


The EDGE Fracture Accident Benefit is a FABulous way to ensure you, your Spouse and Dependent Children are
protected from a loss associated with an accident that results in a Fracture. You are not required to be unable to
work in order to claim for your Fracture Benefit.

SINGLE COUPLE OR FAMILY COVERAGE AVAILABLE:
If you select Couple coverage both you and your spouse are covered for 100% of the listed Fracture Benefit amount.
If you select Family coverage both you and your spouse are covered for 100% and each Dependent Child is covered
for 25% of the listed Fracture Benefit Amount.

• Only the first eligible claim will be paid in the amounts listed above. Any subsequent fracture of the same bone in the same place,will be reduced by 50%.
• No more than one (the largest) Fracture benefit shall be paid with respect to all injuries resulting from the same Accident.
• Benefit Amounts for an Insured Spouse and Insured Dependent Children are made payable to the Insured Applicant.

FractureEDGE
the

Issue ages 18 - 64, coverage to age 70

FRACTURE ACCIDENT BENEFIT (FAB)
A TAX FREE lump sumpayment! Coverage is applicable to any accident, anywhere in theworld,

24 hours a day. No loss of income required. Pays in addition to all other benefits.

This is a brief overview of the Benefits, providing some key definitions, exclusions and limitations please refer to the policy booklet for complete details. In the event of any inconsistencies between this overview and the policy booklet
wordings, the actual policy booklet wording will prevail.

Depressed Skull 24 weeks $12,000.00 $18,000.00 $24,000.00

Spine (one or moreVertebrae) 12 weeks $6,000.00 $9,000.00 $12,000.00

Jawbone 8 weeks $4,000.00 $6,000.00 $8,000.00

Pelvis 8 weeks $4,000.00 $6,000.00 $8,000.00

Upper leg 8 weeks $4,000.00 $6,000.00 $8,000.00

Knee cap 7 weeks $3,500.00 $5,250.00 $7,000.00

Shoulder blade 6 weeks $3,000.00 $4,500.00 $6,000.00

Wrist (small bones) 6 weeks $3,000.00 $4,500.00 $6,000.00

Lower leg 6 weeks $3,000.00 $4,500.00 $6,000.00

Ankle (small bones) 6 weeks $3,000.00 $4,500.00 $6,000.00

Forearm 5weeks $2,500.00 $3,750.00 $5,000.00

Sternum 4weeks $2,000.00 $3,000.00 $4,000.00

Sacrum/coccyx 4 weeks $2,000.00 $3,000.00 $4,000.00

Upper arm (elbow-shoulder) 4 weeks $2,000.00 $3,000.00 $4,000.00

Collar bone 3 weeks $1,500.00 $2,250.00 $3,000.00

Nose 3 weeks $1,500.00 $2,250.00 $3,000.00

Two or more ribs 2 weeks $1,000.00 $1,500.00 $2,000.00

Hand 2 weeks $1,000.00 $1,500.00 $2,000.00

Foot 2 weeks $1,000.00 $1,500.00 $2,000.00

One rib 2 weeks $750.00 $1,125.00 $1,500.00

Any bone not specified 1 week $500.00 $750.00 $1,000.00

FRACTURE BASE PLAN STANDARD PLAN MASTER PLAN

How much is YOUR TIME worth?
ESTIMATED NUMBER
OFWEEKS TO RECOVER

Fracture Accident Benefit amounts for each Plan are shown below.



     

        

                          
                               

                            
                               
                          

                    

                            

                                 
                               

                

                      
                                 

        
                           
                          

                            
       

                       
                                    

                                 
                                

                               
          

                                
                              

                             
                    

              

              
           

              
     

                         
                                     

                               
                             

         

            

     

KEY DEFINITIONS

An “Accident” means a sudden, unforeseen, fortuitous event.

