Health Agents for America (HAFA)
Membership Termination Request Form
Full Legal Name: ________________________________________________
Date of Termination Request: ____________________________________
Email Address: _________________________________________________
Are you currently on monthly payments?   ☐ Yes    ☐ No
I understand that HAFA membership dues are based on an annual membership commitment, even if payments are made monthly.   ☐ I acknowledge this.
Reason for Termination (check all that apply):
☐ Closing my agency/business
☐ Lost my job
☐ Retiring from the insurance industry
☐ Financial hardship
☐ Dissatisfied with membership benefits
☐ No longer actively selling health insurance
☐ Agency merger or acquisition
☐ Other (please explain below)
If Other, please explain:
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
Acknowledgment:
Submission of this form does not mean the termination request has been processed or approved. All termination requests will be presented to the HAFA Executive Board for consideration. You will be notified once a final determination has been made.

Electronic Signature (Type Full Legal Name): _________________________________
Date Signed: ____________________________________

Please email completed form to: HAFA@HAFAmerica.org
