
  loyer & Seal 

 
 

FORM NO. DEL/O6 
DELETION FORM  

 
POLICY NUMBER: ________________________ 
 
NAME OF THE POLICYHOLDER: _______________________________________________ 
 
 
The following are the names of our employees/dependents that may please be deleted from our 
list of insured. 
 

NAME OF PERSON BEING 
DELETED 

DESIGNATION / 
RELATION 

ADMISSION 
LETTER 

NO. 

PLAN 

    
    
    
    
    
    
    
    
    
    
    
    

 
Note:The original Letter(s) of Admission is/are returned herewith. 
 
 
 
 
 
Dated___________________        ____________________________ 

Signature of the Employer & Seal 