A “Dependent Child or Dependent Children” are the Insured Applicant’s eligible unmarried natural, legitimate, illegitimate, adopted, step children or common law child who is principally dependent on the 
Insured Applicant or the Insured Applicant’s Spouse for financial support, and who are:
a) under 23 years of age, unmarried and dependent upon the Insured Applicant for maintenance and support and who is not engaged in gainful employment more than 25 hours per week at the time of Loss; 
or (b) under 26 years of age and unmarried and in attendance at an institution of Higher Learning and dependent upon the Insured Applicant for maintenance and support and who is not engaged in gainful 
employment more than 25 hours per week at the time of Loss; or (c) by reason of mental of physical infirmity, incapable of self-sustaining employment and who is considered a Dependent Child of the Insured 
Applicant within the terms of the Income Tax (Canada).

A “Fracture” means an unequivocal radiological evidence of a break or rupture involving the complete cross-section of the bone. If equivocal, the diagnosis of fracture must be confirmed by the treating Physician.

An “Insured Applicant” is the person who has completed the application, submitted and been accepted by the EDGE and whose premiums are paid up to date.

An “Insured Person” means the Insured Applicant, Insured Spouse or Insured Dependent Children.

A “Spouse” is defined as a person of the same or opposite sex who:
a) is legally married to the Insured Applicant and cohabitates with the Insured Applicant;  or  b) cohabitates with the Insured Applicant and has been publicly represented as their domestic
partner for a period of at least one year in the community in which they reside and continues to be represented as such.

EXCLUSIONS  
A Fracture would not be covered if caused by or resulting from any one or more of the following:

a) Intentionally self-inflicted injuries, suicide or any attempt thereat, while sane or insane;
b) Declared or undeclared war or any act thereof;
c)  Accident occurring while the Insured Person is serving on full-time active duty in the Armed Forces of any country or international 

authority (any premium paid to be returned by the Company pro-rata for any such period of full-time active duty);
d) Travel or flight in any vehicle or device for aerial navigation that is not a certified passenger aircraft operated by a properly certified 

pilot, flying between duly established and maintained commercial airports. Please see policy booklet for complete Air Travel 
Exclusion.

e) Participation in the commission or attempted commission of a criminal or felonious act.
f)  Being under the influence of a drug or controlled substance as defined by federal or provincial law, unless administered on the 

advice of a physician.
g) Operating a motor vehicle, under the influence of any intoxicant or if the insured’s blood alcohol concentration is in excess of 80 

milligrams of alcohol per 100 milliliters of blood.
h) Any fractures associated or a result of osteoporosis are not eligible for consideration.
 i)  For sickness or disease either as a cause or effect.
j)  Participates in any type of professional athletics activity, or engages in any of the following activities: mountaineering, rock 

climbing, caving, parachuting, sky diving, hang gliding, bungee jumping, rodeo, racing (for example, but not limited to automobile, 
motorcycle, or horse) or racing of any water device (e.g. seadoo)

                  
                       

        

     
                   
                    

       

                                
                       
                     

                       

 
 

 
 

 

  

        

Received from_____________________________ The amount of __________________ on _______________  payable to The Edge Benefits Inc.

Coverage will become effective on the later of, the date of the application, the date of the cheque for the first month's premium submitted with the application or the Effective Date specified on 
the Schedule of Benefits issued by Edge Benefits Inc. Coverage will not become effective if the cheque submitted as payment is not honoured on presentation.

_______________________________________       ______________________________________       ___________________________
Advisor Signature     Print Name Here         Telephone 

FRACTURE ACCIDENT BENEFIT PLAN APPLIED FOR:

 BASE  PLAN STANDARD PLAN MASTER PLAN

 � Single   $20.00 � Single   $30.00 � Single      $40.00

 � Couple  $40.00 � Couple  $60.00 � Couple     $80.00

 � Family   $60.00 � Family  $90.00 � Family   $120.00  

PREMIUM RECEIPT & INFORMATION NOTICE This section must be completed and left with the applicant.

