
Request of deletion of Loss Payee or Additional Insured 

 

 

Effective date of endorsement: 

 

Policy Number: 

Policy holder name : 

 

Name of Loss Payee or Additional Insured: 

  

 

 

 

I _____________________________ request to delete the above loss payee or additional 

insured from my auto insurance policy. 

 

 

Signature: _____________________________________________ Date: ＿________ 


