
RESCISSION REPORTING FORM FOR 
LONG-TERM CARE POLICIES 
FOR THE STATE OF HAWAII

FOR REPORTING YEAR

Company:

NAIC #:

Address:

Phone #:

DUE:  MARCH 1ST ANNUALLY

Policy Form # Policy and 
Certificate #

Name of 
Insured

Date of Policy 
Issuance

Date/s  
Claim/s 

Submitted

Date of 
Rescission

Detailed reason for rescission:

Signature

Name and Title (Please Type)

Date
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