
 
 
 
 

 

Karen Weldin Stewart, CIR-ML 
Commissioner 

Delaware Department of Insurance  

841 Silver Lake Blvd., Dover, DE 19904-2465      www.delawareinsurance.gov 
(302) 674-7300 Dover    (302) 739-5280 fax      (302) 577-5280 Wilmington 

Application for 
Rescission of Policy

 
Company Name: _____________________________________________ NAIC Co code: ___________ 
 
Plan Type:  __ HMO __ PPO __ Major Medical   
__ Other (Please describe) ______________________________________________________ 
 
Name of Insured:   ____________________________________________________________ 
Policy owner if different:  ______________________________________________________ 
Date Issued:   __________________ 
 
Was a complete underwriting process done?  ___ Yes ___ No 
 *If yes, please describe the documentation used to evaluate the application.       
 
 
 
 
Please provide the reason for the request to rescind the policy.               
 
 
 
Was there fraudulent misrepresentation?  ___ Yes ___ No  
*If yes, was it reported to the Delaware Department of Insurance? 
 
 
 
Was there intentional misrepresentation?  ___ Yes ___ No  
 *If yes, please explain how this determination was made.                        
 
 
 
 
How is misrepresentation material to the issuance of the policy?  
 
 
 
Please provide documentation to support the company’s position. 
 
 
 
 
Person requesting the rescission:   ______________________ Date of Request: _____________ 


	Company Name: 
	NAIC Co code: 
	Other Please describe: 
	Name of Insured: 
	Policy owner if different: 
	Date Issued: 
	Person requesting the rescission: 
	Date of Request: 
	Check Box1: 
	0: 
	0: Off
	1: Off

	1: 
	0: Off
	1: Off

	2: 
	0: Off
	1: Off

	3: 
	0: Off
	1: Off

	4: 
	0: Off
	1: Off


	Text1: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 
	13: 
	14: 
	15: 
	16: 
	17: 
	18: 
	19: 
	20: 



