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Insured Debtor Name _____________________________________  Contact Phone No (_____)________________ 
 
Insured Co Debtor Name __________________________________  Contact Phone No (_____)________________ 
 
Certificate Number  WLC - ___________________________ 
 

Coverage to be Cancelled   Life   Total Disability   Accidental Disability Advantage   Critical Illness 

 
Reason for Cancellation ______________________________________________________________________________ 

 
 

 
 

 
 Refund to CREDITOR 

The following information is required to process refund to creditor: 

 

• Creditor Name and Address       _____________________________________________________ 

                                                     _____________________________________________________ 

 
• Loan Number (to be obtained from creditor)    ______________________________________________ 

 

 Refund to INSURED DEBTOR / CO-DEBTOR  *Note: Only available if the loan is paid out. 

The following information is required to process refund to customer: 

 

• Proof of Loan Payout (attach document - to be obtained from creditor) *Note: This document must show the date the 

loan was paid out.  

 

• Current Mailing Address          ______________________________________________________ 

                        ______________________________________________________ 

 

 Refund to DEALERSHIP  *Note: Available where Dealership has paid out loan in a trade situation. 

The following information is required to process refund to dealership: 

 

• Proof of Loan Payout (attach document - to be obtained from creditor) *Note: This document must show the date the 

loan was paid out.  

 

• Dealership Name and Address       ___________________________________________________ 

                              ___________________________________________________ 

 
 
 

 
I/We understand that, by submitting this request of cancellation, I/We forfeit the rights to the coverage provided by the 
above mentioned policy.  In the event of death, disability or loss of employment, I/We am/are wholly liable for the 
repayment of this indebtedness.   I/We also understand that this request, and any applicable refund, will be processed 
2-4 weeks from the date that all required documentation is received by IWS Creditor Group. 

 
   __________________________________    __________________________________   ____________________ 
   Insured Debtor Signature                Insured Co-Debtor Signature                                        Date 

 
 
 
 

 
 

IIWWSS  CCRREEDDIITTOORR  GGRROOUUPP  
1100-140 Fullarton Street, London, ON  N6A 5P2  

PH: (800) 862-7184    FFXX::  ((888888))  334411--44888888 

RREEQQUUEESSTT  FFOORR  CCAANNCCEELLLLAATTIIOONN  

OOFF  CCRREEDDIITT  PPRROOTTEECCTTIIOONN  

AA..  IINNSSUURREEDD  DDEEBBTTOORR  //  CCOO--DDEEBBTTOORR  IINNFFOORRMMAATTIIOONN.  Please complete in full. 

BB..  RREEFFUUNNDD (if applicable).  Please choose one of the following options and provide the subsequent 

information required for processing.  

CC..  IINNSSUURREEDD  DDEEBBTTOORR  //  CCOO--DDEEBBTTOORR  AAUUTTHHOORRIIZZEEDD  SSIIGGNNAATTUURREE.  Please read and sign below. 

DD..  SSEENNDD  TTHHIISS  CCAANNCCEELLLLAATTIIOONN  FFOORRMM  ((wwiitthh  PPrrooooff  ooff  PPaayyoouutt  wwhheerree  aapppplliiccaabbllee))  AANNDD  AA  CCOOPPYY  

OOFF  TTHHEE  CCEERRTTIIFFIICCAATTEE  OOFF  IINNSSUURRAANNCCEE 

 

BBYY  MMAAIILL  OORR  FFAAXX  ((sseeee  ttoopp  ooff  ppaaggee)).. 


