
New Hire Employee Checklist 
Savanna Well Servicing Inc.   

New Hire Employee Checklist                                        Page 1 of 1 
Savanna Well Servicing Inc. 
Modified May 21, 2025 

Employee Legal Name       ☐ New Hire 

Position       ☐ Referral 

Location       ☐ Rehire 
HR / Payroll / Benefits Documents Check Box 

General Information Form (preferably NOT handwritten)  
Recruitment Form  
Your Three Rights as a Worker Acknowledgement Form  
Energy Safety Canada Connect Access Permission Form  
Signed Offer of Employment Letter  
Direct Deposit Application Form  
Direct Deposit Form From Banking Institution  
Payroll Deduction Authorization Form  
Personal Tax Credit Return – TD1 Federal  
Personal Tax Credit Return – TD1 Provincial (AB Only)  
TD4 Memo & TD4 Letter of Responsibility  
Declaration of Exemption – TD4  
Determination of Exemption – TD1-IN (if applicable)  
Self-Identification Questionnaire (optional)  
Group Benefits Application Form (Industrial Alliance)  
Confidentiality Disclosure  
Employee Policy Acknowledgement  
Alcohol and Drug Policy Acknowledgement including Policy Highlights  
Safety Boots Program Voucher Issued (if applicable)  
Employee Stock Savings Plan Enrollment Form (SunLife - Optional)  
Employee Referral Form (if Applicable)  

CAOEC or Internal Competency Book Given to the Employee 

Greenhand         Date Issued           Copy of Energy Safety 
Canada (or Enform) 

Competency 
certificate(s) given to 

Crew Coordinator  
(if applicable) 

 
Floorhand          Date Issued           

Derrickhand       Date Issued             

Operator            Date Issued           

Copies of Safety Training Certificates (1 Per Page) [Example: H2S, First Aid, CSO, etc]  

Fire Extinguisher Exam & Certificate  

Hazard Recognition Online Certificate  
 
 

Proof of Completion (To be filled out by Orientation Facilitator) 

Date Completed       

Facilitator Name       

Facilitator Signature  
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´ĺŪŘϙ�ēŘôôϙ�ĖČēťŜϙÍŜϙÍϙ®ĺŘħôŘϙ
^ĂǀĂŶŶĂ�KŶĞ�ŵĞĂŶƐ�ǁĞ�ƐƚŽƉ͕�ƐƉĞĂŬ�ƵƉ͕�ĂŶĚ�ƐƵƉƉŽƌƚ�ĞĂĐŚ�ŽƚŚĞƌ͘�dŚĂƚ�ƐƚĂƌƚƐ�ǁŝƚŚ�ŬŶŽǁŝŶŐ�ǇŽƵƌ�ƌŝŐŚƚƐ͘ 

�t Savanna teůů ServŝcŝnŐ͕ ǁe ďeůŝeve tŚat everǇ ǁŽrŬer půaǇƐ a crŝtŝcaů rŽůe ŝn creatŝnŐ and ŵaŝntaŝnŝnŐ a ƐaĨe ǁŽrŬ 
envŝrŽnŵent͘  hnder �ůďerta͛Ɛ OccƵpatŝŽnaů ,eaůtŚ and SaĨetǇ ůaǁƐ ʹ and aƐ part ŽĨ tŚe ^ĂǀĂŶŶĂ�KŶĞ�^ƚĂŶĚĂƌĚ��ʹ
ǇŽƵ are nŽt ũƵƐt aůůŽǁed͕ ďƵt ĞǆƉĞĐƚĞĚ͕ tŽ ďe actŝveůǇ ŝnvŽůved ŝn prŽtectŝnŐ ǇŽƵr ŚeaůtŚ and ƐaĨetǇ and tŚat ŽĨ 
tŚŽƐe arŽƵnd ǇŽƵ͘  ,ere͛Ɛ ǁŚat tŚat ŵeanƐ͗ 

 

ϭ�͘ZŝŐŚƚ�ƚŽ�<ŶŽǁ�
zŽƵ Śave tŚe rŝŐŚt tŽ ďe ŝnĨŽrŵed aďŽƵt aůů ŚaǌardƐ reůated tŽ ǇŽƵr ũŽď͘  �eĨŽre ǇŽƵ dŽ anǇ taƐŬ͕ 
ǇŽƵ ŵƵƐt ƵnderƐtand ǁŚat cŽƵůd ŐŽ ǁrŽnŐ and ŚŽǁ tŽ prŽtect ǇŽƵrƐeůĨ͘  te ǁŝůů prŽvŝde ǇŽƵ ǁŝtŚ 
tŚe traŝnŝnŐ͕ tŽŽůƐ͕ and prŽcedƵreƐ ǇŽƵ need͘  If you͛re unsure ʹ ask. 

 
 

 
Ϯ�͘ZŝŐŚƚ�ƚŽ�WĂƌƚŝĐŝƉĂƚĞ�
zŽƵ Śave tŚe rŝŐŚt ʹ and tŚe reƐpŽnƐŝďŝůŝtǇ ʹ tŽ taŬe part ŝn ŚeaůtŚ and ƐaĨetǇ decŝƐŝŽnƐ͘  dŚŝƐ 
ŝncůƵdeƐ repŽrtŝnŐ ŚaǌardƐ͕ taŬŝnŐ part ŝn ƐaĨetǇ ŵeetŝnŐƐ͕ ŝnƐpectŝŽnƐ͕ and ƐpeaŬŝnŐ ǁŝtŚ ǇŽƵr 
SaĨetǇ Zep͘  �t Savanna͕ ǁe͛re ďƵŝůdŝnŐ a cƵůtƵre ǁŚere everǇŽne cŽntrŝďƵteƐ͕ nŽt ũƵƐt ƐƵpervŝƐŽrƐ 
Žr ƐaĨetǇ perƐŽnneů͘ 

 
 

 
ϯ�͘ZŝŐŚƚ�ƚŽ�ZĞĨƵƐĞ�hŶƐĂĨĞ�tŽƌŬ�
zŽƵ Śave tŚe rŝŐŚt tŽ ƐaǇ S͞TOP  ͟ŝĨ ǇŽƵ ďeůŝeve ǁŽrŬ ŝƐ danŐerŽƵƐ tŽ ǇŽƵ Žr ŽtŚerƐ͘  /Ĩ ƐŽŵetŚŝnŐ 
dŽeƐn͛t Ĩeeů rŝŐŚt Žr ƐaĨe͕ �K�EKd�WZK����͘  deůů ǇŽƵr ƐƵpervŝƐŽr ŝŵŵedŝateůǇ͘  te ǁŝůů ĨŽůůŽǁ a 
ƐtepͲďǇͲƐtep prŽceƐƐ tŽ revŝeǁ and reƐŽůve tŚe ŝƐƐƵe͘  zŽƵ ǁŝůů never ďe pƵnŝƐŚed ĨŽr reĨƵƐŝnŐ 
ƵnƐaĨe ǁŽrŬ ŝĨ tŚe prŽceƐƐ ŝƐ ĨŽůůŽǁed prŽperůǇ͘ 

