HOW TO CREATE AN AFFINITY ADVANTAGE APPLICATION
STEP 1.
Once you have a commitment from a Lender go to the Services Menu in your Mortgage Application in Filogix as below:

User: Tester One, Apent

Last Signed On: January 07, 2010 07:03 PM EST

- - ;1]
f] Ioglx expe rt Last failed sign on attempt:
Home Reports Tools

e | ez Deal 1st Mtg ind Mtg 3rd Mtg

et . , , , 1=, Validate
g _ BCD1-1 GDS 20.714 % 20.714 % 0.000 % 0.000 %

wae TaskList TDS 20,714 % 20.714 % 0.000 % 0.000 % @& Save
'\_0 Create Mew Application AlMM . 83.330 % 83.330 % @ Close

NetWorths g, 00

I_.‘—% Recent Applicaticns
ICEETEEENON ) o lication Edit

cpen felders | close folders

2

Applicant Information
[Z) Open Applications (1) —

B3 BCD1-1 AIMM V4 Edit| |?-| Duplicate | ﬁ[}elete |

-] Summary

-] Tasks

#-{_] Application Information MName: | | Primary: Income: | |
iy e[ vtz s | |
[ Participants one: redit Score: ssets:

-] Lender Submit Email: | | Liabilities: | |
]_'| Lender Response

~{] Fees Met Warth: | |
-1 Forms Mame: Primary:

-] History Phone: Credit Scare:

~{]_Interpal Notes Email:

:

Commissions

iii Add Applicant/Applicant Pair |

Subject Property Information
b’
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STEP 2.
Click on Affinity Advantage Request Applicatio- button under the services menu.

User: Tester One, Agent
Last Signed On: January 08, 2010 12:22 PM EST

- - 1]
f'lloglx e}(pE.' rt Last failed sign on attempt:
Home Reports Tools
i,_'] Quick Search Deal 1st Mtg ind Mtg 3rd Mtg
o BCD1-1 GDS 20.714 % 20,714 % 0.000 % 0.000 % e i
"ﬁgi Task List »
TDS 20.714 % 20.714 % 0.000 % 0.000 % & Save
= . .
Lﬂ Create Mew Application AlMM L 83.330 % 83.330 % @ Close
NetWorths o, oo

T "'b Recent Applications

Amortization Scenario/Schedule:
El Calculate

[ Open Applications (1) Income Required:
B-S5 BCD1-1 AIMM
D Summary
-] Tasks
#-_J Application Information
[ Credit Bureau
Participants
Lender Submit

Maximum Mortgage Allowed:

{1

i

D Lender Response
-] Fees

D Forms

[ History

{1 Internal Motes

- |Services
‘ ﬁ Request Application ‘

Top of Page [+

Affinity Advantage :
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STEP 3.

Print the Application as below:

Insurance Application / Waiver FEODOOQOO778 -
Affinity Advantage Platinum >

Group Policy Mumber: TMHE00126
Underwritten by ACE INA Life Insurance (The “Insurer™)
[ Applying for new coverage [ Change to existing coverage

. . Page 1 of 1
ace life

A i Ir i Platii Platis Plus
N . . Oniy AvaNaDiE WIth Avantsge Piaunum | )
Applicant Name Dats o ot per month® e | Acditionai Premium | inital to initial here
per month® accept
#1 TESTING AIMM 121271973 547 53 52493
#2

* Premium per month includss PST 5
Smakier Fates 2.3 fimes the Advantage Platinum premiums Joint Premium ﬂ ﬁ ﬁ
Monthly Policy Fee £5.75
+ fou are eligible to spply for the Advantage Platinum Mortgags Protaction Plan if you are under age 65. Please initial your selection here.
+ ‘fou are nat efigible for the Advantage Platinurn Plus Morgage Protection Plan i you are seff-employed.
Mo Tnfo =
Mortgage Application | Print Date | Initial Mortgage Balance | Mortgage Payment | Mortgage Funding Date {mmydd/yyyyl
BCD1-1 [p1-08-2010 2:33 PM5254.375.00 |$1.479.46 |o1/01/2010
Requested Effective Date: liwe would ke cur msurance to start: || As soen as mylour Application is approved [ Mot until the Morigags Funding Date shown abovs

| Pre-Authorized Debit (PAD) Agreement and Banking / Ac 10N _(Complete thi: D attach a “woided” cheque o this s

