSURED(S)

aQd

B Q4
C Q4
D a4
12. OWNER

Note: The policy ownership includes the coverages on all Life Insured(s). The owner must be at least 16 years of age (at least 18 years of age in Province of Quebec).

The owner will be:
3 All of the Adult Proposed Insureds as joint fenants with rights of survivorship (does not apply to Quebec residents)

A All of the Adult Proposed Life Insureds as tenants in common.
3 Insured 1 only QO Insured 2 only

(Please specify below. Note: The Owner must be at least 16 years of age and at least 18 years of age in the Province of Quebec.)

Last Name First Name Middle Initial

legal Corporate Name Corporation Registration Number:

Current Address (No. and Street, City, Province, Postal Code)

Owner's S.I.N.: - - L Relationship to Proposed Insured|(s):

- (optional)
Home Phone Number | ) Business Phone Number | )

Does the Proposed Owner(s) have a permanent Canadian residencee L YES L1 NO
If no, please provide details:

Billing Address (Complete only if other than Owner’s address as shown above] (No. and Street, City, Province, Postal Code)

What language do you prefer related documents be ine (1 ENGLISH L FRENCH

13. PAYMENT DETAILS

Amount paid with this application: $

Mode of Premium Payment/Deposit: L Annual Direct Pre-Authorized Debit (PA.D.) Preferred date of withdrawal (days 1

-28 only)

U Monthly PA.D.* I *Complete authorization

U Quarterly PAD.*
ALL CHEQUES MUST BE MADE PAYABLE TO TRANSAMERICA LIFE CANADA

for P.A.D. on page 6.




APPLICATION NO.

DECLARATION OF HEALTH

If any Proposed Insured (adult or child) answers yes to any part of section A, B, C
or D, coverage will not be approved or issued for that Proposed Insured.

Section A

Have you ever been diagnosed with, had any known indication of, had a positive
fest for, consulted a physician about, suffered from, received medication, medical
advice, treatment or care for:

Acquired Immunodeficiency Syndrome [AIDS), a positive Human Immuno
Deficiency Virus (HIV) test or AIDS-related disease? ...,

Alcohol or drug abuse within the past 5 years? ...,
Alzheimer's disease or Parkinson’s Disease®........cccovveviiiiee i
Amyotrophic Lateral Sclerosis (Lou Gehrig's Disease/ALS), Motor Neuron Disease?

Autism, Cerebral Palsy, Muscular Dystrophy, Down’s Syndrome, developmental
or mental refardation, or any other congenital or neurological disorder?.........

Cancer, tumour, or other malignancy, leukemia, Hodgkin's Disease? ..............
Cystic FIDIOSIS? ..o
DIABEIESS ..

Heart disease, including heart atfack, angina, valvular surgery or disease,
coronary bypass surgery or angioplasty, congenital heart disorder? ...............

Hemophilia® ...
Hepatitis C or Chronic Hepatitis B or Hepatitis B carrier sfafe@......................
Huntington's CROrea?. ..........ooioiiiiii e
Kidney disease other than kidney sfones................cocoocoooiiii
Multiple SClerosis? ..o
Permanent Paralysis®. ..o
Organ ansplant? ...
Stroke, Aneurysm or Transient Ischemic Attack (TIAJ2 ...,
Systemic Lupus Erythematosus (SLEJS ...

Section B

Is your weight greater than the maximum weight listed in the chart below? (ages 18 and up) Adult Proposed Insured 1
Adult Proposed Insured 2 U Yes [ No

Adult Proposed
Insured

Child Proposed
Insured

B C

Y

N

[ iy A Ny Wy Wy Wy

Y

Y I Iy I B Iy Iy Wy Wy

N

ooy oUJUuo Uouod

—<

I Iy A Ny Wy Wy Wy

I Iy I B Iy By Wy Iy

Y N |[Y N

—<

ooy oUJUuo Uouod
I iy A Ny Wy Wy Wy
[ Iy I A Iy By Wy Wy
ooy oUJUuo Uouod
I Iy A Ny Wy Wy Wy

Z

I I Iy I B Iy Iy Wy Wy O

QvYes WNo

. Weight . Weight

150 Male Female ety Male Female
Feet Lbs Lbs Centimeters Kg Kg
410" 188 173 150 89 80
4" 11" 193 177 152 Q0 82
50" 198 182 154 Q1 84
51" 203 187 156 Q2 86
52" 208 192 158 Q4 87
53" 213 198 160 Q6 89
5 4" 219 203 162 98 Q1
55" 226 208 164 101 Q3
56" 231 213 166 102 Q5
57" 238 219 168 105 Q7
58" 244 224 170 107 Q9
59" 250 229 172 109 101
510" 258 237 174 111 103
511" 264 245 176 114 105
6 0" 271 254 178 117 108
61" 277 263 180 119 111
6 2" 285 274 182 121 114
6 3" 292 283 184 124 117
6 4" 302 204 186 126 121
6 5" 310 303 188 130 125
6 6" 320 314 190 131 129




APPLICATION NoO.

