;@ @ 1?}"‘ E|n &) EJTF]#?[-%‘[]%# Pok Oi Friend Monthly Donation Form
wew R (7 FHEZEE Hotline: 2479 3300 FEZ Email: pohfriend@pokoi.org.hk)
ﬁ%%’l’\lm ?‘Jr‘s‘ T ﬁ [Pl 7 —;:ﬁ‘EJFJTﬁ &‘%F?‘Efrﬁﬁn HA R ORI e g i = 2479 5025%* FERBEE L P m_jé}f‘(

Please return the completed form to UG/F., POH&p€ub Care & Attention Home Building, Au Tau, Yukong. Attn: Corporate Communications

& Fundraising Department, Pok Oi Hospital, Boardakectors or fax no. 2479 5025
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## &% Donation Amount
(] ZYREdoay £ 1%]7”“" =R BT R
ni) | want to be @ok Oi Friend and donate the

following Monthly sum:
[ JHK$1,000 [ JHK$500 [ JHK$250 [ JHK$100

E'FHJT?&,%%FL:,F—F, Daytime Tel. No.:

F%Eﬁf’ﬁﬁ Email Address: [JH P92 %8 Other amount will help HK$
Ej74li-Postal Address: (ﬁ%ﬁgj [N lglgbﬁﬁgﬁ}*&@% Please fill in the below Bank

Monthly Direct Debit Authorization)
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1/We hereby authorize my/our below-named bank (the “Bank” ) to effect transfer from my/our below-mentioned account to the above-named iary in with such i jons as the Bank may receive from the Beneficiary from time to
time, provided always that the amount of any one such transfer shall not exceed the limit indicated below.

1/We agree that the Bank shall not be obliged to ascertain whether or not notice of any such transfer has been given to mefus.

I/We jointly and severally accept full responsibility for any overdraft (or increase in existing overdraft) on my/our below-mentioned account which may arise as a result of any such transfer(s).

I/We confirm that my/our signature(s) on this authorization is/are the same as filed with the Bank for the operation of my/our below-mentioned account to be debited for the transfer.

1/We agree that should there be insufficient funds in my/our below-mentioned account to meet any transfer hereby authorized, the Bank shall be entitled, at its discretion, not to effect such transfer in which event the Bank may make the usual service charge
to be paid by me/us.

I/We agree that any notice of cancellation or variation of this authorization which I/We may give to the Bank shall be given at least two working days prior to the date on which such cancellation or variation s to take effect.

‘This authorization shall have effect until further notice or until the below given expiry date (which shall first occur).
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1)This Direct Debit Authorisation will be cancelled automatically on the date included in the box marked “Expiry Date” . If you wish the Direct Debit Authorisation to have effect indefinitely (or until cancelled by you), please
leave box blank. If there is no transaction being recorded under this direct debit authorization for over two years, the Bank may delete this direct authorization without giving any notice.
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2)I/We hereby further authorize you to debit my account with all charges and in ing my/our i

3)Please sign against any alterations you make on this form.
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Accumulated donations of HK$100 annually or abcmetax deductible with a receipt in Hong Kong. F Iiﬂ}iﬁﬁﬁﬁb’ For Pok Oi Hospital Use Only
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receipts to donors who fail to prowde elther thrgime or address. Last value date:
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To help save administration cosgs please do rat s a receipt Close reason:




