
B. PERSONAL INFORMATION� Please Print
APPLICANT 1 APPLICANT 2

Name: Name:
Date of Birth: 
(DD/MM/YYYY) Male        Female 

Date of Birth: 
(DD/MM/YYYY) Male        Female 

Provincial Health  
Card #:

Version Code: 
If Any (ON Only)

Provincial Health  
Card #:

Version Code: 
If Any (ON Only)

Pre-retirement  
employer:

 
Position: 

Pre-retirement  
employer:

 
Position: 

Have you smoked cigarettes in the  
3 years prior to the date of this application? YES NO Have you smoked cigarettes in the  

3 years prior to the date of this application? YES NO

Doctor’s  
Name:

Phone:  
(             )

Doctor’s  
Name:

Phone:  
(             )

Specialist’s 
Name:

Phone:  
(             )

Specialist’s 
Name:

Phone:  
(             )

Specialty 
Type:

Specialty 
Type:

Emergency 
Contact:  

Phone:  
(             )

Emergency 
Contact:  

Phone:  
(             )

Canadian Address  (Both Applicants) 
 

Out-of-Country Address (Both Applicants) 
 Permanent Address      Temporary Address

Street Name  
& Number:

Apt # or 
Lot #:

Street Name  
& Number:

Apt # or 
Lot #:

City: Province:
Postal  
Code: City: State:

Zip  
Code:

E-mail:
Phone:  
(             ) E-mail:

Phone:  
(             )

Please mail my insurance policy to my:                                         Canadian Address                                          Out-of-Country Address

If you are travelling for less than 41 days and you are under the age of 61, you do not have to complete sections A, C and D of this application.  
If you are uncertain of your answer to any of the medical questions, consult your doctor.

A. ELIGIBILITY APPLICANT 1
Yes       NO

APPLICANT 2
Yes       NO

1 �Have you been diagnosed as having a terminal illness, been advised by a physician not to travel or do you have HIV, AIDS or 
AIDS-related complex? 1 YES NO YES NO

2 Have you been diagnosed with Pulmonary Fibrosis? 2 YES NO YES NO

3 Have you EVER had an organ or bone marrow transplant (excluding cornea or skin graft)? 3 YES NO YES NO

4 �During the 5 YEARS prior to the date of this application, have you been treated for, taken or been prescribed medication for, 
or been diagnosed with Lung Cancer or Metastatic Cancer? 4 YES NO YES NO

5 Do you HAVE a Cardiac condition with an ejection fraction of LESS THAN 40% or a ventricular function grade of 3 or 4? 5 YES NO YES NO

6 Do you HAVE �Moderately Severe or Severe Cardiac Valve Stenosis? 6 YES NO YES NO

7 Do you HAVE an Aneurysm greater than 4.0 cm in size (diameter, width or length) which remains surgically untreated? 7 YES NO YES NO
8 During the 6 MONTHS prior to the date of this application have you:

(a)  �undergone Chemotherapy for Cancer or Malignant Tumour(s)? 8a YES NO YES NO

(b)  �had Cardiac Pacemaker Implant surgery, Coronary Bypass surgery or surgery on ANY artery? 8b YES NO YES NO
9 During the 12 MONTHS prior to the date of this application have you:

(a)  �had any other Heart surgery (including Cardiac Defibrillator Implant, Angioplasty and/or Stent),  
had a Heart Attack or an episode of Congestive Heart Failure? 9a YES NO  YES NO  

(b)  �had a Stroke or Transient Ischemic Attack (TIA) or a Ministroke? 9b YES NO YES NO
(c)  �had ANY Chronic Lung Disease (including Emphysema, Chronic Obstructive Pulmonary Disease [COPD], Chronic 

Bronchitis or Asthma) which caused you to be hospitalized for more than 24 consecutive hours, or for which you have 
taken or been prescribed Prednisone or Solu-Medrol?

9c YES NO YES NO

(d)  �taken or been prescribed Home Oxygen for any reason? 9d YES NO YES NO
(e)  �taken or been prescribed Insulin OR two (2) or more oral medications for Diabetes AND medication for a heart condition? 

