
Client Authorization for Lapsed Policy Reinstatement
Client Name

Policy Number

Insurance Company

Reason for Lapse

I, the undersigned, hereby request and authorize the reinstatement of my lapsed insurance policy as
specified above. I confirm that all information provided is accurate to the best of my knowledge, and I
understand that any misrepresentation may affect the validity of this authorization and the reinstatement
process.

Client Signature

Date
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