Il Manulife

Group Benefits

Request for Approval of Brand-Name Drug

The prescribed drug you are applying for as an exception is covered up to the lowest cost interchangeable price. If this exception is approved you will receive reimbursement
up to the reasonable and customary price for the product dispensed.

The cost of the prescribed drug will only be considered under this plan provided the prescribing physician indicates that the lowest cost interchangeable drug cannot be

tolerated or is ineffective for the patient.

To apply for an exception, please complete Sections 1 and 3 and have your physician complete Section 2.

1. General
Information

You can obtain
your plan number
and your certificate
number from your
ID card.

Plan contract number: Plan member certificate number:

Plan sponsor:

Plan member name (first, middle initial, last):

Date of birth (dd/mmm/yyyy): Daytime phone number: ( )

Address (number, street, apartment):

City: Province: Postal code:

Patient’s name (first, middle initial, last):

Date of birth (dd/mmm/yyyy): Relationship to insured:
DIN (Drug Identification Number):

2. Physician’s statement

To be completed
by physician

Please note: Any charges for the completion of this form are the plan member’s responsibility.

Drug prescribed (chemical name, dosage form, strength):

In order for the cost of the prescribed drug to be considered under this policy, you must select the applicable medical reason
below indicating why the lowest cost interchangeable drug cannot be tolerated or is ineffective for this patient.

QO Adverse reaction QO Therapeutic failure

Physician’s name (first, middle initial, last):

Physician’s telephone number:  Physician’s address (number, street, suite):

( )
City: Province: Postal Code:
Physician’s signature : Date signed (dd/mmm/yyyy):

3. Authorization I confirm:

and consent

Continued on the next page.

That the information in this form, and any further verbal or written statement provided by me to Manulife in the future is true,
accurate and complete to the best of my knowledge.

| understand:

e That my claims and my coverage may be denied or terminated because | provided false, incomplete, or
misleading information.
e That if Manulife determines a claim submission:
—is incorrect, the claim will be corrected, and any overpayment will be recovered by Manulife;
- is false or misrepresented, the claim will be reported, together with any related information/documentation to my plan
sponsor, and any false claims may be referred to law enforcement authorities for possible prosecution.

o | am required to refund any money that | may owe to Manulife or my Plan Sponsor in accordance with the provisions of my
Group Benefits plan and | authorize monies to be deducted from my future claims.

Privacy
| authorize:

* Manulife and/or its service providers, its reinsurers and their service providers to collect, use, maintain, and disclose my
personal information relevant to this claim (“Personal Information”) for the purposes of Group Benefits plan administration,
audit, the assessment, investigation, and management of this claim, and/or other purposes identified in the Personal
Information Statement for employers’ Group Benefits plans (collectively, the “Purposes”).

e Any person or organization who has Personal Information about me, including any medical and health care professionals,
institution, pharmacy or any other medical or health care related facility, professional regulatory bodies, any employer,
group plan administrator, insurer, investigative agency, and any other administrators of other benefits programs to collect,
use, maintain, disclose and exchange this information with each other and with Manulife, its reinsurers and/or its service
providers, for the Purposes.

® The use of my Social Insurance Number (“SIN”) for identification and administrative purposes, if my SIN is used as my plan
member certificate number.

The Manufacturers Life Insurance Company Page 1 of 2 GL4445E (02/2025) CIl EXCEPT PLAN



3. Authorization

and consent (continued)

Please sign and date here

| understand:

» That except where there are contractual restrictions, Manulife employees, authorized organizations, service providers and
reinsurers are located both within Canada and outside of Canada. Therefore, my Personal Information may be subject to
interprovincial or cross-border transfers for the Purposes and may be subject to the laws of those jurisdictions.

¢ Adecision about my claim may be taken exclusively on the basis of an automated decision using my Personal Information.

¢ | may withdraw my consent for certain uses of my Personal Information, subject to legal and contractual restrictions. | may not
withdraw my consent for Manulife to collect, use, or disclose Personal Information needed for my claim. If | do so, Manulife
may treat my withdrawal of consent as a request to dismiss, rescind or terminate my claim.

