AFFILIATION DISCOUNT AUTHORIZATION FORM

This form must be filled out completely by the client/policyholder, and the Agent, to apply an approved affiliation discount to a policy after policy delivery.  One form must be completed for each client/policyholder .

Date:__________________________

Policyholder / Client Name:   _____________________________

Policyholder / Client Signature: ___________________________

Address:



      ___________________________






      ___________________________


Billing Account Number:          ___________________________

Effective Date:                           ___________________________

Group / Affiliation Number:      ___________________________

Association Affiliation Name:   ___________________________

Agent of Record:                        ___________________________

Agent of Record Signature:        ___________________________

Agent Writing Number:              ___________________________

The Affiliation discount will be applied to the policyholder’s next billing.  No retroactive adjustments will be made.
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