1, uthorize the insurer, ACE INA Life Insurance (*ACE Life"), and the financial institution decignted i debit the acoount referenced on the sampie “VOID” cheque attached to

Appheation. Sor all regular recurring premium payments dus (mcluding t2x. if applicatie) i respect to tna coveraga appRed for under Group Folicy Numbar TMHS0CL20, |

understand hat f oirt coverage = selected e enlire Insurance p o will e 1 agree that for the purposes of this PAD Agreement all pre-

authorized debits from my account will ba traated a nal

e gest amourt will bs s shown cn tha confirmation of covsraga stiar that | wil receive from ACE Lite. The dabit wll cceur on the first businsss day of sach monin. | undermtans

that 7.3 PAD, 18 reburmed cue o Insubeent funds i my scosunt (HEE) or “Fands Mot Clsared™, ACE LSt will reprasent e A ohce on e raxt Bling dats. - The representen aabi sl

ba for exactly the sama amount as the retumed debit. I the reprasented :Iablt is remmed ancihar time, | will receive a nunru:ahun Ietber'rom ACE Life.

|mmthenghtmmnunﬁcabunatuastmdaysummﬁstmn 1 waive the right to 10 days® notice of an increase or decrease in the amount of utomatic
withdrawal. -{wuumzatm at any time by giving written oo £ AL Lite ot i aorees Batn ot leat 10 ucinace days befors the e e et T Skt 2

sampla e caliation o fom. or for mare informiation on my fig { ko cancel 3 PAD Agreemant, | may contact my financial institution or vist

| have certain recoursa any debit does not comply with this agreement. For example, | have the 0 receive reimbursament for any cebi that is not authorized or is not

consistent with this FAD £ To pbtain more information on My recourse ri | may contact my financial instibution or vis? wwwe:

[ Afiach VOID cheque  Or ] | Financial Insfitution:

To waive

to the account

Account Mo.:

- » Applicant #1 | Applicant #2
Health Questions (Do not complets i you are waiving coverage) No ez Mo Ves
Have you eves ha or been treated for heart disorder, chest pain. stroke, narmwing or blockags of an artery aneurysm, cancer, turmours. Inigial | I
1. [ lung or iiver disorder inchuding hepatitis or carrier stafe. disbetes. descrder of the pancreas. chironic fsteue. Igis or other form of
TS ie B Sty 1mar Syt SbnerTTAIe & DORTHve LIV Tost. AIDS. of SHCS o o o TEcHILS Srit: Use b mieonol

Durin 2t three [3) years have you; a) hid or een trested for mental o nenvous disorder (depress i, Initia

F disorder inciising sezu L. i Pressure, kignsy or urinary disorder, sastro-intestinal hleedmac knee pain,

2. Cinar miiscular.Skel el Gisordar f any Ciher liness, disasts, Speration, ury. o conganital defect not [ated? OF b baen absart

T v o rbdical reasors for & ot or 1orge?

fire yors cumentty under invectigation or redication or other frestment, or have you been advised b have further ivestigation, Iniial | Iedial | nital | ik
314 &nt. surgery. or r=ferral 1o a o Ly

it Initial

4. | During the past three (3} years, have you had an application for #e or disability insurance declined? it
5. | During the past 12 months have you smoked any substance or used any form of tobacco o nicotine product (including the nicotine patch)? | I7t=
Please nots that if you answer “¥és™, you will be as 3 smoker and Smokar Rates will apply (Advantage Platinum premiums x 2 2).

