
Date: ________________________

TO: ____________________________________
(Insurance Carrier)

FR: ____________________________________
(Company Name)

____________________________________
(Group Policy Number)

RE: Termination of group insurance

To Whom It May Concern:

Please cancel our group _____________________________________ coverage,
(Medical, Dental, Life)

effective ________/_______/_______.

Sincerely,

Signature Date

Print Name Title
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