
PAYMENT AUTHORIZATION FORM

INSURANCE GOMPANY

FULL NAME AND POSTAL ADDRESS

INSURANCE & FINANCIAL SERVICES LTD

OSHAWA, ONTARIO
L1H 183

E MAsTERcARD
n orHER

XPIRY DATE: (MONTH|TEAR)

AS SHOWN ON GREDIT CARD CARDHOLDER'S SIGNATURE:

NEW I I CHANGE OF INFORMATION

NAME OF ACCOUNT HOLDER (PERSON pAytNG PREMIUM rF OTHER THAN TNSURED)

NAME OF FINANCIAL INSTITUTION

NT INFORMATION

ount must provide chequing

,TE OF WITHDRAWAL:

- | / We have been provided with details of and understand the terms and condtions of the payment plan

by automatic withdrawals from my / our bank account.

- | / We hereby authorize the above named financial institution to debit my / our account for all payments
payable to:

- I / We understand that this authorization may be cancelled by me / us upon written request.

ACCOUNT HOLDER SIGNATURE

ACGOUNT HOLDER SIGNATURE

lf more than one signature is required on cheques issued against this account, all account holders
must sign this authorization.

Please note that a transaction fee will aoolv to anv "Non-Sufficient Funds"