�
^ĂǀĂŶŶĂ�KŶĞ�ŝƐ�KƵƌ�^ƚĂŶĚĂƌĚ�
�
dŚe ̂ĂǀĂŶŶĂ KŶĞ ^ƚĂŶĚĂƌĚ ŵeanƐ ǁe půan͕ cŽŵŵƵnŝcate͕ and act aƐ Žne teaŵ͘  dŚat ŝncůƵdeƐ͗ 

�x StŽppŝnŐ ǁŚen tŚŝnŐƐ dŽn͛t Ĩeeů rŝŐŚt 
�x SpeaŬŝnŐ Ƶp ǁŝtŚŽƵt Ĩear 
�x SƵppŽrtŝnŐ eacŚ ŽtŚer tŽ ǁŽrŬ ƐaĨeůǇ͕ everǇ tŝŵe 

 
dŚeƐe aren͛t ũƵƐt rŝŐŚtƐ ʹ tŚeǇ͛re part ŽĨ ŽƵr ŝdentŝtǇ͘ 
<ŶŽǁ�ƚŚĞŵ͘��hƐĞ�ƚŚĞŵ͘���ǆƉĞĐƚ�ƚŚĞŵ�ĨƌŽŵ�ŽƚŚĞƌƐ͘�

�

/ŶŝƚŝĂů�ƚŚĞ�ĂĚũĂĐĞŶƚ�ďŽǆ�ƚŽ�ĐŽŶĨŝƌŵ�ǇŽƵ�ƵŶĚĞƌƐƚĂŶĚ�ǇŽƵƌ�ƌŝŐŚƚƐ�ĂŶĚ�ĐŽŵŵŝƚ�ƚŽ�ƐƉĞĂŬŝŶŐ�ƵƉ�
ĂŶĚ�ƵƐŝŶŐ�ƚŚĞŵ�ǁŚĞŶ�ŶĞĐĞƐƐĂƌǇ͘�
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Protected B when completed

TD12025 Personal Tax Credits Return
Read page 2 before filling out this form. Your employer or payer will use this form to determine the amount of your tax deductions. 
Fill out this form based on the best estimate of your circumstances.
If you do not fill out this form, your tax deductions will only include the basic personal amount, estimated by your employer or payer based on the income they 
pay you. 

Last name First name and initial(s) Date of birth (YYYY/MM/DD) Employee number

Address Postal code For non-residents only 
Country of permanent residence

Social insurance number 

1. Basic personal amount � Every resident of Canada can enter a basic personal amount of $16,129. However, if your net income 
from all sources will be greater than $177,882 and you enter $16,129, you may have an amount owing on your income tax and benefit 
return at the end of the tax year. If your income from all sources will be greater than $177,882 you have the option to calculate a 
partial claim. To do so, fill in the appropriate section of Form TD1-WS, Worksheet for the 2025 Personal Tax Credits Return, and enter 
the calculated amount here.
2. Canada caregiver amount for infirm children under age 18 � Only one parent may claim $2,687 for each infirm child born in 
2008 or later who lives with both parents throughout the year. If the child does not live with both parents throughout the year, the 
parent who has the right to claim the "Amount for an eligible dependant" on line 8 may also claim the Canada caregiver amount for 
the child. 
3. Age amount � If you will be 65 or older on December 31, 2025, and your net income for the year from all sources will be $45,522 
or less, enter $9,028. You may enter a partial amount if your net income for the year will be between $45,522 and $105,709. To 
calculate a partial amount, fill out the line 3 section of Form TD1-WS. 
4. Pension income amount � If you will receive regular pension payments from a pension plan or fund (not including Canada 
Pension Plan, Quebec Pension Plan, old age security, or guaranteed income supplement payments), enter whichever is less:
$2,000 or your estimated annual pension income.
5. Tuition (full-time and part-time) � Fill in this section if you are a student at a university or college, or an educational institution 
certified by Employment and Social Development Canada, and you will pay more than $100 per institution in tuition fees. Enter the 
total tuition fees that you will pay if you are a full-time or part-time student.
6. Disability amount � If you will claim the disability amount on your income tax and benefit return by using Form T2201, 
Disability Tax Credit Certificate, enter $10,138.
7. Spouse or common-law partner amount � Enter the difference between the amount on line 1 (line 1 plus $2,687 if your spouse 
or common-law partner is infirm) and your spouse’s or common-law partner’s estimated net income for the year if two of the
following conditions apply:

� You are supporting your spouse or common-law partner who lives with you
� Your spouse or common-law partner’s net income for the year will be less than the amount on line 1 (line 1 plus $2,687 if your 

spouse or common-law partner is infirm)

In all cases, go to line 9 if your spouse or common-law partner is infirm and has a net income for the year of $28,798 or less.
8. Amount for an eligible dependant � Enter the difference between the amount on line 1 (line 1 plus $2,687 if your eligible 
dependant is infirm) and your eligible dependant’s estimated net income for the year if all of the following conditions apply:

� You do not have a spouse or common-law partner, or you have a spouse or common-law partner who does not live with you and 
who you are not supporting or being supported by

� You are supporting the dependant who is related to you and lives with you
� The dependant’s net income for the year will be less than the amount on line 1 (line 1 plus $2,687 if your dependant is infirm and

you cannot claim the Canada caregiver amount for infirm children under 18 years of age for this dependant)

In all cases, go to line 9 if your dependant is 18 years  or older, infirm, and has a net income for the year of $28,798 or less.
9. Canada caregiver amount for eligible dependant or spouse or common-law partner � Fill out this section if, at any time in the 
year, you support an infirm eligible dependant (aged 18 or older) or an infirm spouse or common-law partner whose net income for 
the year will be $28,798 or less. To calculate the amount you may enter here, fill out the line 9 section of Form TD1-WS.
10. Canada caregiver amount for dependant(s) age 18 or older � If, at any time in the year, you support an infirm dependant age 
18 or older (other than the spouse or common-law partner or eligible dependant you claimed an amount for on line 9 or could have 
claimed an amount for if their net income were under $18,816) whose net income for the year will be $20,197 or less, enter $8,601. 
You may enter a partial amount if their net income for the year will be between $20,197 and $28,798. To calculate a partial amount,
fill out the line 10 section of Form TD1-WS. This worksheet may also be used to calculate your part of the amount if you are sharing
it with another caregiver who supports the same dependant. You may claim this amount for more than one infirm dependant age 18 
or older.
11. Amounts transferred from your spouse or common-law partner � If your spouse or common-law partner will not use all of 
their age amount, pension income amount, tuition amount, or disability amount on their income tax and benefit return, enter the 
unused amount.
12. Amounts transferred from a dependant � If your dependant will not use all of their disability amount on their income tax and 
benefit return, enter the unused amount. If your or your spouse’s or common-law partner’s dependent child or grandchild will not use 
all of their tuition amount on their income tax and benefit return, enter the unused amount.
13. TOTAL CLAIM AMOUNT � Add lines 1 to 12. 
Your employer or payer will use this amount to determine the amount of your tax deductions. 