If “Yes™ applies to No. 1 to 4 of the above Health ions. please provide details below.
Applicant Name of Disarder Date and Dusation Treatment and Result Name of DoctorHospital

#1

#2

Declaration: | daclare that | hava read and undarstoed the Health Questions above, and that the statements contained in the Application are true and completa. | understand that i
| provide incomplet o i .rmcuraba information about my health, my insurance may be fully revaed which means | will not ba able o make 3 claim for any causs o condition.

| authorize any provide the Insurer ancior 1% admnestratos of the pticy anaior 1t reinsurer with my magical nfarmaton 1= Application and any sucsequent claim.

| oo g g el Sl my authorization takes effect on the date this Appl.r.atm is signed._ | mzyvrllhdlaw e ipgeyrivale o at any time;

may result in insurance coverage not being offered andjor claims n:ihamgpald I understand cancel this insurance st any time by notfying the Insurer in writing

By inftialing above. | hersby apply for. or waive. the insurance undsr the Policy: | have lu:aawadtha Amnny Advantas Protection Pian brochurs hat contains the Notics on Privacy and
Confidentiality (the “Notice™), and describes the Flan that | am am 260 ing for. | Juthorizs the Policyholder andjor tha (Ecicr o provide o the Insurer this Application and to reiease

exchange with the Insurer or fs reprecentatives informatio for the purposes described in the Motice- Hldunutmshmy reation o b ted i he
Smtiona purpose of SHEnNE aoginal AIodUCE o senices, T Stk th inSwrer at the phane nuMmbsr or address shown in the Affinty Adva Protection Plan brochure

|,understand that this Agplication may be transmitted to the Insuluas an original o fax copy [“Submitted Application™). with a belngasvall:l 3 the original, and the Subrritted
Appiastion el Form part of arty Eontiacs of mewrancs Seusd, | an decling Seerage. In WHbRE. within 30 Gays g the rmasing ts of to me and | will receive a full
g i arvy prer T o Hac | aaros b e Do by the tarrr amd ecenitions of tha PoRey, g tha Exchusiorns i Leritaons, S Tnad oy Corhete o hoaramen |
Corstar trE T Polloyardor rcsigs rer 1 for performin ative duties in respect of the Palicy.

Date Insurance Begins: if the answer is o™ to Mo 1 to 4 of the Health Qusnuns above, and if the Initial Moﬂgahge Balance does not excead $300,000, as lon asiheﬁrst
PFremium is paid when due, the Date Insurance Begins is on the later of the Requested Effective Date or the date the Insurance Applicalion & properly complsted and sign

In il cther cases, the Insurer or fts administrator may request a medical examination or tests such as a general blood profile which will be carried out at no expense in Alppllca I{
or other additional information (the ~Madical "), Aftar the 1 and Msdical Euicancs, the Insurer may sither approus o declins covsrags and and B e in
nofify the Applicantis) accordingly, as long as the frst Pramium is pasd when due, the Date Insurance Bagins will be the date of such approval or, if later, the Requested

By signing here, | apply for coverage and agree to the terms for the 5on of pramiums ibed in the PAD Agr abeve, or | confirm that | waive the insuranca.

Applicant #1 Signature Date {mmydd/yyyy) Applicant #2 Signature Date {mrm/ddyyyy)
Insurer Address: ACE INA Life Insurance, PO Box 1087, Station B, Willowdale, Ontario M2K 3A2 Toll Free: 1 B88 316-2466 AIMM-PPU2(2009/11)
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APPLICATION IN DETAIL
The Application can be broken into 4 major areas as you can see from the Sample on the next page.

1. Coverage Option and Effective Date

Your clients have the option of accepting or waiving the Affinity Advantage Protection. If the clients are Accepting the Protection they
have the option of Accepting The Advantage Platinum as a standalone or with the Advantage Platinum Plus.

a. The Advantage Platinum provides a Life and Terminal Iliness
b. The Plus Option is Disability and Loss of Employment. The plus option is only available with the Advantage Platinum.

2. Pre-Authorized Debit

Clients can provide a VVoid Cheque or a Pre-Authorized Debit Form from the Financial Institution or complete the information on the
Application.

3. Health Questions
The Health Questions are to be answered if the Client/s is/are Accepting the Affinity Advantage Protection. If the answer to any
question is “YES” the clients need to provide the name of the disorder, the duration, the treatment that they are required to have and the
Name of the Physician or Hospital.