The term “medication” includes Nitroglycerin in any form.  
If medication is taken or prescribed for only one condition, answer “No” to this question.

9e YES NO YES NO

If you answered YES to ANY of the questions in Section A, you are NOT 
eligible to purchase this plan.  Call about our Personalized Insurance Plan.

If you answered NO to ALL the questions in Section A, you are 
eligible to purchase this plan. Please complete the application.

TRAVEL EMERGENCY MEDICAL INSURANCE 
APPLICATION 2011-2012medipac



C. RATE QUALIFICATION - Part 1 APPLICANT 1
Yes       NO

APPLICANT 2
Yes       NO

1 Have you EVER had Congestive Heart Failure or Heart surgery of any kind (including Coronary Bypass, Cardiac 
Pacemaker Implant, Cardiac Defibrillator Implant, Angioplasty and/or Stent)? 1 YES NO YES NO

2 During the 5 YEARS prior to the date of this application, have you been treated for, taken or been prescribed medication for, or been diagnosed with:

(a)  �Narrowing or blockage of any Artery (including Peripheral Vascular Disease [PVD]), an Aneurysm, a Heart Attack, 
any Heart Condition (including Atrial Fibrillation or Irregular Heartbeat) or Angina? The term “medication” includes 
Nitroglycerin in any form.

2a YES NO YES NO

(b) Chronic Lung Disease including Emphysema, Chronic Obstructive Pulmonary Disease (COPD) or Chronic Bronchitis? 2b YES NO YES NO

(c)  �Stroke or Transient Ischemic Attack (TIA) or Ministroke (excluding treatment with aspirin)? 2c YES NO YES NO

3 During the 2 YEARS prior to the date of this application, have you been treated for, taken or been prescribed medication for, or been diagnosed with:

(a)  �Chronic Bowel Disease or Disorder (including Diverticulitis or Irritable Bowel Syndrome), Pancreatitis or Gastrointestinal 
Bleeding? 3a YES NO YES NO

(b)  �Asthma for which you have taken or been prescribed Prednisone, Solu-Medrol or two (2) or more inhalers? 3b YES NO YES NO

4 During the 12 MONTHS prior to the date of this application have you been treated for, taken or been prescribed 
medication for, or been diagnosed with Cancer or Malignant Tumours (excluding Basal Cell and Squamous Cell Skin 
Cancer)? The term “medication” excludes Tamoxifen and any other Hormone Treatment.

4 YES NO YES NO

5 During the 3 months prior to the date of this application have you taken or been prescribed:

(a)  �Prednisone or Solu-Medrol (excluding inhalers)? 5a YES NO YES NO

(b)  �a total of 3 or more medications for Diabetes (including Glucose Intolerance), Hypertension (High Blood Pressure) or 
both? The term “medication” includes diuretics (water pills). 5b YES NO YES NO

6 Have you been diagnosed with Lou Gehrig’s Disease (ALS), Muscular Dystrophy, Myasthenia Gravis, Cerebral Palsy, 
Multiple Sclerosis or Dementia (including Alzheimer’s Disease)? 6 YES NO YES NO

7 Do you HAVE Cirrhosis of the Liver, or moderate or severe Kidney failure? 7 YES NO YES NO

8 Do you HAVE Diabetes requiring Insulin? 8 YES NO YES NO

D. RATE QUALIFICATION - Part 2 APPLICANT 1
Yes       NO

APPLICANT 2
Yes       NO

1 Have you EVER had narrowing or blockage of any Artery, (including Peripheral Vascular Disease [PVD]), an Aneurysm, a 
Heart Attack, any Heart Condition (including Atrial Fibrillation or Irregular Heartbeat) or Angina? 1 YES NO YES NO

2 Have you EVER had a Stroke or Transient Ischemic Attack (TIA) or Ministroke? 2 YES NO YES NO

3 Do you HAVE Diabetes (including Glucose Intolerance) requiring oral medication? 3 YES NO YES NO

4 During the 2 YEARS prior to the date of this application have you been treated for, taken or been prescribed medication for, or been diagnosed with:

