
PLEASE ALLOW A MINIMUM OF 2 WEEKS FOR REVIEW AND PROCESSING
Location # Date

Location Name

Location Phone # Location Fax#

Signature of Contact Person

Certificate Holder (Business or Person Requesting Proof of your Coverage)

Attn Person

Address

City/State Zip Code

 Phone# Fax#

Date Due:

9 Written 9 Verbal Agreement

If Written, please submit a copy of ENTIRE Contract Agreement prior to signing it.

Type of Event

Date(s)  & Times(s)

Remarks:

Evidence of Coverage — Show coverage of: 9 Loss Payee

9 Property 9 General/Excess 9  Additional Insured

9 Workers' 9  Professional 9  Mortgagee

9 Other (please state below) L If the above name is other than the
Certificate Holder, please indicate in
remarks.

PLEASE NOTE:    Certificate will not be faxed unless stated in remarks

Natl:  800-807-9459
Local: 630-378-2900

Fax: 630-378-2508
Certificate of Insurance

Request Form

Christian Brothers Risk Pooling Trust
Attn: Underwriting Personnel
1205 Windham Parkway
Romeoville, IL  60446-1693

C
er

tif
ic

at
e 

In
fo

rm
at

io
n

C
er

tif
ic

at
e 

H
o

ld
er

L
o

ca
ti

o
n

 In
fo

:


	Location Number: 002-014
	Location Name: Saint Mary's University of Minnesota
	Location Phone: 507-457-1464
	Location Fax: 507-457-6927
	Certificate Holder: 
	Attention: Person: 
	Cert Holder Address: 
	Cert Holder City/State: 
	Cert Holder Zip: 
	Cert Holder Phone: 
	Cert Holder Fax: 
	Due date: 
	Written ap: 
	Verbal ap: 
	Type of Event: 
	Dates & times: 
	Remarks: 
	Prop Coverage: 
	GL Coverage: 
	WC Coverage: 
	PL Coverage: 
	Other Coverage: 
	Other Description: 
	Loss Payee?: 
	Addtional Insured?: 
	Mortgagee?: 
	Date of Ap: 