TD1 E (25) (Ce formulaire est disponible en français.) Page 1 of 2
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Protected B when completed

Filling out Form TD1
Fill out this form only if any of the following apply:

� you have a new employer or payer, and you will receive salary, wages, commissions, pensions, employment insurance benefits, 
or any other remuneration

� you want to change the amounts you previously claimed (for example, the number of your eligible dependants has changed)
� you want to claim the deduction for living in a prescribed zone
� you want to increase the amount of tax deducted at source

Sign and date it, and give it to your employer or payer.

More than one employer or payer at the same time
If you have more than one employer or payer at the same time and you have already claimed personal tax credit amounts on another Form TD1 for 2025, 
you cannot claim them again. If your total income from all sources will be more than the personal tax credits you claimed on another Form TD1, check 
this box, enter "0" on Line 13 and do not fill in Lines 2 to 12.

Total income is less than the total claim amount
Tick this box if your total income for the year from all employers and payers will be less than your total claim amount on line 13. Your employer or payer 
will not deduct tax from your earnings.

For non-resident only (Tick the box that applies to you.)
As a non-resident, will 90% or more of your world income be included in determining your taxable income earned in Canada in 2025?

  Yes (Fill out the previous page.)

  No (Enter "0" on line 13, and do not fill in lines 2 to 12 as you are not entitled to the personal tax credits.)

Call the international tax and non-resident enquiries line at 1-800-959-8281 if you are unsure of your residency status.

Provincial or territorial personal tax credits return
You also have to fill out a provincial or territorial TD1 form if your claim amount on line 13 is more than $16,129. Use the Form TD1 for your province or 
territory of employment if you are an employee. Use the Form TD1 for your province or territory of residence if you are a pensioner. Your employer or payer 
will use both this federal form and your most recent provincial or territorial Form TD1 to determine the amount of your tax deductions. 

Your employer or payer will deduct provincial or territorial taxes after allowing the provincial or territorial basic personal amount if you are claiming the basic 
personal amount only.

Note: You may be able to claim the child amount on Form TD1SK, 2025 Saskatchewan Personal Tax Credits Return if you are a Saskatchewan resident 
supporting children under 18 at any time during 2025. Therefore, you may want to fill out Form TD1SK even if you are only claiming the basic personal 
amount on this form.

Deduction for living in a prescribed zone
You may claim any of the following amounts if you live in the Northwest Territories, Nunavut, Yukon, or another prescribed northern zone for more than six 
months in a row beginning or ending in 2025: 

� $11.00 for each day that you live in the prescribed northern zone
� $22.00 for each day that you live in the prescribed northern zone if, during that time, you live in a dwelling 

that you maintain, and you are the only person living in that dwelling who is claiming this deduction $
Employees living in a prescribed intermediate zone may claim 50% of the total of the above amounts.
For more information, go to canada.ca/taxes-northern-residents.

Additional tax to be deducted
You may want to have more tax deducted from each payment if you receive other income such as non-employment income from 
CPP or QPP benefits, or old age security pension. You may have less tax to pay when you file your income tax and benefit return 
by doing this. Enter the additional tax amount you want deducted from each payment to choose this option. You may fill out a new 
Form TD1 to change this deduction later. $

Reduction in tax deductions
You may ask to have less tax deducted at source if you are eligible for deductions or non-refundable tax credits that are not listed on this form (for example, 
periodic contributions to a registered retirement savings plan (RRSP), child care or employment expenses, charitable donations, and tuition and education 
amounts carried forward from the previous year). To make this request, fill out Form T1213, Request to Reduce Tax Deductions at Source, to get a letter of 
authority from your tax services office. Give the letter of authority to your employer or payer. You do not need a letter of authority if your employer deducts 
RRSP contributions from your salary.

Forms and publications
To get our forms and publications, go to canada.ca/cra-forms-publications or call 1-800-959-5525.

Personal information (including the SIN) is collected and used to administer or enforce the Income Tax Act and related programs and activities including 
administering tax, benefits, audit, compliance, and collection. The information collected may be disclosed to other federal, provincial, territorial, aboriginal or 
foreign government institutions to the extent authorized by law. Failure to provide this information may result in paying interest or penalties, or in other actions. 
Under the Privacy Act, individuals have a right of protection, access to and correction of their personal information, and to file a complaint with the Privacy 
Commissioner of Canada regarding the handling of their personal information. Refer to Personal Information Bank CRA PPU 120 on Info Source at
canada.ca/cra-info-source.

Certification
I certify that the information given on this form is correct and complete.

Signature
It is a serious offence to make a false return.

Date

TD1 E (25) Page 2 of 2
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Protected B 睨敮潭灬整敤

呄ㅁ䈀2025 Alberta 
Personal Tax Credits Return

Read page 2 before filling out this form. Your employer or payer will use this form to determine the amount of your provincial tax deductions.
䙩汬畴⁴桩猠景牭慳敤渠瑨攠扥獴獴業慴攠潦⁹潵爠捩牣畭獴慮捥献

䱡獴慭攀 䙩牳琠湡浥湤湩瑩慬⡳⤀䑡瑥映扩牴栠⡙奙夯䵍⽄䐩 䕭灬潹敥畭扥爀

䅤摲敳猀 偯獴慬潤攀 For non-residents only
䍯畮瑲礠潦⁰敲浡湥湴敳楤敮捥

卯捩慬湳畲慮捥畭扥爠

1. Basic personal amountₖ⁅癥特⁰敲獯渠敭灬潹敤渠䅬扥牴愠慮搠敶敲礠灥湳楯湥爠牥獩摩湧渠䅬扥牴愠捡渠捬慩洠瑨楳浯畮琮
䥦⁹潵⁷楬氠桡癥潲攠瑨慮湥浰汯祥爠潲⁰慹敲琠瑨攠獡浥⁴業攠楮′〲㔬敥•䵯牥⁴桡渠潮攠敭灬潹敲爠灡祥爠慴⁴桥慭攠瑩洀攢 
潮⁰慧攠㈀

2. Age amountₖ⁉映祯甠睩汬攠㘵爠潬摥爠潮⁄散敭扥爠㌱Ⱐ㈰㈵Ⱐ慮搠祯畲整湣潭攠晲潭汬潵牣敳⁷楬氠扥․㐶ⰳ〸爠汥獳Ⱐ敮瑥爠
ⰲ㈱⸠奯甠浡礠敮瑥爠愠灡牴楡氠慭潵湴映祯畲 湥琠楮捯浥潲⁴桥⁹敡爠睩汬攠扥瑷敥渠㘬㌰㠠慮搠㜬㜸㈮⁔漠捡汣畬慴攠愠灡牴椀慬 
慭潵湴Ⱐ晩汬畴⁴桥楮攠㈠獥捴楯渠潦⁆潲洠呄ㅁ䈭坓Ⱐ坯牫獨敥琠景爠瑨攠䅬扥牴愠㈰㈵⁐敲獯湡氠呡砠䍲敤楴猠剥瑵牮⸀

