This document is available in alternate format upon request.

MANITOBA

BLUE CROSS® Notice of Change Form

Certificate Number

Member's Name

Group Name Roll Number Employee Number

Employer Name

Member: Please complete the appropriate sections(s) and return to your Plan Administrator.

1 Change of Mailing Address

Effective Date

DD MM YYYY
Mailing Address - Stree/Box Number

City, Town and Province Postal Code

Date of Termination

DD MM YYYY
Reason

3 Change of Name (if due to marriage, section 4 must be completed)

From

Name in Full

To

Name in Full

4 Addition of Spouse and/or Dependent

Name in Full

Relationship to Member: (Please Check)
[ ILegal Spouse
[ ]Common-Law Spouse

|:|Child
[ ]Common-Law Child
|:|Other
Gender Male Female Date of Birth

DD MM YYYY
Date of Marriage/Cohabitation

DD MM YYYY

MBC - 022020



5 Deletion of Spouse and/ or Dependent (s)

Name in Full

Date

Reason

DD MM YYYY

6 Co Ordination of Benefits

| and / or my dependents have coverage through another Insurance Plan

| and / or my dependents lost coverage through another Insurance Plan

Cancellation Date

DD MM YYYY

Benefits Covered (Please Complete for either checked above)
Ambulance Dental Prescription Drugs
Vision Health HSA Hospital

Name of Insured
Name of Insurance Company

7 - Others Changes (Specify)

| certify the above information is true and correct and that all participants are eligible
for coverage as per the group agreement. | understand it is my responsibility to
notify Manitoba Blue Cross immediately if a participant no longer meets the criteria
to remain on my plan. | have read and understand the authorization & consent and
agree to the conditions of the group agreement between my employer and Manitoba

Blue Cross.

Date

Members Signature

DD MM YYYY

Date

Plan Administrators Signature
DD MM YYYY




Authorization & Consent

| understand that the personal information provided herein as well as any other
personal information currently held or collected in the future by Manitoba Blue Cross
may be collected, used, or disclosed to administer the terms of the group policy of
which | am an eligible member, to develop and recommend suitable products and
services to me, and to manage the company’s business.

Depending on the type of coverage | carry, limited personal information may be
collected from and/or released to a third party. These third parties include other Blue
Cross Plans, health care professionals or institutions, health and life insurers,
government and regulatory authorities, and other third parties when required to
administer the benefits outlined in my policy or the group policy of which | am an
eligible member. | understand that Manitoba Blue Cross may retain service providers
inside and outside of Canada to assist them in their business and further understand
that my personal information may be subject to disclosure to law enforcement and
other authorities, where required by law, both inside and outside of Canada, when
such information is in the possession of Manitoba Blue Cross or one of its authorized
service providers.

| understand that | have provided my consent for Manitoba Blue Cross to collect, use
and disclose my personal information as outlined in the Manitoba Blue Cross Privacy
Code. | understand that | may revoke my consent at any time; however, if consent is
withheld or revoked, the coverage may be denied or rescinded.

| understand why my personal information is needed and am aware of the risks and
benefits of consenting or refusing to consent to its disclosure. For additional information
regarding Manitoba Blue Cross’s privacy policies or for questions as to the collection,
use or disclosure of my personal information, | can contact Manitoba Blue Cross at
204.775.0151 or 1.800.873.2583 or mb.bluecross.ca.

| authorize Manitoba Blue Cross to collect, use and disclose my personal information as
described above.

®*The Blue Cross symbol and name, Colour of Caring and mybluecross are registered
marks of the Canadian Association of Blue Cross Plans, independently licensed by
Manitoba Blue Cross. 1Blue Shield is a registered trade-mark of the Blue Cross Blue

Shield Association. 2021-1208
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