
  
     

This Request for Termination is in Reference to: 
(Check One) 

Worker’s Compensation            Physical Damage    Occupational Accident 

 
Notice:  

This form must be accurately completed, signed, dated and returned to American Emerald Transportation Services by either 

mail, e-mail, or fax before termination will be considered.   

Termination will not be considered until the day this form is completed and received in our office for processing.  

Once approved for termination by American Emerald Transportation Services, termination will take effect at 12:01 A.M. on 

the approved termination date. 

PRINTED NAME: ___________________________________________________________________   TITLE: _______________________________________________________________  

 

 

 

AUTHORIZED SIGNATURE: _________________________________________________________________________________________   DATE: ________________________________ 

 
 
 

 

MOTOR CARRIER INFORMATION 

Motor Carrier Name:  Phone:  

FLEET OWNER INFORMATION 

Fleet Owner Name:  

DRIVER INFORMATION 

Unit #: 1                Year: Make: Model: Vin #: 

Vehicle Type:            Tractor             Trailer              Other: 

TERMINATION  
Reason:  

 

 

 

 

 

 

 

 

 

 

 

REQUEST FOR TERMINATION 

REQUESTED TERMINATION DATE: _________________________  

Driver Name: DOB: Social Security #:  

FOR PHYSICAL DAMAGE PROVIDE TRACTOR/TRAILER INFORMATION 
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