3. Pension income amountₖ†䥦⁹潵⁷楬氠牥捥楶攠牥杵污爠灥湳楯渠灡祭敮瑳牯洠愠灥湳楯渠灬慮爠晵湤 湯琠楮捬畤楮朠䍡湡摡 
健湳楯渠偬慮Ⱐ兵敢散⁐敮獩潮⁐污測汤来散畲楴礬爠杵慲慮瑥敤湣潭攠獵灰汥浥湴⁰慹浥湴猩Ⱐenter whichever is less: 
ⰷㄹ爠祯畲獴業慴敤湮畡氠灥湳楯渮

4. Disability amountₖ⁉映祯甠睩汬污業⁴桥楳慢楬楴礠慭潵湴渠祯畲湣潭攠瑡砠慮搠扥湥晩琠牥瑵牮礠畳楮朠䙯牭⁔㈲〱Ⱐ䑩獡扩汩瑹 
呡砠䍲敤楴⁃敲瑩晩捡瑥Ⱐ敮瑥爠㜬㈱㤮

5. Spouse or common-law partner amountₖ⁅湴敲⁴桥楦晥牥湣攠扥瑷敥渠瑨攠慭潵湴渠汩湥‱湤⁹潵爠獰潵獥❳爠捯浭潮慷 
灡牴湥爧猠敳瑩浡瑥搠湥琠楮捯浥潲⁴桥⁹敡爠楦 all映瑨攠景汬潷楮朠捯湤楴楯湳灰汹㨀

脀奯甠慲攠獵灰潲瑩湧⁹潵爠獰潵獥爠捯浭潮慷⁰慲瑮敲

脀奯畲灯畳攠潲潭浯渭污眠灡牴湥爠汩癥猠睩瑨⁹潵

脀奯畲灯畳攧猠潲潭浯渭污眠灡牴湥爧猠湥琠楮捯浥潲⁴桥⁹敡爠睩汬攠汥獳⁴桡渠瑨攠慭潵湴渠汩湥‱

6. Amount for an eligible dependantₖ⁅湴敲⁴桥楦晥牥湣攠扥瑷敥渠瑨攠慭潵湴渠汩湥‱湤⁹潵爠敬楧楢汥数敮摡湴❳獴業慴敤 
湥琠楮捯浥潲⁴桥⁹敡爠楦 all映瑨攠景汬潷楮朠捯湤楴楯湳灰汹㨀

脀奯甠摯 not慶攠愠獰潵獥爠捯浭潮慷⁰慲瑮敲Ⱐ潲⁹潵 have灯畳攠潲潭浯渭污眠灡牴湥爠睨漠摯敳潴楶攠睩瑨⁹潵湤 
睨漠祯甠慲攠湯琠獵灰潲瑩湧爠扥楮朠獵灰潲瑥搠批

脀周攠摥灥湤慮琠楳敬慴敤⁴漠祯甠慮搠汩癥猠睩瑨⁹潵

脀周攠摥灥湤慮琧猠湥琠楮捯浥潲⁴桥⁹敡爠睩汬攠汥獳⁴桡渠瑨攠慭潵湴渠汩湥‱ 

7. Caregiver amount � ⁅湴敲․ㄲⰹ㈲映祯甠慲攠瑡歩湧慲攠潦数敮摡湴湤 all潦⁴桥潬汯睩湧潮摩瑩潮猠慰灬示

脀周攠摥灥湤慮琠楳⁹潵爠潲⁹潵爠獰潵獥❳爠捯浭潮慷⁰慲瑮敲❳⁰慲敮琠潲牡湤灡牥湴 慧敤‶㔠潲汤敲⤠潲渠楮晩牭敬慴楶攠
⡡来搠ㄸ爠潬摥爩

脀周攠摥灥湤慮琠汩癥猠睩瑨⁹潵

脀周攠摥灥湤慮琠桡猠愠湥琠楮捯浥映〬㔴㔠潲敳猠景爠瑨攠祥慲

奯甠浡礠敮瑥爠愠灡牴楡氠慭潵湴映瑨攠摥灥湤慮琧猠湥琠楮捯浥潲⁴桥⁹敡爠睩汬攠扥瑷敥渠〬㔴㔠慮搠㌬㐶㜮⁔漠捡汣畬慴攠愠瀀慲瑩慬 
慭潵湴Ⱐ晩汬畴⁴桥楮攠㜠獥捴楯渠潦⁆潲洠呄ㅁ䈭坓⸀

8. Amount for infirm dependants age 18 or olderₖ⁅湴敲․ㄲⰹ㈲映祯甠慲攠獵灰潲瑩湧渠infirm数敮摡湴湤 all映瑨攠
景汬潷楮朠捯湤楴楯湳灰汹㨀

脀周攠摥灥湤慮琠汩癥猠楮⁃慮慤愠慮搠楳敬慴敤⁴漠祯甠潲⁹潵爠獰潵獥爠捯浭潮慷⁰慲瑮敲

脀周攠摥灥湤慮琠楳‱㠠祥慲猠潲汤敲

脀周攠摥灥湤慮琠桡猠愠湥琠楮捯浥映ⰵ㌶爠汥獳潲⁴桥⁹敡爀

奯甠浡礠敮瑥爠愠灡牴楡氠慭潵湴映瑨攠楮晩牭数敮摡湴❳整湣潭攠景爠瑨攠祥慲⁷楬氠扥整睥敮․㠬㔳㘠慮搠ㄬ㐵㠮⁔漠捡汣畬愀瑥 
灡牴楡氠慭潵湴Ⱐ晩汬畴⁴桥楮攠㠠獥捴楯渠潦⁆潲洠呄ㅁ䈭坓⸠奯甠cannot污業渠慭潵湴潲数敮摡湴⁹潵污業敤渠汩湥‷⸀

9. Amounts transferred from your spouse or common-law partner 阠䥦⁹潵爠獰潵獥爠捯浭潮慷⁰慲瑮敲⁷楬氠湯琠畳攠慬氠潦⁴桥楲 
慧攠慭潵湴Ⱐ灥湳楯渠楮捯浥浯畮琬爠摩獡扩汩瑹浯畮琠潮⁴桥楲湣潭攠瑡砠慮搠扥湥晩琠牥瑵牮Ⱐ敮瑥爠瑨攠畮畳敤浯畮琮

