4.3 NOTICE OF DESIGNATED ASSISTING ATTORNEY

I,      , have authorized the following attorneys to assist with the closure of my practice:

	Name of Authorized Assisting Attorney:
	

	Address:
	

	Phone Number:
	

	
	

	Name of Assisting Attorney’s Alternate:
	

	Address:
	

	Phone Number:
	


_________________________________________

________________________

[Affected Attorney]





Date
_________________________________________

________________________

[Assisting Attorney]





Date
_________________________________________

________________________

[Alternate Assisting Attorney]



Date
Mail this form to:

Director of Personal and Practice Management Assistance

Professional Liability Insurance Carrier
[Insert carrier name and address]
