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SAFE DRIVER APPLICATION FOR INSURANCE

APPLICATION #

I HEREBY APPLY FOR THE COVERAGE I HAVE SELECTED BELOW:SECTION        2  
  Benefits Total First Year Premium

  SAFE DRIVER PLAN $   Per Month $    

HEAD OFFICE: MISSISSAUGA, ONTARIO
OC CODE

	  NEW BUSINESS      INCREASE TO POLICY      REINSTATEMENTGENERAL INFORMATION
Last Name (Proposed Insured) First Name Initial Occupation

Primary Address Street Number Street or Rural Route Postal Code

City Province Age Gender Height Weight Birthdate:

       ft    in./cm      
(Area Code) Home Telephone (Area Code) Business Telephone Ext. (If applicable) (Area Code) Cellular Telephone

Beneficiary (Last Name) First Name Initial Relationship Age Select Designation

     Revocable   
     Irrevocable

If you live in Quebec, and if the 
beneficiary you have named 
is the person to whom you 
are married or civilly united, 
this designation is considered 
irrevocable unless you indicate 
that you wish for the designation 
to be Revocable.

M M D D Y Y Y Y

Contingent Beneficiary (Last Name) First Name Initial Relationship Age Select Designation

     Revocable   
     Irrevocable

Identification Type (eg. Driver’s Licence, Passport):  Province or Country of Issue: 

Identification Number:   

SAFE DRIVER PLAN QUESTIONSSECTION        1          

Please check Yes or No for each answer. If you answer “Yes” to question 1, 2, 3 or 4, you are not eligible for this product. Yes No 
1. In the last 3 years, have you been convicted of driving while intoxicated or been charged with careless/dangerous driving?    

2. Is your current occupation as an ambulance, city bus, taxi, limo, or tow truck driver? Or are you a paramedic, fire fighter, 
 or a police officer?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .    

3. Are you currently disabled or receiving disability benefits? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .    

4.  Do you engage in competition, racing or speed contests?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   

5.  Are you now insured or are applications pending for Safe Driver coverage?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   

Comments:

 lbs.
 kgs

La Capitale Financial Security Insurance Company (the Insurer)

La Capitale Financial Security Insurance Company (the Insurer)

IMPORTANT: In making this application for insurance, it is understood that a file will be established in your name, for underwriting, 
administration and claims purposes, which will contain any information that may be obtained about you and your health from any person, 
organization or institution that may have information or records about you. This information will be held in strictest confidence and only 
authorized employees of La Capitale Financial Security Insurance Company (the Insurer) will have access to this file. Your file will be kept in 
the office of the Insurer and you have the right to review the personal information contained in your file and if necessary to have it corrected by 
sending a written request to the following address: Manager, La Capitale Financial Security Insurance Company, 7150 Derrycrest Drive 
Mississauga ON L5W 0E5 1 800 268-2835 (All provinces with the exception of Quebec) or Manager, La Capitale Financial Security 
Insurance Company, 625 Saint-Amable St., P.O. Box 16040, Quebec QC  G1K 7X8  1 800 363-8011 (Quebec).

CONDITIONAL RECEIPT     
APPLICATION NO. ___________________________    PLAN SELECTED ______________________________________________________________
If You Qualify, Policy/Rider may take up to six weeks to issue. If acknowledgement is not received within 30 days, contact us at (refer to application #):
LA CAPITALE FINANCIAL SECURITY INSURANCE COMPANY  1 800 268-2835 (English) or 1 800 363-8011 (French) 
RECEIVED FROM __________________________________________ Date ___________. This receipt is issued for $_________________________ 
for an application for the insurance described in the Policy/Rider applied for. If all the following conditions are met and the Insurer issues a Policy/Rider as applicable 
to the Applicant, such Policy/Rider will cover the Applicant in accordance with its provisions, limitations and exceptions, for losses on or after the date of application:
1. All the information given by the Applicant in the insurance application and/or any supplementary form must be accurate and complete.
2. The Insurer must find the Applicant qualified for the plan and amount applied for in accordance with its normal and customary underwriting standards and practices.
3. The payment for which this receipt is issued must be one complete premium, according to the Insurer’s underwriting rules, for the mode of payment selected in the application.
IN THE EVENT THE APPLICATION IS REJECTED THE ABOVE AMOUNT WILL BE REFUNDED IN FULL BY THE INSURER.