10. Amounts transferred from a dependantₖ⁉映祯畲数敮摡湴⁷楬氠湯琠畳攠慬氠潦⁴桥楲楳慢楬楴礠慭潵湴渠瑨敩爠楮捯浥⁴慸湤 
扥湥晩琠牥瑵牮Ⱐ敮瑥爠瑨攠畮畳敤浯畮琮

11. TOTAL CLAIM AMOUNTₖ⁁摤楮敳‱⁴漠⸀
奯畲浰汯祥爠潲⁰慹敲⁷楬氠畳攠祯畲污業浯畮琠瑯整敲浩湥⁴桥浯畮琠潦⁹潵爠灲潶楮捩慬⁴慸敤畣瑩潮献 

呄ㅁ䈠䔠⠲㔩 ⡃攠景牭畬慩牥獴楳灯湩扬攠敮牡滧慩献⤀ 偡来‱映㈀

 22,323
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Protected B 睨敮潭灬整敤

Filling out Form TD1AB 
䙩汬畴⁴桩猠景牭映祯甠桡癥湣潭攠楮⁁汢敲瑡湤 any映瑨攠景汬潷楮朠慰灬示

脀祯甠桡癥敷浰汯祥爠潲⁰慹敲Ⱐ慮搠祯甠睩汬散敩癥慬慲礬⁷慧敳Ⱐ捯浭楳獩潮猬⁰敮獩潮猬浰汯祭敮琠楮獵牡湣攠扥湥晩瑳Ⱐ潲 慮礠潴桥爠
牥浵湥牡瑩潮

脀祯甠睡湴⁴漠捨慮来⁴桥浯畮瑳⁹潵⁰牥癩潵獬礠捬慩浥搠⡦潲硡浰汥Ⱐ瑨攠湵浢敲映祯畲汩杩扬攠摥灥湤慮瑳慳桡湧敤⤀

脀祯甠睡湴⁴漠楮捲敡獥⁴桥浯畮琠潦⁴慸敤畣瑥搠慴潵牣攀

卩杮湤慴攠楴Ⱐ慮搠杩癥琠瑯⁹潵爠敭灬潹敲爠灡祥爮

䥦⁹潵漠湯琠晩汬畴⁆潲洠呄ㅁ䈬⁹潵爠敭灬潹敲爠灡祥爠睩汬敤畣琠瑡硥猠慦瑥爠慬汯睩湧⁴桥慳楣⁰敲獯湡氠慭潵湴 only⸀

More than one employer or payer at the same time
䥦⁹潵慶攠浯牥⁴桡渠潮攠敭灬潹敲爠灡祥爠慴⁴桥慭攠瑩浥湤⁹潵慶攠慬牥慤礠捬慩浥搠灥牳潮慬⁴慸牥摩琠慭潵湴猠潮湯瑨攀爠䙯牭⁔䐱䅂 
景爠㈰㈵Ⱐ祯甠cannot污業⁴桥洠慧慩渮⁉映祯畲⁴潴慬湣潭攠晲潭汬潵牣敳⁷楬氠戮攠浯牥⁴桡渠瑨攠灥牳潮慬⁴慸牥摩瑳⁹潵污業敤渠慮潴桥爠
䙯牭⁔䐱䅂Ⱐ捨散欠瑨楳潸Ⱐ敮瑥爠∰∠潮楮攠ㄱ湤漠湯琠晩汬渠汩湥猠㈠瑯‱　

Total income is less than the total claim amount
呩捫⁴桩猠扯砠楦⁹潵爠瑯瑡氠楮捯浥潲⁴桥⁹敡爠晲潭 all浰汯祥牳湤⁰慹敲猠睩汬攠less⁴桡渠祯畲⁴潴慬污業浯畮琠潮楮攠ㄱ⸠奯畲浰汯祥爠潲 
灡祥爠睩汬潴敤畣琠瑡砠晲潭⁹潵爠敡牮楮杳⸀

Additional tax to be deducted 
䥦⁹潵⁷慮琠瑯慶攠浯牥⁴慸敤畣瑥搠慴潵牣攬楬氠潵琠獥捴楯渠≁摤楴楯湡氠瑡砠瑯攠摥摵捴敤∠潮⁴桥敤敲慬⁆潲洠呄ㄮ

Reduction in tax deductions 
奯甠浡礠慳欠瑯慶攠汥獳⁴慸敤畣瑥搠慴潵牣攠楦⁹潵牥汩杩扬攠景爠摥摵捴楯湳爠湯渭牥晵湤慢汥⁴慸牥摩瑳⁴桡琠慲攠湯琠氀楳瑥搠潮⁴桩猠景牭 景爠數慭灬攬 
灥物潤楣潮瑲楢畴楯湳⁴漠愠牥杩獴敲敤整楲敭敮琠獡癩湧猠灬慮 剒卐⤬桩汤慲攠潲浰汯祭敮琠數灥湳敳Ⱐ捨慲楴慢汥潮慴楯湳Ⰰ湤⁴畩瑩潮湤摵捡瑩潮 
慭潵湴猠捡牲楥搠景牷慲搠晲潭⁴桥⁰牥癩潵猠祥慲⤮⁔漠浡步⁴桩猠牥煵敳琬楬氠潵琠䙯牭⁔ㄲㄳⰠ剥煵敳琠瑯⁒敤畣攠呡砠䑥摵捴楯湳琀⁓潵牣攬⁴漠来琠愠汥瑴敲映
慵瑨潲楴礠晲潭⁹潵爠瑡砠獥牶楣敳晦楣攮⁇楶攠瑨攠汥瑴敲映慵瑨潲楴礠瑯⁹潵爠敭灬潹敲爠灡祥爮⁙潵漠湯琠湥敤整瑥爠潦甀瑨潲楴礠楦⁹潵爠敭灬潹敲敤畣瑳 
剒卐潮瑲楢畴楯湳牯洠祯畲慬慲礮

Forms and publications
呯潲浳湤⁰畢汩捡瑩潮猬漠瑯canada.ca/cra-forms-publications整畲 潲慬氠1-800-959-5525⸀

健牳潮慬湦潲浡瑩潮 楮捬畤楮朠瑨攠卉丩猠捯汬散瑥搠慮搠畳敤⁴漠慤浩湩獴敲爠敮景牣攠瑨攠䥮捯浥⁔慸⁁捴湤敬慴敤⁰牯杲慭猀湤捴楶楴楥猠楮捬畤楮朠
慤浩湩獴敲楮朠瑡砬敮敦楴猬畤楴Ⱐ捯浰汩慮捥Ⱐ慮搠捯汬散瑩潮⸠周攠楮景牭慴楯渠捯汬散瑥搠浡礠扥楳捬潳敤⁴漠潴桥爠晥摥牡氬⁰爀潶楮捩慬Ⱐ瑥牲楴潲楡氬扯物杩湡氠潲 
景牥楧渠杯癥牮浥湴湳瑩瑵瑩潮猠瑯⁴桥硴敮琠慵瑨潲楺敤礠污眮⁆慩汵牥⁴漠灲潶楤攠瑨楳湦潲浡瑩潮慹敳畬琠楮⁰慹楮朠楮瑥爀敳琠潲⁰敮慬瑩敳Ⱐ潲渠潴桥爠慣瑩潮献 
啮摥爠瑨攠偲楶慣礠䅣琬湤楶楤畡汳慶攠愠物杨琠潦⁰牯瑥捴楯測捣敳猠瑯湤潲牥捴楯渠潦⁴桥楲⁰敲獯湡氠楮景牭慴楯測湤⁴漠昀楬攠愠捯浰污楮琠睩瑨⁴桥⁐物癡捹 
䍯浭楳獩潮敲映䍡湡摡敧慲摩湧⁴桥慮摬楮朠潦⁴桥楲⁰敲獯湡氠楮景牭慴楯渮⁒敦敲⁴漠健牳潮慬⁉湦潲浡瑩潮⁂慮欠䍒䄠偐唠ㄲ〠潮 䥮景⁓潵牣攠
慴canada.ca/cra-info-source⸀

Certification

䤠捥牴楦礠瑨慴⁴桥湦潲浡瑩潮潲洠楳潲牥捴湤潭灬整攮楶敮渠瑨楳

卩杮慴畲攀

It is a serious offence to make a false return.