Are any Proposed Insured(s) adopted? If yes, please indicate name of insured(s)
If family history is unknown, please respond to Section C
and Section D as not to be interpreted as not applicable.

Section C

Have 2 or more immediate family members (natural parents, brothers, sisters)
been diagnosed with cancer prior to age 602....................oooci

Have 2 or more immediate family members been diagnosed with cardiovascular
disease (heart affack, angina, stroke| prior to age 602......................o......

Have 2 or more immediate family members been diagnosed with Multiple
Sclerosis prior 1o age 02 ..ot

Section D

Have 1 or more of your immediate family members (natural parents, sisters, brothers|
been diagnosed with any one of the following diseases prior to age 60:

e Amyotrophic Lateral Sclerosis (lou Gehrig’s Disease/ALS)2 ...

AlZheimer's DISEASE2 ....ooo e

Hunfington's Chorea? ..o

Parkinson’s DISEOSE2 ... ...

Polycystic Kidney disease? ..o

To the best of your knowledge and understanding, is there any person

named in the application who during the last 2 years has:

a) had an abnormal result of any of the following: Electrocardiogram (EKG,
stress electrocardiogram, echocardiogram, mammogram, Prostate Specific
Antigen (PSA), sigmoidoscopy or colonoscopy, biopsy@ ............................

b) had an abnormal result of any of the following: Xray, Computerized Axial
Tomography (CT Scan) scan or Magnetic Resonance Imaging (MRI) (other
than for the common cold, osteoarthritis, fractures or injuries|........................

c) had elevated blood pressure or cholesterol, which has not been controlled
with medical freatmente ... ..

d) had any unexplained anemia, unexplained blood loss or unexplained

weight loss of more than 10 Ibs./4.5 kg2 ...,

Adult Proposed

Child Proposed

Insured Insured
A B C
Y N |Y N Y N |Y N |Y N [Y N
g aga g aaga ao/ag aa a
g aga g aaga ao/ag aa a
g aga g aaga ao/ag aa a
a aa o aag ao/ag aa a
a aoga aa aa aoa aa a
g agaga aa aag aoa/ag aaa a
g aga g aaga ao/ag aa a
a aa o aag ao/ag aa a
a aoga aa aa aoa aa a
a aa o aag ao/ag aa a
a aa o aag ao/ag aa a
a aa o aag ao/ag aa a

Please provide the name and address of your usual medical advisor:

NAME OF PROPOSED INSURED

O 0O ® > N

NAME OF PERSONAL PHYSICIAN

ADDRESS OF PERSONAL PHYSICIAN




APPLICATION NoO.

DECLARATION

|/We have read all of the questions and answers in this application and |/we understand the meaning and importance of them.

THE STATEMENTS AND ANSWERS GIVEN IN THIS APPLICATION ARE TRUE, COMPLETE, AND CORRECTLY RECORDED TO THE BEST OF
MY/OUR KNOWLEDGE AND BELIEF.

ACKNOWLEDGMENT AND AGREEMENT
|/We acknowledge and agree that:

1. This application consists of pages i and 1 =5, any supplement fo it (if applicable) and any other written statements submitted in connection with this application.
Together all of this information will form the basis for any policy issued.

2. No information acquired by any representative of Transamerica will be binding on Transamerica unless set out in writing in this application.
3. Any policy issued on this application will not take effect unless all of the following conditions are satisfied:
a) the full amount of the first premium is received by Transamerica during the lifefime of all persons proposed to be insured under the policy;
b) the policy is delivered to the Owner during the lifetime of all persons to be insured under the policy;
c) all statements and answers given in this application continue fo be true and complete on the date of delivery of the policy; and
d) no change has taken place in the insurability of any person proposed to be insured between the time this application is completed and the time the policy is
delivered to the Owner.

4. Only the President together with a Vice-President, Secretary or Treasurer of Transamerica has the authority to bind Transamerica or to make any change in this
application or any policy issued. Transamerica will not be bound by any promise or representation made by any other person. No broker or agent is authorized
fo waive, amend or modify any of the terms or provisions in this application or any policy issued.

5. If the answer to any questions in this application is misstated, including the Tobacco/Nicotine Use Question (part of Question 2)
or if any other material misrepresentation or fraudulent statement is made in this application, any policy issued as a result
may be rendered void on the grounds of material or fraudulent misrepresentation.