¢ | have the right to access and verify my Personal Information maintained in Manulife’s files and to request any factually
inaccurate Personal Information be corrected, if appropriate.

Requests can be sent to: Privacy Officer Manulife, P.0. Box 1602, Del Station 500-4-A, Waterloo, Ontario N2J 4C6
or Canada Privacy@manulife.ca

For more information, | can review the Personal Information Statement for employers’ Group Benefits plans
and the Canadian Privacy Policy.

| authorize Manulife to use the email address | provided as an additional means of communication about my file. | acknowledge
correspondence by email may contain Personal Information including but not limited to sensitive information such as medical,
employment and financial information. | understand that email communication is not yet a secure means of communication. |
understand that | am responsible for updating the email address maintained by Manulife. | understand | can revoke the use of
email address at any time by removing my email address online or contacting Manulife.

If applicable, | authorize Manulife to deposit all payments due to me from the above referenced Group Benefits policy
(“Payments”) into the bank account (“Account”) that | have identified on this form. | confirm that this direct bank deposit
authorization applies to the financial institution herein named by me and any other financial institution | choose to name in the
future and shall remain valid until revoked in writing by me or my duly authorized representative.

| understand and agree that upon the deposit of any Payment(s) into the Account, Manulife is fully discharged from any further
liability with respect to such Payment(s). | also understand and agree that Manulife may, at any time and without prior notice,
discontinue the direct deposit of Payment(s), as requested herein, and require my personal written endorsement relating to
future Payment(s). | also hereby acknowledge and agree that any Payment(s) made by Manulife into the Account, to which |

am not entitled, either by contract or by law, shall not form part of my property, and shall be immediately refunded to Manulife,
either by me or by representatives of my estate.

| understand that expenses reimbursed under the Health Care Spending Account may not be claimed for personal income tax
purposes. | understand that should any tax consequences arise for reimbursement of these expenses,
| am responsible for the payment of such taxes.

Signature of plan member: Date signed (dd/mmm/yyyy):

4. Mailing instructions

Print

Please send the completed form to the appropriate address.

If you live outside Quebec: If you live in Quebec:

Manulife Group Benefits Manulife Group Benefits
Health and Dental Claims, 500 G-B Health and Dental Claims

500 King Street N 2000 Mansfield Street

Waterloo, Ontario N2J 4C6 Montreal, Quebec H3A 2Y9

Fax submissions: (519) 883-5712 Fax submissions: (514) 286-6737

Manulife, Stylized M Design, and Manulife & Stylized M Design are trademarks of The Manufacturers Life Insurance Company and are used by it,

and by its affiliates under license.

MBPSFS AMA

Page 2 of 2 GL4445E (02/2025) CIl EXCEPT PLAN


https://www.manulife.ca/business/support/group-benefits/personal-information-statement.html
https://www.manulife.ca/privacy-policies/canadian-division-privacy-policy.html

	Group Benefits - Request for Approval of Brand-Name Drug
	1. General Information
	2. Physician’s statement
	3. Authorization and consent
	I confirm
	I understand
	Privacy
	I authorize
	I understand

	Please sign and date here

	4. Mailing instructions





Accessibility Report





		Filename: 

		f-aGL4445E.pdf









		Report created by: 

		Michael Mazal, Electronic Document Designer, mmazal@datacm.com



		Organization: 

		DATA Communications Management, Kitchener DMS







 [Personal and organization information from the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 5



		Passed manually: 0



		Failed manually: 0



		Skipped: 1



		Passed: 26



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Needs manual check		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Needs manual check		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Needs manual check		Page will not cause screen flicker



		Scripts		Needs manual check		No inaccessible scripts



		Timed responses		Needs manual check		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Skipped		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

	plan: 
	certificate: 
	sponsor: 
	name: 
	1: 

	date: 
	4: 

	address: 
	city: 
	province: [   ]
	postal: 
	patient: 
	dob: 
	relationship: 
	din: 
	prescribed: 
	chkReason: Off
	physician: 
	paddress: 
	pcity: 
	pprovince: [   ]
	ppostal: 
	pphone: 
	ext0: 
	gphone: 
	ext1: 
	Button1: 
	Button2: 
	Button3: 
	Button7: 


