
 
 
 

GROUP BENEFITS AND PENSION INTAKE FORM 
All fields must be completed. 

Employer Name :  Benefits ER# :  

Employee’s Full Legal Name (First, LAST) : 

Social Insurance Number :  

DOB :  Religion:  Marital Status:  

Gender : ☐ Male ☐ Female 
No. of dependent 
children (< Age 22) : 

 No. of dependent 
children (Age 22-25) : 

 

Mobile Number :  Personal Email Address :  

Mailing Address :  

Healthcare Coverage (select one) :    ☐   Single ☐   Family ☐   Waive 
Coverage Information MUST be provided    
if “Waive” is selected : 

Insurance 
provider: 

 Policy No. :  

Dental Coverage (select one) :    ☐   Single ☐   Family ☐   Waive 
Coverage Information MUST be provided    
if “Waive” is selected : 

Insurance 
provider: 

 Policy No. :  

Pension Contribution (select one) :    ☐   Waive    ☐   Yes If “Yes”, please indicate contribution level :  % 

Voluntary RPP :  $  Voluntary RRSP :  $  Voluntary TFSA :  $  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 
 

 

 

 

 

 

 

 

 

Employee’s Signature: Signature Date: 
  

 

Employer’s Signature: Signature Date: 
  

 

 