(a)  �a Blood Disorder by an Internist or a Hematologist? 4a YES NO YES NO

(b)  �Epilepsy or any other Seizure Disorder (including an untreated episode)? 4b YES NO YES NO

(c)  �Parkinson’s Disease? 4c YES NO YES NO

(d)  �Transient Global Amnesia? 4d YES NO YES NO

5 During the 12 MONTHS prior to the date of this application have you had a Fainting Spell or a Syncopal Episode? 5 YES NO YES NO

6 During the 3 months prior to the date of this application have you taken or been prescribed:

(a)  �Lasix or Furosemide? 6a YES NO YES NO

(b)  �any Immunosuppressive Drugs (excluding Methotrexate)? 6b YES NO YES NO

Which plan do you qualify for?
If you answered NO to ALL of the 

questions in section C and D,
If you answered NO to ALL of the questions in section C but YES 

to ANY of the questions in section D,
If you answered YES to ANY  
of the questions in section C,

YOU QUALIFY FOR
THE PREFERRED PLUS PLAN

YOU QUALIFY FOR 
THE PREFERRED PLAN

YOU QUALIFY FOR 
THE STANDARD PLAN

Need Help? Call 1-888-MEDIPAC!
1-888-633-4722 •(416) 441-7070 in the GTA • Fax # (416) 441-7030
Medipac International Inc., 180 Lesmill Road, Toronto, ON  M3B 2T5 • www.medipac.com

Underwritten by The Manufacturers Life Insurance Company 
Manulife, Manulife Financial, the Manulife Financial For Your Future logo and the Block Design are trademarks 
of The Manufacturers Life Insurance Company and are used by it, and by its affiliates under license.



E. Travel Information
APPLICANT 1 Other Insurance Coverage APPLICANT 2

If you have other Insurance with similar Out-of-Country Extended Health Benefits, please provide details below. Must be completed if topping up, or applying for Federal Superannuate Credit.

Name  
of Plan:

Number of  
days covered:

Name  
of Plan:

Number of  
days covered:  

Insurance  
Company:

 Single Coverage 
 Family Coverage

Insurance  
Company:

 Single Coverage 
 Family Coverage

Policy #: Certificate # Policy #: Certificate #
  �I am a Superannuate and I request that my policy be issued with a 

deductible of CDN$500,000 for the first 40 days of my trip.
  �I am a Superannuate and I request that my policy be issued with a 

deductible of CDN$500,000 for the first 40 days of my trip.
  �I request my policy be issued with a deductible of CDN$100,000 for 

the first 40 days of my trip.
  �I request my policy be issued with a deductible of CDN$100,000 for 

the first 40 days of my trip.
  �I am topping up my other insurance and request an Effective Date of 

Insurance of:  Day:____ Month:____ Year:____
  �I am topping up my other insurance and request an Effective Date of 

Insurance of:  Day:____ Month:____ Year:____

SINGLE TRIP PLAN

Date of Departure:� Day: ______ Month: ______ Year: ______
 Same as applicant 1 

Date of Departure:� Day: ______ Month: ______ Year: ______

Scheduled Return Date:� Day: ______ Month: ______ Year: ______ Scheduled Return Date:� Day: ______ Month: ______ Year: ______

Trip Length Applied for : 
3  6  9  12  15  18  21  24  27  30  33  36  40  50  60  66  75  

82  90  96  105  112  120  126  135  142  150  156  165  175  183  190  200  212

Trip Length Applied for : 
3  6  9  12  15  18  21  24  27  30  33  36  40  50  60  66  75  

82  90  96  105  112  120  126  135  142  150  156  165  175  183  190  200  212

Annual Add-on
Available only if you purchased a single trip plan of 22 days or longer.

 �I am applying for the Annual Add-on and wish for it to begin on:  �I am applying for the Annual Add-on and wish for it to begin on:

 A. �the date my application is processed.  A. �the date my application is processed.

 B. �my Effective Date of Insurance.  B. �my Effective Date of Insurance.

 C. � ___ ___ / ___ ___ / ___ ___ ___ ___  (dd/mm/yyyy)  C. � ___ ___ / ___ ___ / ___ ___ ___ ___  (dd/mm/yyyy)

For Option C, this date must be between the date your application is processed and your Effective Date of Insurance.