4. Signing for Acceptance or Waiver.

All clients need to sign and date the Acceptance or the Waiver of Insurance that has been offered to them.
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Insurance Application / Waiver FE00000778 0,
Affinity Advantage Platinum N

ace Iife Group Policy Number: TMHE00126 Page 1 0f 1
Underwritten by ACE INA Life Insurance (The “Insurer”)
pplying for new coverage NZE 10 BXIStiNg COverage
Applicant Information Advantage Platinum Advantage Platinum Plus o waive
Auallzble with Platinum
" i Premi Initial all coverages,
Applicant Mame mg&gm por et w Mdiﬁ::qmium Izirt,i:él o initial here C overa g e
#1 TESTING AIMM 12/271973 $47.53 $24.93 ‘-' B
%2 Option

* Premium per month inchudes PST - .
Smoker Rates - 2.2 imes the Advantage Platinum premiums Joint Premium ﬁ ﬁ ﬁ
Monthly Policy Fee $5.75

+ Vou are efigble to apply for the Advantage Pistinum Morigags Protection Plan if you are under age 65.
+ 'fou are not efigible for the Advantage Platinum Plus Mortgage Protection Plan if you are sef-employed.
Mortgage Information
Mortgage Application % Print Date [ inital Balance Mortgage Payment Funding Date (mm/ddiyyyy) E ffective
BCD1-1 I01-08-2010 2:33 PM$254,375.[]{] $1,479.46 01/01/2010
Effective Date: liwe would ke our insurance to start: As soon as mylour Application is approved D Mot until the Morigage Funding Date shown above c Date
Pre-Authorized Debit (PAD) Agreement and Banking / Account Information (c is section or attach a “voided” cheque 1

| authorize the Insurer, ACE INA Life Insurance (“ACE Lif="), and the financial institution designated io dehlt the account referenced on the samgjle “VOID" chegue attached to
, for all regular recurring premium payments due (including tax, i aggllc‘ablal with respect to w apphiad for under Group Policy Mumber TMHE00126. I

understand that if joint coverage is selected the entire insurance premium will be charged to the account referes | agree that for the purposes of this PAD Agreement all pre-
authorized debits from my account will be treated as Personal. P
The debit amount will be as shown on the confirmation of omraaﬁa r that | will recaive from ACE Life. The debit will occur on the first business day of each month. | understand re-
that if a PAD is retumed due to insufficient funds in my account (N5F) or “Funds Mot Cleared”, ACE Life will represent the PAD once on the next billing date. The represented debit will
be for exactly the same amount as the returmed debit.” If the represented debit is retumed ancther fime, | will receive a notification letter from ACE Life. =
| waive the right to pre-notification at least 10 days before my first PAD, as well, | waive the right to 10 days’ nofice of an increase or decrease iin the amount of the automatic Authorlzed
withdrawal. | may revoke m{ru&nnzztnﬂ at arry tima by giving written notice to ACE Life at the address below at least 10 business days befora the next scheduled debit. To obtain a
sample cancellation form, or for more information on my ng' tn cancel a PAD Agreemant, | may contact my financial institution or visit www cdnpayca. =
| have cartain recourse rights if any debit does not comply wlththsagaunant For example, | have the right to receive reimbursement for any debit that is not authorized or is not Deblt
consistant with this PAD it To obtain mare information o TECOUSE T | may contac my financial institution or visk www.cdnpay.ca. 4__
L] Amtach VOID cheque  Or [ | Fmancial Insiitution: Branch: Account Mo

Health Questions (Do not complets i you are waiving coverags)
Have you ever had or been treated for: heart disorder, chest pain. stroke, narrowing or blockage of an artery. anewrysm, cancer, tumours,

1.| lung or liver disorder including hepatitis or carrier state, diabetes, disorder of the pancreas, chronic fatigue, fibromyalgia or other form of
«chronic pain, any immune system at a positive HIV test, AIDS, or advised fo stop or reduce drug use or alcohol ooﬂsumptmn’
Durin st three (3) yearsha\eyau a) had or been treated for mental or nervous disorder (depression, Initial nitia Initial
o F disorder mdudusa high blood pressure, kidney or urinary disorder, sastro-intestinal hleednmybac pam H ea I th
= rihrlhs oiher muscular-skeletal dlsorderur any uther illness, disazsa, operation, injury, or conganital defect not listed? OR bl been absent *_ L
from work for medical reasons for a month or longes? -
Hire currently under investigation or using medication or other freatment, or have you been advised to have further investigation, Initial InRial nitia Initial Q t
3. t ent.surgaryurlderralbamﬁ\erdoﬁ:lr? ues Ions
4. | During the past three (3) yaars, have you had an application for [ or disabilty insurance declined? e e Initia

