
Insurance	
  Company:	
  	
   _________________________	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Date:	
  	
  ______________

Name	
  of	
  Insured:	
  	
   _________________________

Policy	
  Number(s):	
  	
   _________________________

To	
  Whom	
  it	
  May	
  Concern:

EffecBve	
  immediately,	
  please	
  recognize	
  Combs	
  Drury	
  Reeves	
  Insurance	
  Agency	
  as	
  the	
  agent/broker	
  of	
  
record	
  for	
  all	
  maKers	
  pertaining	
  to	
  the	
  above	
  menBoned	
  policy	
  or	
  policies	
  with	
  your	
  company.	
  	
  This	
  

appointment	
  is	
  effecBve	
  immediately	
  and	
  will	
  remain	
  in	
  full	
  force	
  and	
  effect	
  unBl	
  you	
  are	
  noBfied	
  in	
  
wriBng	
  to	
  the	
  contrary.

If	
  you	
  have	
  any	
  quesBons	
  regarding	
  this	
  authorizaBon,	
  please	
  do	
  not	
  hesitate	
  to	
  contact	
  me.

Thank	
  you	
  for	
  your	
  cooperaBon	
  and	
  assistance	
  in	
  this	
  maKer.

Sincerely,

Signature:	
  	
   ___________________________

Print	
  name:	
  	
  ___________________________

Please	
  mail,	
  fax,	
  or	
  email	
  this	
  form	
  to:

Combs	
  Drury	
  Reeves	
  Insurance	
  Agency
41625	
  Park	
  Avenue	
  
PO	
  Box	
  661
Leonardtown,	
  MD	
  20650

Fax:	
  301-­‐475-­‐2928

Email:	
  	
  leonardtown@inscenters.com

	
   Agent	
  of	
  Record
	
   Combs	
  Drury	
  Reeves
	
   Leonardtown,	
  Maryland

Combs	
  Drury	
  Reeves	
  Insurance	
  Agency
A	
  Member	
  of	
  the	
  Associated	
  Insurance	
  Centers	
  Family	
  of	
  Companies	
   www.inscenters.com

41625	
  Park	
  Avenue	
  	
  	
  Leonardtown,	
  MD	
  20650	
   Phone:	
  800-­‐974-­‐5665	
  //	
  Fax:	
  301-­‐475-­‐2928
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