
 

 
 
 

SOLICITUD DE DEVOLUCION DE PRIMAS 
 
 

 
 
 
Nombre del Contratante: __________________________________________________________ 
 
RUT: __________________________ N° de Póliza: _____________________________________ 
 
Tipo de devolución:   Total _______________  Parcial____________________________________ 
 
Nombre  Solicitante: _____________________________________________________________ 
 
Depositar en Banco:  __________________ Cuenta Corriente N°:___________________________ 
 
Retira en Sucursal: ____________________Fono Contacto: _______________________________ 
 
 
 
 
MOTIVO DE LA SOLICITUD:  
 
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________ 
_______________________________________________________________________________ 
 
 
 
 
 
Fecha: _____________________                                                        
 
 
Firma: ____________________________ 
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