
The Undersigned agrees that:

The above referenced policy is lost, destroyed or being retained.

No claims of any type will be made against the Insurance Company, its agents or its representatives

under this policy for losses which occur after the date of cancellation shown above.

Any premium adjustment will be made in accordance with the terms and conditions of the policy.

Witness Date Date

Witness Date Date

Additional Notes / Comments:

NOT TAKEN

REQUESTED BY INSURED

REWRITTEN

OTHER (Please Explain Below)

Notes:

STATEWIDE INSURANCE CORP.
CANCELLATION REQUEST / POLICY RELEASE FORM

Producer Name:

Address:

Address:

City, State, Zip:

Phone:

Email Address:

Policy Issuing Insurance Company:

Email Address:

PRODUCER'S SIGNATURE: DATE:

REASON FOR CANCELLATION

POLICY RELEASE STATEMENT

Policy Number:

Effective Date:

Expiration Date:

Phone:

Address:

City, State, Zip:

Insured Name:

Address:

CANCELLATION REQUEST (Policy Attached) POLICY RELEASE (Complete Section Below)

Cancellation Date:

Signature of Named Insured

Signature of Named Insured

/Cancellation Request Form (5/10)


	Prod Name: 
	CSZ 1: 
	Insured Name: 
	Addy 3: 
	Addy 4: 
	CSZ 2: 
	Policy #: 
	Cancel Date: 
	Not Taken: Off
	Req by Ins: Off
	Rewritten: Off
	Other: Off
	Notes: 

	Policy Ins Co: 
	Addl Notes: 

	Address 1: 
	Addy 2: 
	Phone No 1: 
	Phone 2: 
	Email Addy 1: 
	Email 2: 
	Effect Date: 
	Expiration Date: 
	Producer Signature: 
	Date Sign: 


