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"N BENEFIT REGISTRATION FORMS
"K e New Support Staff

Please find the following information regarding benefit coverage. All benefits are PRO RATED according to your
full time equivalency. (as stated in your contract of employment)

ALBERTA SCHOOL

EMPLOYEE BENEFIT PLAN

Life & Disability Is a condition of employment. All employees MUST participate

Extended Health Care Is a condition of employment, unless you have “Spousal Coverage”

Dental Care Is a condition of employment, unless you have “Spousal Coverage”
With this plan, you may wish to participate, even if you have “Spousal
Coverage”

Vision Care Is a condition of employment, unless you have “Spousal Coverage”

Health Spending Account All staff are eligible, registration must be completed to receive benefit

VOLUNTARY ACCIDENT | OPTIONAL. This plan is strictly for coverage of accidents.
INSURANCE PLAN
MANULIFE FINANCIAL OPTIONAL. Monthly payroll deductions. Any further information, please
contact payroll department directly.

LOCAL AUTHORITIES Is a condition of employment. All employees MUST participate, please
PENSION PLAN provide copies of birth certificate and if applicable: spouses birth certificate,
as well as marriage certificate.

EMPLOYEE ASSISTANCE | Is a condition of employment. Confidential counseling and information
PROGRAM service.

**Only for employees who have extended health care through ASEBP

Please ensure all personal information areas on Registration Forms have been completed. Forms must be received
in the payroll department within 30 days of commencement of employment. Any forms received after 30 days
will be sent in as “Late Applicants” and benefit coverage will be restricted by the provider. A handbook from
Alberta School Employee Benefit Plan is available, please read it at your convenience.

If spousal coverage is lost, please notify payroll immediately. If you have an address, direct deposit or dependant
change, PLEASE NOTIFY PAYROLL IMMEDIATELY.

Monthly pay will be direct deposited on the 27™ of each month. Hours allocated for the year will be divided equally
over twelve months to include July and August.

Please contact the payroll department with any further questions.

BOARD OF TRUSTEES ADMINISTRATION
Deanna Specht Donna Hogg Dr. Terry Pearson, Superintendent
Barbara Johnson Glenn Norby Randy Risto, Associate Superintendent: Instructional Admin.
Clint Neis Robert Reimer Arlene Dow, Associate Superintendent: Business Admin.
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Web sits: www.asebp.ab.cs

Employer's name: Participation no.:
Employes’s name: Gender: [] Male [] Female
Employee's mailing address: Employee no.:

Birth date:
Marital status: [] Single [J Single with dependents O Married Year Month Day
] Common-law spouse/partner Date of relationship: | l I l l I ,

Do you have provincial health care coverage? [] Yes [ No
Please check off which benefits you require:
Extended Disability Benefits, Life, and

Accidental Death & Dismemberment 1 For myself

Dental Care 1 For myself [ For myself and my dependentys)
Extended Health Care [J For myself [ For myself and my dependent(s)
Vision Care ] For myself [J For myself and my dependent(s)

. Relationship Birth dafe
Last name First name (spouse/partner, son, daughler) (YYYY/MM/DD)

inatior (Complete.only i Pouse/partner. or dependents haye coverage throu

Please check off which benefits you or your dependent(s) already have through another group plan:

Dental Care ] For myseif [ For my spouse/partner ] For my children
Extended Health Care 1 For myself [J For my spouse/partner {1 For my children
Vision Care [ For myself [ For my spouse/partner [ For my children

fit coverage i

I understand the plan of group insurance offered to me, but I decline to participate in (check the applicable category):
Extended Disability Benefits, Life, and

Accidental Death & Dismemberment [] Waived (declined)

Dental Care (] Waived (declined) [ Covered by spouse’s/pariner's plan
Extended Health Care [ Waived (declined) [ Covered by spouse's/partner’s plan
Vision Care ] Waived (declined) [] Covered by spouse’s/partner's plan

I agree that, if at a later date | wish to participate in the insurance hereby declined, | must submit, at my own expense, satisfactory
evidence of insurability for myself and my dependents for whom application for coverage is made. Such evidence of insurabifity will not
be required if my spouse’s/partner's coverage terminates and | apply for coverage under this group plan within 31 days of the
termination date.

I also recognize that if any benefits are declined, any future application for benefits may, in whole or in part, be rejected or restricted for
a period of time.

Date: Signature:

ASEBP 036 (05/2008) (Please turn over and complete reverse side) &
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I appoint the following beneficiary(ies) for my Life and Accidental Death & Dismemberment Insurance. This appointment supercedes
any previous appointments { may have made for these monies and | reserve the right to change the beneficiary(ies) named below.

