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SALARY DEDUCTION 
AUTHORIZATION

Colina Insurance Limited
P.O. Box N4728
Nassau, The Bahamas

Agreement between employer/employee        Weekly       Monthly

Tick as appropriate:          Individual            Government       Treasury Code {2200}

I hereby request and authorize EMPLOYER / PAYMASTER, to deduct from my salary each and every pay period as noted below, the 
amounts as indicated below, and to transit this amount to COLINA INSURANCE LIMITED (“the Company”) until further written notice. 
THIS REPLACES / CANCEL ANY PREVIOUS AUTHORIZATION given to the company.

Name of Payor / Employee

Name of Employer

Contact

National Insurance Number of Employee

Employee Number

Effective Date of Change

Relationship of Employee to Policy Owner

P.O. Box Telephone Cell Phone Email

Department

Policy# Name of
Policyowner

Premium
Amount

LOAN/
APL APIP Group

Health Mortgage Sub
Total

Total Deduction
I confirm that all copies of the above account profile(s) are attached to this form.
Signature of Payor / Employee

Date

Name of Agent / Customer Service Representative

Signature of Policyowner

Signature of Policyowner

Signature of Policyowner

Signature of Policyowner

Signature of Policyowner

Authorization Statement
The Policy Owner hereby authorizes Colina to release all overages put toward a policy to the Payor of that policy, save that the Payor 
hereby authorizes overages in the form of premiums for the said policy to be applied to the balance of a loan on the Payor’s/Policy 
owner account, if any. Furthermore in the event that Colina is unable to identify the correct policy to which funds should be credited, 
that Colina will refund the funds into the care of the employer.

Should this information be used for future correspondence.
(If yes,  ID and page 2 Electronic Indemnity required)

Yes No
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SALARY DEDUCTION 
AUTHORIZATION

Colina Insurance Limited
P.O. Box N4728
Nassau, The Bahamas

Date:

Colina Insurance Limited
308 East Bay Street 
P. O. Box N-3734
Nassau
The Bahamas

Dear Sirs:

Colina Insurance Limited (“CIL”)

                                                                                                       (“The Policyowner”)

The Policyowner hereby authorizes CIL and without further authority or notice from the Policyowner to send or transmit any information pertaining to 
any of the Policyowner’s policies or accounts with CIL to the Policyowner and to accept and act upon any and all instructions given or purported to be 
given in accordance with the then current mandate and CIL’s current terms and conditions (where applicable) in force at the time of the transaction or 
instruction by the Policyowner or on the Policyowner’s behalf whether by facsimile, email, telephone, text messaging or otherwise regarding any or all 
of Policyowner’s policies (either existing or to be opened at a future date) with CIL, subject to any written restrictions imposed by the Policyowner or by 
CIL relating to the issuance of such instructions.

The said information and instructions may relate to, but are not limited to payments, placements, cancellations, transfer of funds, encashments, 
surrenders, change of beneficiaries, policy statements and contracts.

In relation to information sent or instructions issued by electronic and/or mechanical processes (e.g. telephone, facsimile, email or text messaging), 
the Policyowner assumes full responsibility for any equipment malfunction including paper shortage, transmission errors, omissions and distortions.

It is agreed that the risk of misunderstandings and errors, and the risk of instructions being given by or information being accessed by unauthorized 
parties, are entirely the Policyowner’s own and CIL shall not be held responsible for any loss, liability or expense whatsoever that may result from any 
such misunderstandings, errors, unauthorized access or unauthorized instructions. In consideration of CIL agreeing to do so the Policyowner hereby 
undertakes to indemnify fully CIL from and against all legal actions, proceedings, damages, costs, claims, demands, expenses and losses which CIL 
may suffer, incur or sustain by reason of CIL following such instructions or providing such information.

The Policyowner’s authorized representative(s), if any, may also receive information from CIL and give CIL instructions on the Policyowner’s behalf 
regarding any and all of the Policyowner’s policies with CIL. CIL shall have the right to ask the Policyowner’s representative(s) to furnish any information 
CIL may require to establish their authority but CIL is not obliged to do so. CIL shall be fully protected in, and CIL shall not incur any liability to the 
Policyowner, for providing such information and acting upon instructions which CIL in good faith believes to have been given by the Policyowner or by 
any of the Policyowner’s authorized representative(s).

CIL may at any time, at its discretion, refuse to provide any information in accordance with this mandate and may refuse to execute the Policyowner’s 
instructions or any part thereof, without incurring any responsibility for loss, liability or expense arising out of such refusal.

The rights and obligations of the parties hereto shall be governed by and interpreted in accordance with the laws of the Commonwealth of The 
Bahamas.

Electronic/Email/Telephone/Telefax Indemnity

Policyowner’s Signature

Witness’ Signature

Policyowner’s Name

Witness’ Name

Day Month Year
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