., )est
"y rofessional Insurance Consultants, Inc.

Professional Liability, Health Insurance and Retirement Plans

CERTIFICATE OF INSURANCE REQUEST FORM

FAX TO: SouthWest Professional Insurance Consultants, Inc.
FAX # 480.368.1702 PHONE #: 480.368.1800 or 1.877.504.1800

Your Firm's
Name:

Contact
Person:

Email:

CERTIFICATE HOLDER TO NAME ON FORM:

Company
Name:

Attn:
Address:
City/State/Zip:

Phone:

Email/Fax:

All certificates will be emailed to insured firm and ether emailed or faxed to the certificate
holder. Please advise us if the certificate holder neettsreceive an original in the mail.

All coverages will be shown. Please check any additional infoation required.

0 Project Name/Number:

o0 Additional insured:

o Waiver of Subrogation
0 Primary & non-contributory
o # Days Notice: (10 days is usual)

NOTE: SOME OF THE ABOVE ITEMS MAY NOT BE AVAILABLE ON ALL YOUR POLICIES. WE
PROVIDE THEM WHERE APPLICABLE OR AVAILABLE.

Other Information :