Premiums are level for all ages and do not increase with age.  The coverage of any one Insured cannot be singled out for cancellation or premium increase, however, the Company may terminate, 
or increase premiums for coverage issued to a group of Insured Persons by Plan type. 
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Premiums noted are monthly. 
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APPLICATION FOR INSURANCE

   

SECTION 3 - BENEFICIARY DESIGNATION
Where no beneficiary is indicated benefits will be payable to the estate of the insured Applicant.
The beneficiary in the event of death of the spouse and/or dependent children (where Family coverage is in force) will be the Applicant. 

Beneficiary ______________________________________________________________  Relationship _______________________________________

TRUSTEE: for minor beneficiaries _________________________________________  Relationship of Trustee to Beneficiary _________________________________

SECTION 4 - ADVISOR INFORMATION

83144-SEPT12
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APPLICANT NAME ____________________________________________________________DATE OF BIRTH ____________________  AGE ______   � Male   � Female  

ADDRESS________________________________________________________________________________________________________________________

TELEPHONE: ________________________________________________  EMAIL _________________________________________________________________

First

Street Suite/Apt.  City/Town Prov. Postal Code

Last DD/MM/YYYY

SECTION 1 - GENERAL INFORMATION (please print clearly)  
Please complete this section for APPLICANT ONLY,  spouse information should be listed under dependents

SECTION 2 - COVERAGE BEING APPLIED FOR

Coverage available to applicants and their spouse from ages 18 to 64. Dependent children are covered up to age 22, or 25 if enrolled as a student full-time.

IF THIS APPLICATION IS NOT BEING SUBMITTED AT THE SAME TIME AS ANOTHER EDGE APPLICATION,  PLEASE PROVIDE ADDRESS

If listing a dependent between the ages of 22 - 25,  proof of full time student enrollment not required with application,  but may be requested at time of claim. 

Name Relationship to Applicant Gender (M/ F) Date of Birth (DD/MM/YYYY)

DEPENDENT  INFORMATION Only required if Couple or Family coverage is selected.

Monthly Premium $___________________ 

Master Plan is the maximum benefit amount any one Insured Person may be covered for.  No Insured Person is eligible for coverage under more than one plan at any one time.

 BASE  PLAN STANDARD PLAN MASTER PLAN

 � Single   $20.00 � Single   $30.00 � Single    $40.00

 � Couple  $40.00 � Couple  $60.00 � Couple    $80.00

 � Family   $60.00 � Family  $90.00 � Family   $120.00  

Advisor Signature: __________________________  Print Name Here: __________________________________________Tel.:  ______________________

Email:  ___________________________________________   Advisor Code:  _______________  MGA:  _____________________________________if applicable

Barbara Lapointe

barbara.lapointe@sunlife.com

587.785.4589 / 1.866.753.0390

9852



SECTION 5 - PRE-AUTHORIZED DEBIT (PAD)

SECTION 6 -  AGREEMENT, DECLARATION & UNDERSTANDING SIGNATURE

I hereby request/authorize The Edge Benefits Inc. (“the Administrator”) to debit my account, shown on the attached VOID cheque, pursuant to the Pre-Authorized Debit Agreement outlined 
on the attached product overview, for each month’s premium payable to the Administrator and its successors or assigns.  The Administrator’s treatment of each payment shall be as if it were 
a cheque drawn on my account, and signed personally by me. Under this premium payment method, the Administrator shall not be required to give notice of premiums due. 
The expression “cheque” used in this request includes magnetic or computer produced paper tape that is or purports to be a direction to credit any amount to the Administrator and debits 
such amount to the account described. If a pre-authorized cheque is returned due to non-sufficient funds, the Administrator is authorized to redeposit the cheque or add 
the appropriate amount to the next cheque.  A $25.00 service fee will be applied to all NSF cheques.  

If your application is submitted without a cheque representing the first months premium, we will use this PAD information to withdraw the first premium upon receipt of your application.

I have reviewed this application for benefits, and it is to the best of my knowledge and belief true, complete and correctly recorded and together with any other forms signed by me in 
connection with this application form the basis for any policy issued. I understand that any coverage arising from this application may not be valid if there is any incorrect answer or 
misrepresentation in this application. I hereby confirm that I understand, agree and consent as outlined herein. 