TOTAL ANNUAL PREMIUM $___________  Cheque or Money Order payable to La Capitale Financial Security Insurance Company must accompany the application.      
 Licensed Advisor______________________________________________
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I ACKNOWLEDGE THAT THE ANSWERS GIVEN IN THIS APPLICATION ARE TRUE AND COMPLETE.
AUTHORIZATION:I hereby authorize the Insurer or its reinsurers, for underwriting, administration and claims adjudication purposes only: a) to gather only that 
information necessary from any person or organization that has personal information relating to me or any family member to be insured, including other insurers, 
physicians, medical institutions, Provincial or Territorial WCB, WSIB or WHSCC, other Government organizations, the MIB, Inc., investigation and consumer reporting 
agencies, and all persons likely to have personal information relevant to the object of the file; b) to disclose to these same persons and organizations only the neces-
sary personal information relating to me to allow them to collect the required information; c) to share such information as is necessary for the purposes described 
above with the advisor and agency of record of the policy issued in connection with this application; and (d) to make a brief report of my personal health information 
to MIB, Inc.. I understand and agree that: (a) the Insurer may provide access to my personal information to service providers located in jurisdictions outside Canada 
who provide the Insurer with, without limiting, information technology, data storage, claims adjudication and reinsurance services; and (b) I can obtain access to the 
Insurer’s policy on personal information protection at www.lacapitaleFS.com under ‘Privacy Policy’. A photocopy of this authorization shall be as valid as the origi-
nal. This authorization is valid for the period required to achieve the purpose for which it was requested. I acknowledge receipt of notice regarding the MIB, Inc. I 
acknowledge that the Insurer may refuse to consider my application for insurance if I do not comply completely with this authorization.

Date:            Signature of Proposed Insured:           MM  / DD  / YY

BANKING INFORMATION SECTIONSECTION        3  
METHOD OF INITIAL PAYMENT:  By Cheque  	By Money Order  By Visa*  By MasterCard*  
*Monthly charge to credit card is not available.

Cardholder’s Name: 

Credit Card Number: Expiry Date:   

Signed Authorization:     Authorization Number: 

MODE OF PAYMENT FREQUENCY:  PAD**    Semi     Annual      
**If Pre-Authorized Debit is selected, please complete Section 4. 

I, the undersigned, hereby authorize La Capitale Financial Security Insurance Company to debit the fixed monthly amounts required for 
payment of the sums due to La Capitale Financial Security Insurance Company from the account indicated on the enclosed cheque or from 
the account identified below.
BANK ACCOUNT INFORMATION

Bank Name:

Bank Address:

Please enclose a cheque 
specimen or complete:  
 Transit Bank Account No.

TYPE OF PAD: 	Personal Use 	Business Use
 Date of withdrawal determined by insurer at time of issue or specify the  of each of month. (Select a date between the 1st and 28th)

This agreement may be cancelled upon receipt by La Capitale Financial Security Insurance Company of ten (10) days written notice prior 
to the scheduled date of the next PAD.
You have certain recourse rights if any debit does not comply with this agreement. For example, you have the right to receive reimbursement 
for any PAD that is not authorized or is not consistent with this agreement.
To obtain a sample PAD cancellation form, or for more information about your right to cancel this agreement or your other rights to recourse, 
you may contact  La Capitale Financial Security Insurance Company toll free at 1 800 268-2835 (English) or 1 800 363-8011 (French) or visit 
www.cdnpay.ca.
You have waived your right to receive pre-notification of the amount of the PAD and agreed that you do not require advance 
notice of the amount of PADs before the debit is processed.

PAYOR’S NAME: PAYOR’S ADDRESS (if other than proposed insured or policyholder):
 

Signed at  on this   day of   20

Signature of person paying premium:    

PREAUTHORIZED DEBIT (PAD) AGREEMENTSECTION        4  
AMOUNT  PAID:  $ 

M M  Y Y

ADVISOR STATEMENT: I hereby certify that I have truly and accurately recorded on this application the information supplied by the 
applicant and payor (if different from the applicant). I certify that I have seen the client in person and that I have seen the client’s/payor’s 
identification and compared the signature on the identification document with the applicant’s/payor’s signature on the application.
 

    
 Licenced Advisor Signature Date Advisor Code # Advisor Name C.C. Centre Number

 
 Training Supervisor Signature (If required under provincial legislation) Date

FR TEXT

FR TEXT

FR TEXT

La Capitale Financial Security Insurance Company (the Insurer)




