
I n tact I n sur ance C ompan y 

1200 St . Laurent B lv d., U ni t 004A, P. O. Box  22, Ottaw a, Ontar io , K1K 3B8 

Tol l f ree 1 844 748 7344    intact.ca      

CREDIT INSURANCE 
Nominating a Payee

GENERAL INFORMATION: 

Insured legal name:  Policy number: 

Form completed by: Title: 

THE PAYEE - Please read the notes at the foot o f this form careful ly :

The name of the entity whom you want to receive payment:  

The address of the entity whom you want to receive payment: 

Contact name:  

Telephone number: 

Email address:  

YOUR AUTHORIZATION - C heck one box only as appropriat e:

Loss Payee/Assignment of Debt: 

 Revocable  Irrevocable 

Please pay the entity mentioned above and the Insured mentioned below: 

 some  all the amount payable under our policy. 

If some, indicate buyer names. If several, please attach a separate list. 

The Insurer is hereby authorised to provide the Payee named above with copies of the policy and any related 
endorsements:  Yes   No 

Authorized Signature 

Name: Title: Date: 

Notes

N o tes:  

1. Thes e instructions:
a. are not an assignment nor do they conf er on the payee any of the benef its o f an assignee ;
b. are inv al id if t he pr in ted contents of t his form have been a ltered in any way ;
c. w i l l apply to any sums of money that may be payable under the pol icy ;
d. are v al id only i f they bear our receipt st amp;
e. w i l l become effective 10 days af ter the date of receipt by us;
f . c an be amended only by further instructions using another of t hese forms, and can be cancel led only by using a cancellation f orm that

w e w i l l provide.

2. I f , when we are about to make a payment under t he policy, there is more than one nomination of some or al l of the amount payable, we will
not m ake payment unti l the enti tlement o f each payee has been determined.

3. Any payment under the policy wil l o f course depend on your complying with the terms and condi tions of the policy.

FOR INTERNAL USE ONLY: 

Da te  re ceive d: 

By: 

Ef fe ctive d ate:  J a y Ra mpersad, V ice-President 
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