1.  I confirm that I live permanently in Canada and am a Canadian Citizen or a Permanent Resident (landed immigrant) of Canada.
2.  I hereby consent to and authorize the disclosure of any records or information received or known by the insurers and/or The Edge Benefits Inc. to any insurance company who reinsures a 

group of policies which includes my policy number. 
3.  I understand that all benefits payable are subject to the general terms, conditions, definitions, exclusions and limitations outlined in The Policy Booklets for the applicable coverages.
4.  I acknowledge having received, and have been advised to read the accompanying Product Overview, which contains the Privacy Statement outlining certain privacy practices regarding 

collection, use and disclosure of my personal information.  I have further been advised to review my policy contract when issued for complete understanding of the terms, conditions, 
definitions, exclusions and limitations outlined in the policy.

5.  I am authorized to release information concerning my spouse/partner and my dependent child(ren) for the purposes of determining their eligibility for benefits.
6.  I agree to the use of my personal information for the purposes outlined in this application. I understand that my consent to the use of any information to offer me products and services is 

optional, and that if I wish to discontinue such use I may call or write to The Edge Benefits Inc. (or their insurers) at the telephone number or address shown on the Product Overview.
7.  I understand that The Edge Benefits Inc. and/or their Insurers will create and maintain a file for the purposes of the Application and any subsequent claim. Only the employees, mandatories 

or agents responsible for such purposes will have access to it. I am entitled to consult the personal information contained in this file and where applicable have it rectified, by formulating 
a written request to The Edge Benefits and/or their Insurers. 

8.  EFFECTIVE DATE OF COVERAGE: I hereby understand that Coverage becomes effective on the later of, the date of this application, the date of the cheque for the first month's premium 
submitted with this application, or the Effective Date specified on the Schedule of Benefits issued by The Edge Benefits Inc. Coverage will not become effective if the cheque submitted as 
payment is not honoured on presentation. If Benefits are being added to a current policy, coverage will become effective when received and approved by the insurer, and premiums have 
been debited from my account.  I authorize The Edge Benefits Inc. to debit my account for any additional benefits purchased.

Name of Bank:  __________________________  Transit #:__________  Institution #:__________   Account #:_______________________________

Date ______________   Signature of Payor  ________________________________  Print name of Payor __________________________________
 (as it appears on bank records)     

Date ______________   Signature of Second Payor____________________________  Print name of Second Payor ______________________________
 (if required for joint account)

Advisor Disclosure: I declare that I am acting as a licensed advisor to sell the products offered by the insurers named on this Product Overview. 
It is my duty to disclose any conflict of interest to you, and I confirm that should any such conflict of interest exist, I have disclosed it to you in writing. I am remunerated by commissions either 
directly or indirectly by The Edge Benefits Inc. Any indirect commissions I receive would be paid through an insurer or licensed insurance entity with whom I am affiliated and with whom 
The Edge Benefits Inc. has contracted. Depending upon the volume of sales, I may qualify for bonus, awards and/or trips. Should you require any further information regarding my business 
practices or relationships, please feel free to contact me. 

Date ______________   Signed at _________________________   Signature of Applicant _____________________________________________

Please attach a cheque marked VOID

 

       

                            
            

                                    
                                   

                                   
        

                               

                         

            

             
                              

                      

  
                  

            
        
                       

                  
                        

                 

             
                       

   
                       

       
             

            
                    

                  
          

                  
                       

        

     
                   
                    

       

   Only the first eligible claim will be paid in the amounts listed abov                  
   No more than one (the largest) Fr               
   Benefit Amounts for an Insured Spouse and Insured Dependent Children are made payable to the Insured Applicant.  

The Edge Benefits Inc., Head Office, 1255 Nicholson Road, Newmarket, ON  L3Y 9C3  • Tel: 1-800-908-9917   •   Fax: 1-866-273-5557

 
 

 
 

 

APPLICATION FOR INSURANCE
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Your PAD WITHDRAWAL DATE will be the Effective Date of Coverage or select a date  _________________ (1st to 28th)

   
                 

                  

                                     
       

      

         

     

     

        8 weeks   $4,000.00    $6,000.00   $8,000.00
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587.785.4589 / 1.866.753.0390



1255 Nicholson Road
Newmarket ON L3Y 9C3
Tel:1-800-908-9917
Fax:1-866-273-5557EDGE

the
Fracture Accident Benefits are provided by ACE INA Life Insurance Company.

