Please send completed forms to:

Kechnie Benefits

. : . 447 Frederick St — 4" Floor

REGIENTE ¥ B ENEFLTS Kitchener ON N2H 2P4
benefits@kechnie.com

T:519 571-2020 | 866 710-7080
F: 519 571-2424 | 866 710-7888

Group Benefits

Salary Change Request

Section A - Plan Sponsor Information

Company Name Firm Number

Plan Administrator/Authorized Signature Date Signed (dd/mm/yyyy)

Section B - Plan Member Information

Employee Name Salary Effective Date New Annual Salary
(dd/mmlyyyy)

10.

Section C — Important Reminders
e All changes are subject to the terms of the group contract and any applicable legislation.

e Disability insurance is based on declared monthly income. Confirmation of income, deemed satisfactory by the insurer, will be
required at the time of claim. This usually consists of the last two T1 General Income Tax returns.

e Refunds will not be issued for any discrepancies.

e All eligible employees must be enrolled on the plan. To confirm employee eligibility, or to enroll eligible employees, please contact
Kechnie Benefits.

For Kechnie Office Use Only:
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