䑡瑥

呄ㅁ䈠䔠⠲㔩 偡来′映㈀
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MEM O RAN DUM  
 
T O:  A ll Well Servicing Em p loy e e s  

 
S U BJE CT :  202 5  TD4 Forms and Subsist ence Payments  

_________________________________________________  
 
Field employees in our Canadian Well Servicing division are requir ed to fill out one T D4 form  and a 
T D4 Let t er of Responsibili t y  form on an annual basis.   
 
�)�R�U���D�Q�\�� �U�H�F�D�O�O�V���R�U���U�H�K�L�U�H�V�� �Z�L�W �K�L�Q���W �K�H�� �\�H�D�U���� �L�W �� �L�V�� �W �K�H���H�P�S�O�R�\�H�H�¶�V�� �U�H�V�S�R�Q�V�L�E�L�O�L�W �\�� �W �R���F�R�Q�W �D�F�W�� �W �K�H�� �S�D�\�U�R�O�O��
depar tm ent to ensur e that we have a form on file for 202 5 year .  Please note that  new hires will be 
filling out the form as part of their new hire package .   
 
The T D4 Lett er of Responsibil it y is a docum ent stat ing that the employee is responsible to not ify 
Payroll if he/ she is ret urning hom e daily from the rig location or if they no longer sat isf y the condit ions 
on the TD4 form . Please writ e your nam e, sign and date this document .  
    
Employees who are not staying in a camp and do not meet the crit er ia above are to immediately not if y 
Payroll . Fail ure to compl y wit h the above poli cies could resul t in employees bei ng audit ed and 
pot ent ial penalt i es and interest owed to CRA.  
 
Rig Managers:  �3�O�H�D�V�H���P �D�U�N���W�K�H�� �³ �7�'���´ �� �E�R�[�H�V���I �R�U���H�D�F�K���H�P �S�O�R�\�H�H�¶�V���W �L�P �H���V�K�H�H�W�� �L�Q���&�5�0 ���� �(�Q�W�H�U���³�<�H�V�´ �� �L�I��
t he employee is in fact staying in a non - camp locat ion and eligible for non - �W�D�[���V�X�E�V�L�V�W �H�Q�F�H���D�Q�G�� �D���³�1�R�´��
if the employee is retur ning hom e daily.  
 
Rig Managers : Please ensure copies of these forms and this email are made avail abl e to the 
employees on your rigs.  
 
Please ret urn the signed forms to the payroll off i ce. If these forms are not ret urned your 
subsi stence will be fully taxabl e.   
 
 
For m s shoul d  be subm it ted to:    Payroll and your Crew Coor dinat or  
 

S W S CA - Pa yroll@sa van n a wellservicing .com  
    

 
Should you have any questions, please call Iryna Tim ofyeyeva  at 403 - 218 - 8095 and leave a message. 
Your call will be ret urned wit hin 2 working days.  
 
 

mailto:SWSCA-Payroll@savannawellservicing.com


   
 

呄㐀 䱅吀吀䔀删伀䘀 剅匀偏一卉䉉䱉吀夀  
 

䑥捬慲慴椀潮 漀映䕸攀浰琀椀潮 �² 䔀洀瀀汯礀浥渀琀 慴 愠匀瀀散椀慬⁗潲欀 卩琀攀 
 
 

I _____________________________________________ (Enter Full Legal Name), employee of Savanna Well 
Servicing Inc. (“Savanna”) acknowledge and accept responsibility to notify Savanna’s Payroll team if 
the following conditions are 渀潴 met: 
 

• My principal place of residence is available for me to live in. I do not rent it to anyone. 

• Because of the distance between my principal place of residence and the special work site, I 
am not expected to commute between the two while I am working at that location. 

• My work requires me to be away from my principal place of residence for at least 36 hours, 
including the time I spend travelling between my principal place of residence and the special 
work site. 

 
Employees who do not meet the criteria above are to immediately notify Savanna’s Payroll team 
through the contact below and will be taxed on non-camp subsistence.  
 
Savanna Payroll E-mail: SWSCA-Payroll@savannawellservicing.com  
 
Savanna Payroll Phone: 403-218-8095 
 
夀潵 甀渀搀敲獴慮搀 琀栀愀琀 昀慩汵爀攠琀漀 捯洀瀀汹 睩琀栀 琀栀攠䌀剁 汥杩猀污琀椀潮 捯甀汤 爀敳甀汴 椀渀 瀀敮慬琀椀敳 慮搀 
椀渀琀敲敳琀⸀ 
 
卡瘀慮渀愠栀愀猀 慧爀攀敤 琀栀愀琀 琀栀攠景汬潷椀渀朠挀潮搀椀琀椀潮猀 慲攀 浥琀㨀 

• The duties the employees must perform at the special work site are temporary in nature 
and, by reason of distance, the employees are not expected to return daily to their principal 
places of residence. 

• The board and lodging provided, or the allowance received by the employees have been for a 
period of at least 36 hours spent at the special work site (including the time the employees 
spend travelling between work and residence). 

• The benefits or allowances for transportation given to the employees relate only to the 
period the employees receive the allowances, or their value for board and lodging. 

 
䔀浰汯礀敥 䅣欀渀潷氀敤来浥湴 慮搀 卩杮慴甀爀攺 
 
By signing below, you acknowledge that you have read, understood, and accept the terms and 
conditions outlined in this document. 
 
 
______________________________________  ___________________________________ 
Employee Signature      Date Signed 
 

mailto:SWSCA-Payroll@savannawellservicing.com
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Protected B when completed 
 

 
 

Declaration of Exemption – Employment at a Special Work Site 

Who can use this form? 

Use this form if you are an employee who works at a special work site. It will allow your employer to determine if the following benefits can be excluded from your 
income: 

• the value of, or an allowance (not in excess of a reasonable amount) for expenses for, board and lodging provided by your employer at a special work site 

• the value of, or an allowance (not in excess of a reasonable amount) for expenses for, transportation to and from your principal place of residence and a 
special work site 

Your employer will exclude these benefits or allowances from your income if all the conditions explained below are met. 

You and your employer should fill out this form when you begin your employment at a special work site or if your employment situation at a special work site 
changes. 

