
HSFS R-AM (02/10)

55 St. Clair Avenue West, 6th Floor Toronto, ON., M4V 2Y7

Tel. 877-276-2780      Fax: 877-276-2227

Applicat ion

Personal Information

*First Name:  				    *Last Name: 	  			       Middle Initial: 

*Street # :  		  *Street Name:  					     Apt: 

*City:  					     *Province: 			    *Postal Code: 

If less than 1 ½ years at this address, please enter your previous address.

*Street # :  		  *Street Name:  					     Apt: 

*City:  					     *Province: 			    *Postal Code: 

This is my mailing address 

*Housing Status:  				    *Length at address?   

*Email Address:  				    *Confirm Email:  

*Question for lost password: 						       *Answer:  

*Home Phone:  				    Alternate Phone: 

*Date of Birth:

Social Insurance Number:  

*Identification:  				    *ID #:  

* Note: do not accept or record Ontario, Quebec or Manitoba Health Cards.

*2 pieces of ID are required, one must be photo. 

Employment & Financial Information

*Job Position:  

*Employer Name:  				    *Gross Annual Salary:  

*Job Start Date:  

*Work Phone:				    ext. 

If less than 1 ½ years at this employer, please enter your previous employer.

*Employer Name:  			   *Gross Annual Salary:  

*Job Start Date:  				    *Work Phone:				    ext.

* Mandatory Items

(Applicant only)

(Applicant only)