4

5. | During the past 12 months have you smoked any substance or used any form of tobacco or nicotine product (ncludlng tha nicotine pabch]7 Initial Iniial nitia Initia
* | Please note that if you answer “Yes™. you will be classified as a smioker and Smoker Rates will apply 22).

If “¥Yes" applies to No. 1 to 4 of the above Health Questions. please provide details below.
icant Mame of Disorder Date and Duration Treatment and Result
e e —

Name of Doctor/H

#1

#2

laration: | declare that | have read and undsrstood the Health Questions above, and that the statements contained in the Application are true and complete. | understand that &
| prowide incomplete or inaccurate information about my health, my insurance cove may be fully revoked which means | will not be able to make a claim for any cawse or condition.
| authorize any t’Ezrsc:m o provide the Insurer andfor |Is administrator of the policy alﬁr its reinsurer with my medical informiation to process this ication and any sl.bsequml claim.
| acknowledge the need for this information and my authorization takes effect on the date this Application is'signed. | may withdraw my authorizaticn at any time; howewer, doing so

may result in insurance coverage not being offered and.vbr claims not being paid. | understand that | may cancel this insurance at any time by notifying the Insurer in wnhng

By initialing above, | hersby apply for, or waive, the insurance under the Policy. | have recaived the Affinity Advantage Profection Plan brochure that contains the Motice on Privacy and = =

Configertaizy (the Nofice") and dascrbes the Plan trat | am 3ppling ot | authorize s Policyholder andior the Uonio b provide o fhe Insurer s Application ang o rsiszse and S 1 g nin g
n?a the Insurer or its representatives information relating Mortgage for the purnposes described in the Motice. i | do not wish my information fo be used for the

optional purpose of offering additional preducts or services, | can contact Ihe Insurer at the phone number or address shown in the Affinity Advas Protection Plan brochure.

I f that this Application may be fransmitted to the Insurer as an original or fax copy (“Submitted Application”), with a copy being as valid as the original, and the Submitted Acceptance

Application will form part of any contract of insurance issued. | can decline coverage. in wnhn,F within 30 days of the mailing date of any oweﬁ issued fo me and | will receive a full

refund of an pm‘rhnéumlhmpald | agree to be bound by the terms and condifions of the Pol :,','lndudnglhe Exclusions and Limitations. as cullined in my Certificate of Insurance. |
TECEIVES

or perfarming aSminsiratve duties in respect of the Palicy, r Wa iver

Date Insurance B?ms If the answer is “No” to No. 1 to 4 of the Health Questions above, and |ﬂha Initial Mudgaﬁe Balanca does not exceed $300.000, as long as the first
Premium is paid when due, the Date Insurance Bagins is on the later of the Requested Eﬁechve Dda ior the date on which the Insurance Application i proparly mmpl and signed. '/
In all cther cases, the Insurer or its administrator may request a medical examination or tests such as a general blood profile which will be carried out at no expense io the icani(s)

or other additional information (the “Medical Evidence™). After raviewing the Application and Medu::al Ewidenca, the Insurer may either approve or decline coverage and the Insurer will

nofify the Applicant(s) accordingly, as long as the first Premium is paid when due, the Date Insurance Begins will be the date of such approval or, i later, the Reguested Effective Date.

By signing here, | apply for coverage and agree to the terms for the collection of i described in the PAD A it above, o | confirm that | waive the insuranca.

Applicant £1 Signature Date {mmydd/yyyy) Applicant #2 Signature Date (mm/ddfyyyy)

Insurer Address: ACE INA Life Insurance, PO Box 1097, Station B, Willowdale, Ontario M2K 3A2 oll Free: - AlMM-PPV2(2009/11)
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