Cancellation of Professional Liability Policy


(Date)
TO:

Medical Mutual Insurance Company

225 International Circle

Hunt Valley, Md. 21030

FROM:   ______________________________
Address: ______________________________
                 _______________________________

RE: Cancellation of Professional Liability Policy #________________.
To Whom It May Concern:

Please cancel my malpractice policy effective ___________________.
I am canceling my policy because ​​​​​​​​​​​​​​​​​​​_____________________________
__________________________________________________________.

Please use the above address for future mailing and correspondence. 
Sincerely,

_________________________


Date: _________________

CANCELLATION INSTRUCTIONS:

If you are cancelling and wish to receive a free tail for Death, Disability or Retirement (after 12 full months), then the reason listed must be one of the following:

Death: Fax copy of death certificate, this form is not required.

Disability: “I am complete and permanently disabled from practicing medicine”….Attending physician statement also required and a 6 month waiting period

Retirement: “I am completely and permanently withdrawn from the practice of medicine.

Retirement-Relocation: “ I have completely and permanently relocated my practice outside of the coverage territory of MD, VA, and DC to __________.”

Other types of reasons (not all inclusive):

Left employment, new employer picking up retro.

Left employment, new employer covering going forward.

Leaving private practice to work ___________________.

Fax signed form on or before desired cancellation date, 410-752-5421.

No backdating of the cancellation allowed other than for reason of death.