For more details, see Interpretation Bulletin IT-91, Employment at Special Work Sites or Remote Work Locations. 

 
Employee information (please print) 

 

Last name First name and initial(s) Social Insurance Number 

         

Address of your principal place of residence (self-contained domestic establishment) Postal code 

      

Number of kilometers between your principal place Varied Location where you live while you are employed at the special work site 

Many Various Locations of residence and the special work site (one way)     km 

 
Employee's certification 

I certify that I meet all of the following conditions: 

• I maintain a self-contained domestic establishment as my principal place of residence at the address above. 

• My principal place of residence is available for me to live in. I do not rent it to anyone. 

• By reason of the distance between my principal place of residence and the special work site, I am not expected to commute between the two while I am 
working at that location. 

• My work requires me to be away from my principal place of residence for at least 36 hours, including the time I spend travelling between my principal 
place of residence and the special work site. 

 Year  Month Day Signature of employee 

        

Employer information (please print) 
 

Name of employer Savanna Well Servicing Inc 

Address Suite 1000, 734 - 7 Ave SW, Calgary, AB T2P 3P8 

Type of business Oil & Gas Well Servicing 
Account number (from Form PD7A, Remittance voucher) 

Name of proprietors or partners (if applicable) 

Exact location of the special work site (including the municipality) 

Many various well site locations - AB / SK / BC 
The benefits or allowances below are available under: 

collective agreement company policy 

Period of work at the special work site requiring the employee to be away Year  Month Day   Year  Month Day 

from his or her principal place of residence for at least 36 hours. From 2 0 2 4 1 2 2 9 to 2 0 2 5 1 2 2 0 

 
Employer details of benefits or allowances (give an estimate if you do not know the exact amount) 

 

 
Amount paid to employee for: 

Board Lodging Board and lodging Transportation Other 

$ $ $ $ $ 

Value of free: $ $ $ $ $ 

Continued on next page 

 
 
 
 
 

 

TD4 E (20) (Ce formulaire disponible en français.) Page 1 of 2  
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Protected B when completed 
 

 

Employer's certification 
 

I certify that all of the following conditions are met: 

• The duties the employee has to perform at the special work site are temporary and, by reason of distance, the employee is not expected to return daily to 
his or her principal place of residence. 

• The board and lodging provided or the allowance received by the employee have been for a period of at least 36 hours spent at the special work site 
(including the time the employee spends travelling between the principal place of residence and the special work site). 

• The benefits or allowances for transportation given to the employee relate only to the period the employee also receives the value of, or allowances for, 
board and lodging. 

 
After you complete this form with your employee, keep it with your payroll records in case we ask to see it. 

 Year  Month Day Signature of employer or authorized officer 

        

Note: Employers should contact their tax services office if they receive a Form TD4 with doubtful statements. Any person who knowingly completes or 
accepts a Form TD4 with false or deceptive statements commits an offence. 

 
Personal information (including the SIN) is collected for the purposes of the administration or enforcement of the Income Tax Act and related programs and 
activities including administering tax, benefits, audit, compliance, and collection. The information collected may be used or disclosed for purposes of other 
federal acts that provide for the imposition and collection of a tax or duty. It may also be disclosed to other federal, provincial, territorial, or foreign government 
institutions to the extent authorized by law. Failure to provide this information may result in interest payable, penalties, or other actions. Under the Privacy Act, 
individuals have a right of protection, access to and correction of their personal information, or to file a complaint with the Privacy Commissioner of Canada 
regarding the handling of their personal information. Refer to Personal Information Bank CRA PPU 120 on Info Source at canada.ca/cra-info-source. 
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As plan administrator, if you use Web@dmin to enrol the plan member, please keep the form for your records. If you do not use 
Web@dmin, submit a copy of the form to Industrial Alliance and retain the original. You can submit the copy of the form by:

Fax: 1-877-392-6487
Mail:  Quebec All Other Provinces  

PO Box 790, Station B  522 University Avenue, Suite 400 
Montreal, Quebec  H3B 3K6 Toronto, Ontario  M5G 1Y7

 TO BE COMPLETED AND SIGNED BY THE PLAN ADMINISTRATOR (Please print in ink)

Policyholder’s name ______________________________________________________________________________________________________________  Group policy no. ____________________________

(Employer/organization)  

Division no. ____________________        Class no. ____________________  Certificate no. __________________________________

Location no. or name (if applicable) _______________________________________________________________________________  Certificate no. to be assigned by the insurer

Plan member’s occupation  _________________________________________________________________________________________________________________________________________________________

Employment date  
Y M D

         Eligibility date  
Y M D

         For reinstatement, give  
Y M D

 
date rehired full time

If you waived the waiting period, please explain why: _______________________________________________________________________________________________________________________  

Salary $_______________________  Annually   Biweekly   Hourly – Hours worked/week ________________  

   Monthly   Semimonthly   Weekly

Plan administrator’s signature _________________________________________________________________________________________    Date 
Y M D

Plan administrator’s email  ________________________________________________________________________________________________    Tel. no. _______________________________________________

 TO BE COMPLETED AND SIGNED BY THE PLAN MEMBER (Please print in ink)

 1. PLAN MEMBER INFORMATION

Last name ____________________________________________________________________________    First name ________________________________________________________________________________

Address _________________________________________________________________________________________________________________________________________   Postal code 
 No.          Street Apt. City Province

Date of birth 
Y M D

      Sex:   Male     Female Language:   English     French

Direct deposit of your health and/or dental claim reimbursements and notification* of claim processing 

Banking information for direct deposit: 

Email address for notification*: ___________________________________________________________

   Personal     Work

 I do not want to be notified

*  You will be considered as having refused the notification if you do not provide your banking information or your email address or if you 
check “I do not want to be notified”.

Note: You can view the status and details of your health and/or dental claims via CyberClient, our secure website, at any time.

Transit # Institution # Account #

1 2 3 4

CLAIM REQUEST
ENROLMENT REQUEST

GROUP INSURANCE

F54-018A(14-11)

inalco.com

1 Cheque number (do not write this number).

2 Transit number (5 digits).

3 Financial institution number (3 digits).

4  Account number. The format may vary from 
one financial institution to another. Indicate 
all numbers and only the numbers.

Please complete the 4 pages of this form and sign the “PLAN MEMBER CONFIRMATION/AUTHORIZATION” section.
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Page 2 of 4

IMPORTANT: The basic dependents’ life insurance coverage will be automatically applied if your plan includes this benefit and your dependents 
(spouse and children) are eligible. This requirement applies regardless of the coverage chosen for the health and dental benefits (individual, family, 
single parent, couple or refused coverage).

 2. SPOUSE INFORMATION

Last name ____________________________________________________________________________    First name ________________________________________________________________________________

Date of birth 
Y M D

          Sex:  Male   Female

Is your spouse covered by another group insurance plan for health and dental benefits?   Yes    No

If Yes, specify his/her: Health coverage:    Individual     Family     Single parent     Couple

 Dental coverage:    Individual     Family     Single parent     Couple

 Insurer’s name  __________________________________________________________________________________________________________________________________________   

 Group policy no. ____________________________________________  Certificate no. ____________________________________________

Note: If your spouse is a common-law spouse, please contact your plan administrator to confirm his/her eligibility.

