Business Name
Address
City, State, Zip
Phone number
Date:



To:


Carrier Name
Named Insured:
Business Name 
Coverage:

Workers Compensation
Effective Date:
04/01/2019 – Quote Only 
To Whom It May Concern:
We hereby appoint Gina Stanley of ARM Multi Insurance Services/CLCA Insurance Solutions as our Broker of Record to act as our exclusive representative on matters regarding the above insured. This appointment rescinds all previous appointments and the authority contained herein shall remain in full force until cancelled.  
This letter authorizes you to furnish all information that pertains to my/our insurance to the above appointed Agent at your earliest convenience.

We hereby waive any waiting period that may be imposed.

Please do not hesitate to contact me with any questions.

Sincerely,

_________________________________
Owner or President Name & Title
