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SPOUSAL DISABILITY PLAN (SDP) - GROUP POLICY #901107 

CHANGE OF PAYMENT METHOD REQUEST 
 

 

1. Member's Information 
 
____________________________ ______________ ______________________ ______________________________ __________ 
Service Number    Rank   Surname   First Name    Initial(s) 
 
____________________________________________________________ ______________ _________________________ 
Mailing Address   Street      Apt  City 
 
____________________________ _____________________ ____________________________ ____________________________ 
Province    Postal Code   Home Telephone    Office Telephone 
 
Date of Release: Day _______ Month _______ Year _______ 
 

2. Identification of Insured 
 
The insured person is the    member    spouse 
 

3. Payment Options 
 
Please check the desired payment option, provide the required information, sign and date where indicated. 
 
Option 1: Monthly by completing the request for Electronic Funds Transfer (EFT). 
 
Manulife Financial, as the insurer of SISIP Policy #901107, is hereby requested to automatically withdraw monthly on the account described all the specimen cheque attached for the 
purpose of paying premiums, This authorization and request shall also apply to any other account in any Bank, Trust Company or Credit Union subsequently named by me by the 
provision of a specimen cheque on such new account. 
 
It is understood that and agreed that: 
 
(1) While the EFT is in effect, the Company will not give notice of service fees falling due. 
(2) The EFT may be terminated on written notice by the bank depositor to the Company, If there are more than two failed transactions in any twelve month period, the Company 

may terminate the EFT and bill the undersigned for annual payments in advance. 
(3) All provisions of SISIP Policy #901107 relating to the payment or non-payment of premiums shall apply to the EFT. 

 
Please complete the following: 
 

     __________________________________________________  
 (1) Type of account and/or account number if not shown on specimen cheque  (2) Date of Month to be processed   1st the month   15th of the month 
 

     ___________________________________________________ ____________________________________________________ 
(3) Depositor's name as shown on Bank records (please print)  (4) Signature(s) of Depositor(s) as shown in Bank records. 
 

     ___________________________________________________ Date: Day _______ Month _______ Year _______ 
(5) Signature of Group Certificate holder if other than in (4) 


Option 2: Monthly by completing a CFSA Pension Deduction form. 

Option 3: Annually by cheque or money order for the total annual premium (monthly premium x 12 plus PST if applicable)  

payable to Manulife Financial. 
 

4. Signature Block 
 
I hereby authorize a deduction, consistent with the payment method chosen, in payment of the SISIP premiums payable under Policy #901107 at such 
rate as may from time to time be authorized. 
 
Signature _______________________________________________________ Date ___________________________________ 

 

 
Please return to the: 

President SISIP Financial Services 
National Defence Headquarters 
MGen George R. Pearkes Bldg 
Ottawa ON KIA OK2 

SISIP Services Dept 
Manulife Financial 
PO Box 1030, 2727 Joseph Howe Dr 
Halifax NS B3J 2X5 

 

or 



 
 
 
 
Important Information for you Records  
    
Medical information Bureau  
 
The following is a summary of the details about the release of personal information by the Medical Information 
Bureau. You acknowledge the receipt of this notice when you sign this application form. 
 
Information regarding your insurability will be treated as confidential. Manulife Financial or its reinsurers may, 
however, make a brief report thereon to the Medical Information Bureau, a non-profit membership organization of 
the life insurance companies, which operates an information exchange on behalf of its members. If you apply to 
another Bureau member company for life or health insurance coverage, or claim for benefits is submitted to such 
a company, the Bureau, upon request, will supply such company with the information on its file. 
 
Upon receipt of a request form you, the Bureau will arrange disclosure of any information it may have on your file.  
 
If you question the accuracy of the information in the Bureau’s file, you may contact the Bureau and seek a 
correction. The address of the Bureau’s information office is 330 University Avenue, Toronto, ON M5G 1R7. 
Telephone (416) 597-0590. 
 
Manulife Financial or its reinsurers may also release information in its file to other insurance companies to whom 
you apply for life or health insurance or to whom a claim for benefits may be submitted.  
 
 
For assistance in the completion of this application form, please contact the local SISIP FS insurance 
representative in your area or call 1-800-267-6681. 
 

COLD LAKE       780-594-4562 
BAGOTVILLE       418-677-3333 
BORDEN/LONDON/NORTH BAY/TORONTO     705-424-2262 
EDMONTON/WAINWRIGHT/CALGARY    780-973-3130 
ESQUIMALT/COMOX/VANCOUVER/COLORADO SPRINGS    250-363-3301 
GAGETOWN/MONCTON/PEI      506-357-3666 
GREENWOOD       902-765-6714 
HALIFAX/SHEARWATER     902-425-6926 
KINGSTON        613-547-1172 
NEWFOUNDLAND & LABRADOR    709-570-8480 
OTTAWA         613-233-2177 
PETAWAWA         613-687-0025 
SHILO        204-765-7120 
ST-JEAN/MONTREAL      450-357-9595 
TRENTON        613-965-4823  
VALCARTIER       418-844-0111 
WINNIPEG/MOOSE JAW/REGINA      204-984-3222 
 

Please forward completed forms to: 
 

SISIP Financial Services 
NDHQ - 234 Laurier Avenue West, ground floor 

Ottawa, ON K1A 0K2 
 

www.sisip.com 
(03-10) 
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