Select one O To the person(s) listed below O Tomyestate
Relationship % payable
Last name First name (spouse/partner, Address

son, daughter) to each

TOTAL 100%

If any of the individuals (beneficiaries) listed above die before me, the amount payable to him/her shall be paid as follows.
Selectone ([ Equally to the persons listed above who survive me {3 To my estate
(3J To the persons listed below who survive me
Relationship % payable
Last name First name (spouse/pariner, Address to each

son, daughler)

TOTAL 100%

1 do hereby appoint as Trustee and authorize the Trustee to receive any amount due to

the beneficiary of mine under 18 years of age. The receipt of the Trustee shall be a good discharge to the payer(s) of such monies for
the amount paid. The Trustes is hereby authorized and directed to expend all or any portion of such amount and/or the income
therefrom solely for the maintenance or education of such beneficiary and to pay the remainder to that beneficiary upon he or she
reaching the age of 18 years.

Signature:

eclaration of consent and authorization

In order to administer your Alberta School Employee Benefit Plan (ASEBP) group benefit plans and to adjudicate your claims; ASEBP
will have to collect personal and expense reimbursement information (with supporting documentation) for you or any of your
dependents claiming benefits under these plans.

It may be necessary for ASEBP to disclose some or all personal information to its staff, any consultants hired by ASEBP and to your
employer for these purposes. Personal information disclosed to your employer is restricted to information necessary for administering
each group benefit plan you enrolled in.

On behalf of my dependents and myself, | consent to the collection, use and disclosure of personal information as described above or
provided on claims | submit. | may revoke my consent at any time and acknowledge that doing so may affect my eligibility to receive
group benefits. | understand why the information is required and am aware of the risks and benefits of consenting or refusing to
consent to ils disclosure.

l authorize my employer to regularly deduct from my pay, any contribution to be made by myself for these benefits. Should the
information provided change, | understand that it is my responsibility to advise my employer immediately.

I agree to the above and declare that my statements in this enrollment application are complete, accurate and true.

Date: Signature:

.Date of employment Date eligible for benefits Date benefits received

ASEBP 036 (05/2008)



s % HEALTH SPENDING ACCOUNT
S ENROLMENT

Edmonton, AB T6H 5P9
Fax: 780-438-5304

Web site: www.asebp.ab.ca

if you have any questions regarding the collection, use and disclosure of your personal information, please refer to our website at
www.asebp.ab.ca or contact our Privacy Officer at 780-438-4545,

Employee information (Please print)

Name: ASEBP ID #:
Mailing address:
Postal code: Phone no.: (____) Birth date

’ ‘YYYYI ’MM’DD

| |1 |

School Jurisdiction/Employer name:

Direct Deposit

Most chartered banks, trust companies, credit unions and treasury branches participate in direct deposit. Direct deposit will be used for
all payments made to you for claims submitted for your Health Spending Account (HSA) and Alberta School Employee Benefit Plan
(ASEBP) group benefit plans (Extended Health Care, Dental Care, and Vision Care, depending on your coverage). It ensures:

» faster and safer service than mailing a cheque to you

e protection from delays during postal disruptions

¢ automatic deposits to your bank account if you are away from home

Please select an account below to ensure that payment will be made into your preferred account.
Please depositinto: (O Chequing account (Please attach a cheque marked “VOID”)

O Non-chequing account (Please attach bank account information obtained from your financial institution)

Consent for the collection, use and disclosure of personal information

In order to administer your Health Spending Account {more formally described in the Income Tax Act of Canada as a Health Care
Spending Account), you, and your employer will have to disclose personal information to the Alberta School Employee Benefit Plan
(ASEBP). ASEBP will have to collect the above personal information and expense reimbursement information for you or any of your
dependents claiming benefits under this plan.

This information is necessary to administer your Health Spending Account (HSA); to properly adjudicate your requests for
reimbursement under your HSA; and to set up direct deposit service with your financial institution to deposit payments from ASEBP
to you into your bank account.

It may be necessary for ASEBP to disclose some or all personal information to its staff, any consultants hired by ASEBP and to your
employer for these purposes. Information disclosed to your employer is provided in aggregate form only.

I represent to ASEBP that | have been authorized by all dependents for whom coverage is applied for through me to consent on
their behalf to the collection, use and disclosure of their personal information for the above purposes within provisions of the
relevant privacy legislation.

[ understand that if | do not provide ASEBP with my banking information, | will not be able to receive HSA payments until ASEBP
receives my banking information.

| agree to the above and declare that my statements in this Enrolment application are complete, accurate and true.

Employee’s signature: Date:
Please mail the completed form to: Alberta School Employee Benefit Plan

Suite 700 Weber Centre

5555 Calgary Trail

Edmonton AB T6H 5P9

ASEBP 085 (06/2008)