TM/® Registered Trademarks of The Edge Benefits Inc.

PRE-AUTHORIZED DEBIT (PAD) AGREEMENT Ensure you read & understand the “Privacy Statement”.
The Payor named under Section 5: Pre-Authorized Debit on the Application form agrees that:

a) The Edge Benefits Inc. (the “Administrator”) is authorized to make scheduled monthly withdrawals to pay the premium in accordance with the
premium schedule set out in this policy/policies, including the initial premium, if requested in the Application, against the account at the financial
institution provided under Section 5 on the Application, or any other financial institution that the Payor(s) may later designate;

b) The Edge Benefits Inc is not required to provide notification before the initial premium is debited, or if the amount of withdrawal should vary;

c) unless otherwise indicated under Section 5 on the Application, such withdrawals shall be dated on the day of the month on which the premium is due
under the policy or, if more than one policy is included in this Agreement, the withdrawals shall be dated to coincide with the existing policy/policies;

d) the financial institution indicated in Section 5 of the Application, is authorized now or at any subsequent time to honour any requests made by the
Administrator to withdraw premium or fees from the account indicated in Section 5, which may include a redraw within 30 days should any withdrawal
not clear the account;

e) notification of any change to the account information provided in Section 5 of the Application, shall be given to the Administrator by the Payor(s), at a
minimum of 5 days prior to the next scheduled withdrawal. The Payor(s) agrees that from time to time they may authorize the Administrator to
deduct such payments from another account upon the Payor’s oral or written instructions;

f) this Agreement will terminate in respect of all policies included in it upon 10 days written notice by the Administrator or by the Payor(s). The Payor(s)
may obtain further information on their right to cancel a PAD agreement by visiting the Canadian Payments Association website at www.cdnpay.ca;

g) in the event that a PAD is disputed, the Payor(s) agrees to contact the Administrator. For recourse purposes, this PAD is considered a Personal PAD. The
Payor(s) has certain recourse rights if any debits do not comply with this agreement. For example, the Payor(s) has the right to receive reimbursement
for any PAD that is not authorized or is not consistent with this PAD Agreement. To obtain more information on recourse rights, the Payor(s) may
contact their financial institution or visit www.cdnpay.ca;

h) the names and signatures of all persons required to authorize withdrawals from the account indicated are included in Section 5 on the Application.

PRIVACY STATEMENT your privacy matters to us.
At The Edge Benefits Inc., we are committed to protecting your privacy. We respect your privacy and want you to understand howwe safeguard your
personal information.

HOW WE COLLECT YOUR INFORMATION.
We collect and keep information about you,which is needed to provide the products and services you request. We collect information from you, either
directly or through our representatives.Wemay also need to collect information about you from sources such as hospitals, doctors and other health care
providers, the Medical Information Bureau, the government (including government health insurance plans) and other governmental agencies, other
insurance companies, financial institutions,motor vehicle reports, and your current and former employer.

HOW WE USE YOUR INFORMATION
We use your information to provide the products and services you request,which includes using it to evaluate insurance risk and manage claims. Wemay
also share your information with other third parties,when it is necessary for the services we provide to you. Third parties may include other insurance
companies, the Medical Information Bureau, financial institutions, third party administrators, and any references you provide.Wemay use your information
internally, to prepare statistical reports that help us understand the needs of our customers and that help us understand and manage our business.

For further information on the privacy policies and procedures of any of the Insurers that partner with The Edge Benefits Inc,please contact us at
1-800-908-9917.

QUALITY GUARANTEE: If within 30 days of receipt of your policy contract you feel the policy does not meet your lifestyle protection needs,
return it to the EDGE, we'll cancel your policy and will refund your premiums.


