Lapsed Policy Reinstatement Declaration

Policy Details

Policy Number

Policyholder Name

Date of Lapse

Requested Reinstatement Date

Contact Information

Address

Phone Number

Email

Declaration

| hereby request the reinstatement of my lapsed insurance policy as indicated above. | declare that all
information provided in this form is true and accurate to the best of my knowledge. | agree to comply with the
companya€™s requirements for policy reinstatement and understand that the approval is subject to the
insurer's assessment and discretion.

Signature of Policyholder

Date
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