F. Premium calculation
Rate Category:  Preferred PLUS  Preferred  Standard Rate Category:  Preferred PLUS  Preferred  Standard

Select USD 
Deductible:

 $ 0  $ 0  $ 0
Select USD 
Deductible:

 $ 0  $ 0  $ 0
 $ 99  $ 250  $ 250  $ 99  $ 250  $ 250
 $ 1,000  $ 1,000  $ 1,000  $ 1,000  $ 1,000  $ 1,000
 $ 5,000  $ 5,000  $ 5,000  $ 5,000  $ 5,000  $ 5,000
 $ 10,000  $ 10,000  $ 10,000  $ 10,000  $ 10,000  $ 10,000

Discount Authorization Code: Age at 
Departure: Discount Authorization Code: Age at 

Departure:

Single Trip Rate for Applicant 1: Single Trip Rate for Applicant 2:

Subtract 	   
Total discount:         ( _____ ) % – Subtract 	   

Total discount:         ( _____ ) % –

Subtotal: = Subtotal: =

ADD Annual Add-on Rate (if applicable): + ADD Annual Add-on Rate (if applicable): +

Rate Subtotal: = Rate Subtotal: =

Add 10% if taking a $0 Deductible: + Add 10% if taking a $0 Deductible: +

Subtotal: = Subtotal: =

Add 15% if you have smoked cigarettes in the 3 
years prior to the date of this application: + Add 15% if you have smoked cigarettes in the 3 

years prior to the date of this application: +

Subtract  
Federal Superannuate Credit (if applicable): – Subtract  

Federal Superannuate Credit (if applicable): –

Add $39 for MedipacPLUS (if applicable): + Add $39 for MedipacPLUS (if applicable): +

Total Premium for Applicant 1: = Total Premium for Applicant 2: =

Total Premium (Applicant 1 + Applicant 2):   



Administration Use Only  (Do Not Write In this Section)
Applicant 1 policy #

Checked By:	

Processed by:	

Applicant 2 policy #

Notes: �

�

�

�

H. DECLARATION/AUTHORIZATION
IMPORTANT NOTICE: This application must be completed, dated and signed in Canada prior to departure.

I certify that all answers and information provided by me in this application are true and complete to the best of my knowledge and belief. I understand that in applying for coverage under this policy, it is my 
responsibility to be aware of all my medical conditions. I agree that any false or misleading statement in the making of this application shall render any resulting policy NULL and VOID. Accordingly, should my health 
change at any time between the date of this application and my Effective Date of Insurance, I must contact Medipac International Inc.’s office. At that time, it will be determined whether I am still eligible 
for coverage and, if eligible, at what rate. If I do not contact Medipac and my change in health is related to the conditions noted in this application, this will be considered a misrepresentation 
and my policy may be void or my claim denied. If I do not date this application, then the date on which Medipac receives this completed application will be considered as the Date Signed.

The information collected on this application for insurance is required for the purposes of considering and, if approved, processing my application for travel emergency medical insurance and for administering the 
insurance, including but not limited to: administration and investigation of claims; determination of the validity of, and any duplication of, coverage; and the applicability of any exclusions which may extinguish 
or limit the right to insurance benefits. This information, and information in their existing insurance files, shall be used by and exchanged among Manulife Financial, its reinsurers, Medipac International Inc., 
Medipac Assistance International Inc. and any duly authorized agents of them, for all of these purposes. Medipac International Inc. reserves the right to refuse any application.

I acknowledge receipt of, and confirm my agreement with, the NOTICE ON EXCHANGE OF INFORMATION and the NOTICE ON PRIVACY AND CONFIDENTIALITY (see Travel Insurance Guide included with this 
application).

I hereby authorize Medipac International Inc. to use my name, address and date of birth in order to offer me additional products and services, but my consent to the use of my information for this additional 
purpose is optional. (If you do not wish your information to be used for this purpose, please call 1-888-633-4722.) 

