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ALLAWDOCS PTY LTD
ACN 129 682 668

Level 5, Irwin Chambers

16 Irwin Street
Email:
admin@allawdocs.com.au
PERTH WA 6000
Website:
www.allawdocs.com.au

Mail: 
Locked Bag 3042

Phone:
1300 729 914

PERTH ADELAIDE TCE WA 6832

Fax:
1300 729 917
DISCRETIONARY/FAMILY TRUST – CHANGE OF TRUSTEE/NAME
CURRENT NAME OF FUND:      
STATE:      
NEW NAME OF THE FUND:      
IMPORTANT:
PLEASE PROVIDE EXECUTED COPIES OF THE ORIGINAL DEED AND ANY SUBSEQUENT VARIATIONS
CLIENT DETAILS: (Must be completed in Full)

Firm: 
     
Contact Name:      
Address:      
Postcode:      
Tel No:      
Fax No:       
Email Address:      
TRUSTEE MEETING ADDRESS:      
RESIGNING TRUSTEE DETAILS: (Company Name, ACN or Full Names of Individuals)

Company/Individual Name:      
ACN:      
Address:      
Postcode:      
Company/Individual Name:      
ACN:      
Address:      
Postcode:      
CONTINUING TRUSTEE DETAILS: (Company Name, ACN or Full Names of Individuals)

Company/Individual Name:      
ACN:      
Address:      
Postcode:      
Company/Individual Name:      
ACN:      
Address:      
Postcode:      
NEW CORPORATE TRUSTEE DETAILS: (Company Name Full Names and addresses of individuals)

Company/Individual Name:      
ACN:      
Address:      
Postcode:      
Directors Name:      
Directors Name:      
Directors Name:      
Directors Name:      
NEW INDIVIDUAL TRUSTEE DETAILS: (Full Names and addresses of individuals) (insert age if <18 years)
Individuals Name:      
Address:      
Postcode:      
Individuals Name:      
Address:      
Postcode:      
APPOINTOR/PRINCIPAL DETAILS:

Name:      
Address:      
Postcode:      
Name:      
Address:      
Postcode:      
GUARDIAN DETAILS:
Name:      
Address:      
Postcode:      
Name:      
Address:      
Postcode:      
SPECIAL INSTRUCTIONS:
     
 FORMCHECKBOX 
 Full Package 


 FORMCHECKBOX 
 Email Version to      
PAYMENT DETAILS:
 FORMCHECKBOX 
 Chq Enclosed
 FORMCHECKBOX 
 Direct Deposit (BSB: 306 089   Account No. 2441226)
Charge our Credit Card
 FORMCHECKBOX 
 Visa
 FORMCHECKBOX 
 Mastercard
 FORMCHECKBOX 
 Amex

Credit Card Number:           /          /          /     
Expiry Date:      
CCV/Amex ID:      
Name of Card Holder:      
Amount $     
Signature of Card Holder: __________________________________

DELIVERY DETAILS (Not applicable if same as Client Details)

Attention:      
Address:       
Postcode:      
1650_1 (06/04/09)