 3. DEPENDENT CHILDREN INFORMATION (if more space is required, please use another sheet. Date and sign any attached document.)

Last name First name Sex Date of birth If age 21* or over, specify

  M 
  F

 Y M D Full-time student  Yes    No
Handicapped  Yes    No

  M 
  F

 Y M D Full-time student  Yes    No
Handicapped  Yes    No

  M 
  F

 Y M D Full-time student  Yes    No
Handicapped  Yes    No

  M 
  F

 Y M D Full-time student  Yes    No
Handicapped  Yes    No

*  The age limit may vary depending on your plan. Please contact your plan administrator to confirm this information.

If one of your dependent children is covered by a group insurance plan other than yours or your spouse’s, complete the following table:

Child 
Last name, First name

Plan type  
(e.g. school plan, etc.)

Insurer name Group policy no.

 4. CHOICE OF COVERAGE

Coverage requested*:   Individual      Family      Single parent      Couple

Plan/Option/Module (if applicable) ________________________________________________________________________________________________

*  If you and/or your dependents already have health and/or dental coverage under another group plan, you can refuse to be covered for 
health and/or dental benefits under this group plan by checking the following boxes:

For myself and  
my dependents:

 I refuse health benefits
 I refuse dental benefits  

For my dependents 
only:

 I refuse health benefits
 I refuse dental benefits  

Note:  If you refuse coverage and wish to request it at a later date, certain conditions may apply. Please contact your plan administrator for 
further details. 
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  5. OPTIONAL BENEFITS 

IMPORTANT:  Before completing this section, check with your plan administrator if optional benefits are offered as part of your group plan 
and if you should complete the Evidence of Insurability form (F54-002A). 

Life*
Accidental 
Death and 

Dismemberment*

Critical 
Illness*

Statement (Complete only if you want to add optional life and/or 
optional critical illness benefits)

Plan  
member

$ _________________ $ _________________ $ _________________

In the last twelve months, have you used tobacco in any form  
whatsoever, nicotine products (gum, patches, etc.) or marijuana?

 Yes    No

Spouse
$ _________________ $ _________________ $ _________________

In the last twelve months, has your spouse used tobacco in any form 
whatsoever, nicotine products (gum, patches, etc.) or marijuana?

 Yes    No

Children $ _________________ $ _________________ $ _________________ Each child will benefit from the coverage amount you selected.

*Please indicate the coverage amount to be added. Do not include basic coverage. 

 6. APPOINTMENT OF BENEFICIARY (If you do not designate a beneficiary, the benefit will be payable to the estate.)

1. Primary beneficiaries
If you name multiple primary beneficiaries, the total allocation must be equal to or less than 100%; if less than 100%, the difference will be 
payable to the estate. Please do not indicate dollar amounts. 

Last name First name Relationship Date of birth %

 Y M D

 Y M D

 Y M D

2.  Contingent beneficiaries
If you wish, you can also appoint contingent beneficiaries in the event all primary beneficiaries predecease you. If you name multiple contingent 
beneficiaries, the total allocation must be equal to or less than 100%. If less than 100%, the difference will be payable to the estate. Please do 
not indicate dollar amounts. 

Last name First name Relationship Date of birth %

 Y M D

 Y M D

IMPORTANT: For Quebec residents only – to be completed if you designated your spouse (marriage or civil union) as a beneficiary. 

In Quebec, the designation of a spouse, excluding a common-law spouse, as a beneficiary is irrevocable* unless you check the following box:  

 Revocable beneficiary

* To change the appointment of an irrevocable beneficiary, his/her written consent will be required. 

 7. TRUSTEE DESIGNATION (Not applicable in Quebec.*) 

You can appoint a Trustee to receive any amount due to any beneficiary under the age of majority. 

Trustee’s last name ___________________________________________________________________    First name ______________________________________________________________________________

* In Quebec, there might be issues with respect to the appointment of a trustee. You should consult a legal advisor before appointing a trustee.

Please sign the “PLAN MEMBER CONFIRMATION/AUTHORIZATION” section on the next page.
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 PLAN MEMBER CONFIRMATION/AUTHORIZATION

I HEREBY APPLY for the benefits which I am eligible for under my Employer’s/Policyholder’s group insurance plan, subject to any waiver 
indicated and CONFIRM that the information contained in this form is true and complete to the best of my knowledge.

If applying for benefits for my dependents, I CONFIRM THAT I AM AUTHORIZED to disclose information concerning them for the purpose of 
determining their eligibility for coverage.

On behalf of myself and my dependents, I CONSENT TO THE RELEASE of the information contained in this form to my Employer/Policyholder 
and Industrial Alliance, its employees, agents, reinsurers and service providers for the purpose of underwriting, administration, claims processing 
and the enrolment of myself and my dependents in my Employer’s/Policyholder’s group insurance plan. In addition, I UNDERSTAND that 
personal information may be subject to disclosure to those authorized under the applicable laws within or outside of Canada.

If my Social Insurance Number is used as my certificate number, I AUTHORIZE its use for the administration of my group insurance plan.

I AUTHORIZE my Employer/Policyholder to make the required salary deductions for my group insurance plan.

If I enrol in direct deposit, I AUTHORIZE Industrial Alliance to deposit in my bank account, using the banking information I have provided in 
section 1, any amounts payable in regards to a claim that I submit under my group insurance plan. I AGREE that this authorization will apply 
until such time as I submit a written request to the contrary to Industrial Alliance. I UNDERSTAND that Industrial Alliance will have no further 
obligation with regard to the claims paid. I ALSO UNDERSTAND that Industrial Alliance can, without prior notice, terminate the direct deposit 
of my claims payments. This authorization takes effect on the date indicated below and will be valid for all other active bank accounts at this or 
any other financial institution that I may name in the future.

I AGREE that a photocopy of this Confirmation/Authorization shall be as valid as the original.

Plan member’s signature  ____________________________________________________________________________   Date 
Y M D

 

 DISCLOSURE

At Industrial Alliance, the personal information we collect concerning you and your dependents is kept in strict confidence and is only used for 
the purposes you have authorized. Your personal file will be kept at Industrial Alliance’s offices.

You have the right to request access to your personal information and, if necessary, correct any inaccurate information. In order to do so, send 
a written request to the following: Industrial Alliance Insurance and Financial Services Inc., Information Access Officer, 1080 Grande Allée West, 
PO Box 1907, Station Terminus, Quebec City, Quebec, G1K 7M3. 

Access to your personal information will be limited to Industrial Alliance’s employees, agents, reinsurers and service providers in the performance 
of their jobs, individuals to whom you have granted access, and persons authorized by law. 

For the purposes of audits and administrative reporting, Industrial Alliance may release to your Employer/Policyholder statistical financial 
information without personal identifiers.
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