I hereby authorize any physician, practitioner, health-care provider, hospital, health-care institution, medical organization, clinic and any other medical or medically related facility, insurance company, 
Workers’ Compensation Board or similar plan or organization and the Ministry of Health to release and exchange with Medipac International Inc., Medipac Assistance International Inc. and Manulife Financial, or 
representatives thereof, my complete medical records, including medical treatment provided by my Primary Care Physician and treatment I received, am about to receive or may receive in the future outside of 
my Province of Residence. I authorize the period of 12 months from the date of my notice of claim as the period of access to, and disclosure of, my individually identifiable health information in accordance with 
the Canadian PIPEDA (Personal Information Protection and Electronic Documents Act) and U.S. HIPAA (Health Insurance Portability and Accountability Act) Privacy Practices. A photocopy of this authorization shall 
be as valid as the original.

I hereby acknowledge that I have read and understand the policy. I further acknowledge that the policy will exclude certain Pre-Existing Conditions that were not Stable and Controlled 
during the 90 days immediately prior to my requested Effective Date of Insurance (or any Departure Date under the Annual Add-on), including any reaction to a change in medication or 
which caused hospitalization for more than 48 consecutive hours or three (3) or more Emergency Room visits in the 12 months prior to that date. I understand that the policy contains 
other exclusions (see Policy Text in your Travel Insurance Guide included with this application). 

I further understand that all answers to all questions in this application must be and remain true up to and including the Effective Date of Insurance; otherwise, my coverage will be NULL 
and VOID.

X ________________________________
Date Signed (dd/mm/yyyy)

X ___________________________________________
 Signature of Applicant 1

X ___________________________________________
 Signature of Applicant 2

______________________________________________
Applicant 1 - Please Print Name in Full

______________________________________________
Applicant 2 - Please Print Name in Full

 Please DATE and SIGN below 

G. PAYMENT OPTION
Please make your cheque payable to Medipac International Inc. 

Cardholder  
Name:  Visa  MasterCard

Card #:      
Expiry Date:  
Month:                           Year:                   

  �Check here if, in the event of a claim, you would like your deductible (if any) charged to your credit 
card. All premiums are in Canadian dollars.



INSTRUCTION CARD
This instruction card has been designed for you to simplify the application process. Please read this card fully before you begin. If you 

have any questions, please call Medipac for further assistance at 1-888-MEDIPAC  (1-888-633-4722).

Before you begin:
	�We want you to be confident in our policy and protection. Please read the policy carefully, including the Pre-existing Condition and 

Exclusion Clauses.

	�If you’re unclear about any of your medical conditions or medications, speak to your doctor.

	�If you’re not eligible for this plan, call us for information on other Medipac Travel Medical Insurance Plans.

NOTE: �Trip durations in excess of 183 days are available for Ontario and Newfoundland only.

Completing the Application (important things to remember):
	�The application must be filled out in full and in pen.

	�All of the medical questions in section A, C and D must be completed.

	�An application cannot be processed without specific departure and return dates.

	�If you are taking multiple trips, please provide details on a separate sheet of paper. Be sure to include departure date, return date 
and trip length for each trip.

	�Your application must be signed and dated. Please ensure that you have read and understand the Declaration/Authorization section 
before signing.

Skipping any of the above steps will require correction and will delay processing of your application.

Helpful reminders for once your policy has been issued:
	�Make sure you have your policy number before you leave for your trip.

	�If your health changes prior to your Effective Date of Insurance, call our office immediately to see how your coverage may be 
affected.

	�In a medical emergency, you must call Medipac Assist prior to seeking any medical attention.

	�Plans change prior to your effective date? Call Medipac to have your dates of travel changed.

	�Already on vacation and want to stay longer? Call Medipac prior to your scheduled return date to extend your policy.

	�Coming home a minimum of 10 days early? You may be eligible for a partial refund for the unused portion of your policy.

Before you submit your application, ensure that:

	� All medical questions have been answered.

	� You have indicated your departure and return dates, trip length and deductible.

	� Your cheque or credit card payment is included.

	�� Each applicant has signed and dated Section H with the date the application was actually signed.

	� Any changes you made to the application have been initialed by the individual applying for insurance.

Checklist