. All premium payments, must be made payable o Transamerica Life Canada.
7. 1/We have received and fully understand the contents of the Disclosure by Transamerica Advisor for British Columbia.

PERSONAL INFORMATION AUTHORIZATION AND DIRECTION
For the purposes of risk assessment, investigation and loss analysis, |/we authorize and direct any physician, medical practitioner, hospital, clinic or other medical or
medically-related facility, insurance company, the Medical Information Bureau or any other organization, institution, association or person identified in the Notices
that now has or may in future have any records or knowledge concerning me,/us or my,/our health to disclose to Transamerica, its authorized representatives and ifs
reinsurers, upon the request of Transamerica, any such information that is deemed fo be material by Transamerica for the purposes identified in the Notices.

(o)

A photocopy of this authorization shall be as valid as the original.

|/We have read and fully understand the contents of the Notices regarding the Medical Information Bureau, Investigative Consumer Reports and Collection, Use
and Disclosure of Personal Information (collectively, the “Notices”) and acknowledge and consent to the collection, use and disclosure of my,/our personal informo-
fion by Transamerica and ifs affiliates for the purposes identified in those Notices.

The consent you provided in the Notice Regarding Collection, Use and Disclosure of Personal Information relating to the use of
your personal information to provide you with details about other insurance and financial services and products is optional.

If you do not wish your personal information to be used for this optional purpose, check here U or you can write to us at:
Transamerica Life Canada, 300 Consilium Place, Toronto, Ontario, M1H 3G2, Attention: Privacy Officer.

Signatures:

Signed af Date / /

v 4

Signature of Proposed Insured Signature of Proposed Insured
v v

Signature of legal Guordionéif Proposed insured is o minor) Signature of Owner

[under 16 years of age or under 18 years of age in the Province of Quebec)

v

Signature of Witness/Advisor




APPLICATION NoO.

Transamerica Life Canada AUTHORIZATION FOR PRE-AUTHORIZED DEBIT (P.A.D.)

I/We hereby authorize and direct Transamerica life Canada (Transamerical) to debit the account at the financial institution which is identified
on the attached voided specimen cheque (P.A.D. Account) in the amount and frequency indicated below for the purpose of making premium payments
fo the policies listed below, and any policy that may be issued pursuant to the applicable application (the “Policy”) Fo”ecﬁveh/ the “Policies”), except
that |/we authorize and direct Transamerica fo increase the debit amount when required to maintain the Policies in force, including for renewal an
conversion premiums, which may increase in accordance with the provisions of the Policies. |/VWe acknowledge and agree that the premiums/cost of
insurance including any opp|ico¥>|e increases for the Policies are expressly stated in the contract for the Policies and therefore |/we require no further
nofification from Transamerica of corresponding P.A.D. increases. l))\/\/e request that Transamerica apply the PA.D. amount first to ensure that all such
Policies remain in force and then to each of the Policies equally, unless |/we provide other instruction. /VWe warrantee that all required signatures for
the authorization of debits fo the P.A.D. Account are present in this Authorization. |/VWe further authorize such financial institution and any of its
branches to deal with these debits as if authorized by me/us. |/We also understand and agree to all of the ferms and conditions printed on the
reverse side of this form. | hereby direct Transamerica to:

() Establish a new PA.D. Account [ Change existing PA.D. Account information [ Add the policies shown below to an existing PA.D. Account
(Identify policy number or P.A.D. multiple account number.)

Policy Number(s) to Which This Request Applies:

Application for Insurance: Nome of Life 1: Name of life 2:
Account Type: 1 Personal Chequing (1 Chequing/Savings U Current
Date: / /

Signature(s) of Payor(s) Name(s) of Payorls) Signature of Policy owner(s), if other than Payor(s)

