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	Your Details

	Title 
	Mr
	
	Mrs
	
	Ms
	
	Miss
	
	Other (please specify)
	

	Surname          →
	 

	Forename(s)    →
	

	Home Address →
	

	                         → 
                         →
	

	
	
	Postcode    →
	

	Date Birth        →
	
	Call Sign    → 
	

	Home Tel:        →
	
	Mobile:          →
	

	Email Address→     
	

	All correspondence will be sent to this address unless you inform us otherwise.

	Badge No:*      →
	
	
	

	Payroll No:*    → 
	

	
	

	Means of Saving

	I plan to save £                             per month

	

	I wish to save by:

	Cash payments*
	Payroll Deduction*

	Standing Order*
	Credit Work*

	
	

	*Delete as appropriate

	NB If you wish to pay by standing order, please request a form from the office on the above telephone number.

	

	Your Signature

	Signed
	Date

	I authorise Radio Taxis Group Ltd, or any of its subsidiaries as appropriate (the Group) to deduct the above amount. I further authorise the Group to deduct any arrears owing to the C/U if I leave the Group.
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Application for Membership





To be completed in BLOCK CAPITALS and returned to: 


Auth





Radio Taxicabs (London) Credit Union Ltd  No. 90C 


Authorised and Regulated by the Financial Services Authority FRN 213232


Registered under the Credit Union Act 1979 


Mountview House, Lennox Road, London, N4 3TX


Tel: 020 7561 5148









































Form of Nomination





I hereby nominate……………………………………………………………





Of……………………………………………………………………………………….





……………………………………………………………Post Code………………


As the person to whom there shall be transferred my savings, if any, in the Credit Union at the time of my death.





Signature…………………………………………………Date…………………..





Pre Existing Medical Conditions.





As your savings and loans are insured the insurance company require the following information.





Do you suffer from any medical condition   Y / N  





if yes please complete below. 





Doctors name………………………………………………………………………





Address……………………………………………………………………………….





……………………………………………………………Post Code………………





Medical Condition  ………………………………………………………………………………………….





………………………………………………………………………………………….





Signature…………………………………………………………….





Date…………………………………………………………………...





For Office Use:


Received By:___________________________________





ID Proof:______________________________________





Approved By:___________________________________





Membership Start Date:___________________________





Membership Number:____________________________



























