
Health Insurance Policy Summary 

Date: [Insert Date] 

Policyholder Name: [Insert Name] 

Policy Number: [Insert Policy Number] 

Policy Details 

• Type of Plan: [Insert Plan Type] 

• Coverage Start Date: [Insert Start Date] 

• Coverage End Date: [Insert End Date] 

• Monthly Premium: [Insert Premium Amount] 

Coverage Summary 

• Inpatient Care: [Yes/No] 

• Outpatient Care: [Yes/No] 

• Preventive Services: [Yes/No] 

• Maternity Care: [Yes/No] 

• Prescription Drugs: [Yes/No] 

• Emergency Services: [Yes/No] 

Exclusions 

1. [Insert Exclusion 1] 

2. [Insert Exclusion 2] 

3. [Insert Exclusion 3] 

Contact Information 

If you have any questions regarding your health insurance policy, please contact: 

Customer Service: [Insert Contact Number] 

Email: [Insert Email Address] 

Thank you for choosing [Insurance Company Name]. 


