(Copy for payee)

© 2012 Bank-Verlag GmbH 46.504 (11/09)

EPNS

SEPA direct debit mandate for SEPA core direct debits

To
Name and address of payee Creditor identifier' (of payee)
EuropearPaediatridNeurologySociety DE97ZZZ00000047693
SueHargreavegMrs)
MembershiSecretary - -
3.5 Leelane Mandate reference (maximum length: 35 characters)
Horwich
Bolton,BL6 7BP
UNITED KINGDOM [_] Mandate for a one-off payment
[ ] Mandate for recurrent payments

SEPA direct debit mandate:

By signing this mandate form, you authorise
(A) EuropearPaediatridNeurologySociety to send instructions to your payment service provider to debit your account and
[name of the Payee]

(B) your payment service provider to debit your account in accordance with the instructions from _EuropearPaediatridNeurologySociety .
[name of the Payee]

As part of your rights, you are entitled to a refund from your payment service provider under the terms and conditions of your agree-
ment with your payment service provider. A refund must be claimed within 8 weeks starting from the date on which your account
was debited.

Name of payer’s payment service provider BIC?
IBAN?®
Place, date, signature(s) of payer(s) Name and address of payer(s)

Space for any other information provided by payer

"Where payees are resident in Germany, their creditor identifier is assigned by the Deutsche Bundesbank (see http:/glaesubiger-id.bundesbank.de)
?Bank Identifier Code
SInternational Bank Account Number



(Copy for payer)

© 2012 Bank-Verlag GmbH 46.504 (11/09)

EPNS

SEPA direct debit mandate for SEPA core direct debits

To

Name and address of payee Creditor identifier' (of payee)
EuropearPaediatridcNeurologySociety DE97ZZZ00000047693
SueHargreavegMrs)

Xngg[?Afecretary Mandate reference (maximum length: 35 characters)
Horwich

Bolton,BL6 7BP

UNITED KINGDOM [_] Mandate for a one-off payment

[ ] Mandate for recurrent payments

SEPA direct debit mandate:

By signing this mandate form, you authorise
(A) EuropearPaediatridNeurologySociety to send instructions to your payment service provider to debit your account and
[name of the Payee]

(B) your payment service provider to debit your account in accordance with the instructions from _EuropearPaediatridNeurologySociety .
[name of the Payee]

As part of your rights, you are entitled to a refund from your payment service provider under the terms and conditions of your agree-
ment with your payment service provider. A refund must be claimed within 8 weeks starting from the date on which your account
was debited.

Name of payer’s payment service provider BIC?
IBAN?®
Place, date, signature(s) of payer(s) Name and address of payer(s)

Space for any other information provided by payer

"Where payees are resident in Germany, their creditor identifier is assigned by the Deutsche Bundesbank (see http:/glaesubiger-id.bundesbank.de)
?Bank Identifier Code
SInternational Bank Account Number



	Text1: 
	0: 
	0: 
	0: 
	0: 
	1:   European Paediatric Neurology Society
  Sue Hargreaves (Mrs)
  Membership Secretary 
  3-5 Lee Lane
  Horwich
  Bolton, BL6 7BP
  UNITED KINGDOM 

	1: 
	0: DE97ZZZ00000047693
	1: 




	Kontrollkästchen2: 
	0: Off
	1: Off

	Text3: 
	0: 
	0: European Paediatric Neurology Society
	1: European Paediatric Neurology Society

	1: 
	0: 


	Text4: 
	0: 
	1: 

	Text5: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 

	Text6: 
	0: 
	1: 



