Healthcare Service Cancellation Letter
Date: [Insert Date]

To: [Healthcare Provider's Name]

[Healthcare Provider's Address]

[City, State, ZIP Code]

Dear [Healthcare Provider's Name],

I am writing to formally request the cancellation of my healthcare services with [Healthcare
Provider's Name], effective immediately. Due to unforeseen financial constraints, | am unable to
continue my current healthcare plan.

My account details are as follows:

e Account Holder Name: [Your Name]
e Account Number: [Your Account Number]

| would appreciate your assistance in processing this cancellation and confirming the termination
of services. Please let me know if there are any further steps I need to take.

Thank you for your understanding.

Sincerely,

[Your Name]

[Your Address]

[City, State, ZIP Code]
[Your Phone Number]

[Your Email Address]