v v
v v

NOTE: A VOIDED SPECIMEN CHEQUE MUST BE ATTACHED HERETO FOR THIS AUTHORIZATION TO BE EFFECTIVE

TERMS AND CONDITIONS OF PARTICIPATION IN THE PRE-AUTHORIZED DEBIT (P.A.D.)
Effective Date
I/We understand and agree that the Authorization on the reverse side of this form will not take effect unless a voided specimen cheque has been provided with the
Authorization. This cheque must identify the financial institution, branch and the account number specified as the PA.D. (PA.D. Account). Provided that the above condition
is safisfied, the Authorization will take effect for the Policies identified in the Authorization, on the latest of the following dates:
i| the date the Authorization is received by the Head Office of Transamerica Life Canada (Transamerical;
i) the date the full amount of the first premium for the Policy is received by Transamerica’s Head Office; and
iii) the date when the Policy applied for is first placed in full force and effect by Transamerica.
General
I/We also understand and agree io all of the following ferms and conditions:
a) I/We certify that the information provided with respect to the P.A.D. Account is accurate. |/VWe will provide Transamerica with a new voided specimen cheque, if the
PA.D. Account is changed.
b) The amount drawn on the P.A.D. Account shall be a fotal of all amounts required to pay the applicable premium payments for all Policies identified on the reverse and
the Policy.
c) The Authorization shall apply to all Policies listed on the reverse and the Policy, including any renewal, conversion or increase in cost of insurance specified in the contract.
d) The Authorization and all its terms and conditions are subject to all of the terms and provisions of the applicable Policies.
el If Transamerica has not received a premium payment within the time required, for example, your PA.D. is not honoured, or for any other reason, then the Policy will
lapse and become null and void, unless it is otherwise provided in the Policy.
f) 1/We consent to disclosure of any personal information that may be contained on this Authorization to Transamerica’s designated financial institution to the extent
necessary for the purposes described in the Authorization and these Terms and Conditions.
Termination
The Authorization will be terminated only on the earliest of the following dates:
a) either |/we or Transamerica providels) written notice to the other to that effect;
b) a PA.D. is not honoured by your financial insfitution when presented by Transamerica, in accordance with Transamerica’s then current administrative procedures; and
c) all of the Policies to which the Authorization applies are no longer in full force and effect.
The revocation of the Authorization does not affect your rights under the Policies.

I/We further understand and agree that (a) if the Authorization is terminated, a direct modal premium shall become payable for all Policies to which the
Authorization applies; and (b) the amount and frequency of the premium payable under the Policies will be specified in the pages entitled “POLCY DATA"/"Schedule of
Benefits and Premiums” affached to the Policy and may, in some cases, be more than the premium payable under @ PA.D. plan.
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ADVISOR’S REPORT

1. What is your relationship to the Proposed Insured(s|e ... ... ... ... ... ..

2. Can each Proposed Insured read, speak and understand . ... U English [ French Q) English ( French
If No, have you fully explained the defails of the Application
fo each Proposed Insured and are you safisfied that the
application is fully understood?
If No, clarify below: .. ... ... J Yes U No ] Yes U No

Advisor’s Notes:
Do you have any knowledge of each Proposed Insured’s personal habits, health, avocations, finances or reputation that might affect our decision fo
approve coverage? If so, please give details below.

Advisor's e-mail address

I/We hereby declare that the stafements and answers ?iven in this onhcoﬁon are frue, complete and correctg recorded to the best of my/our
knowledge and belief, and that |/we am/are not aware of additional information material to the Proposed Insured(s| except as stated above in
the Advisor's Nofes secfion on this page.

Signed af on / /
Signature of Transamerica Advisor Name of Transamerica Advisor
Signature of Transamerica Advisor Name of Transamerica Advisor

v

TO BE COMPLETED BY DISTRIBUTOR
The individual who wrote this application must be listed below as either Advisor 1, 2 or the Writing Advisor and MUST have his/her own SA code.

Distributor Staff Distributor Name

Distributor Email: Distributor Office Code:

Advisor 1: SA Code: Share %

Advisor 2: SA Code: Share %
SA Code:

Writing Advisor
(if other than
Advisor 1 or 2)

NOTE: PLEASE COMPLETE WHEN PARTNERSHIP, BUSINESS
OR FAMILY APPLICATIONS ARE BEING SUBMITTED.
d Group PAYMENT SUBMITTED WITH THIS APPLICATION
With

(Last Name) (Given name)

(Last Name) (Given name)
All cheques must be made payable to Transamerica Life Canada (no post dated cheques).

7



C A N A D A

300 Consilium Place
Toronto, Ontario M1H 3G2
www.transamerica.ca

®Transamerica and the pyramid design are registered trademarks of Transamerica Corporation.
Transamerica Life Canada is licensed to use such marks.
Critical ADVANTAGE is a trademark of AEGON Canada Inc. Transamerica Life Canada is licensed to use such mark.
Best Doctors and the Star-in-Cross logo are trademarks or registered trademarks of Best Doctors, Inc. in the United States and/or
other countries, and are used under license.
AEGON and the AEGON logo are registered trademarks of AEGON nv. Transamerica Life Canada and AEGON Canada Inc. are licensed
to use such marks.
Any policy issued on this application will be issued solely by Transamerica Life Canada. Best Doctors is a service provider to
Transamerica Life Canada. Best Doctors is not an insurance company, involved in the issuance of any policies on this application, or an
agent or broker for Transamerica Life Canada.

= Tg@lgSAMERICA

A member of the ‘EGON@, Group
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