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Complete and send this form to Human Resources-Group Benefits:
Fax: #35609 (External: 905-381-5609) or E-mail: benefit-records@stjoes.ca
This form must be provided every school year from age 21 to age 25 (School year = September 1 to August 31)
1. General Information:
2. Full-time Student
Children over the age as specified in your Benefit Booklet are eligible for coverage provided they are enrolled at an accredited school/college/university as a full-time student. Coverage will be extended up to August 31st of the next school year, the upper limit of the dependent definition age, or until coverage is terminated. 
Documentation from the school/college/university confirming full time attendance must be attached
3. Termination of Over-age Student Coverage:
4. Plan Member/Employee Signature:
I hereby apply for coverage (“Coverage”) under the Group Benefits plan issued to St. Joseph's Healthcare Hamilton by Manulife Financial (“Manulife”). I understand that certain aspects of such Coverage may extend to my spouse and eligible dependents (collectively, “Dependents”). I certify that the information in this form is true and complete to the best of my knowledge. I understand that as the applicant, it is my responsibility to ensure that any future verbal or written statement provided by me, and/or my Dependents, in the future is true and complete to the best of our knowledge. I acknowledge and agree that this coverage or any portion of this Coverage, and future claims thereunder may be denied or terminated as a result of the provision of false, incomplete, or misleading information. I authorize St. Joseph's Healthcare Hamilton and Manulife to collect, use, maintain and disclose personal information relevant to this application (“information”) for the purposes of Group Benefits plan administration, audit, assessment, investigation, claim management, underwriting and for determining plan eligibility (“Purposes”). I authorize any person or organization with information, including any medical and health professionals, facilities or providers, professional regulatory bodies, any employer, group plan administrator, insurer, investigative agency, and any administrators of other benefits programs to collect, use, maintain and exchange this information with each other and with Manulife, its reinsurers and/or its service providers, for the Purposes. I am authorized by my Dependents to consent to this Authorization, on their behalf as if they were signing it themselves, and to disclose and receive their information, for the Purposes. I agree a photocopy or electronic version of this authorization is valid.
Check the Sent Mail Folder in your E-mail to verify this request was sent
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