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WORKERS’ COMPENSATION CERTIFICATE

REQUEST FORM

In order to process your request in a timely manner, we request that you provide us with all of the 

following information: 

Insured Name: _____________________________________________________________________________ 

Fax #:               _____________________________________________________________________________ 

Phone:             _____________________________________________________________________________ 

Certificate Holder:  _________________________________________________________________________ 

Address:                 __________________________________________________________________________ 

Address 2:              __________________________________________________________________________ 

City:     ____________________________   State: ___________________  Zip Code: ____________________ 

Certificate Holder Fax #: _____________________________________________________________________ 

Certificate Holder Email: _____________________________________________________________________ 

Project Information: _________________________________________________________________________ 

Special requirements: (please select all that apply to the certificate holder(s) request) 

□  Waiver of subrogation 

□  Retro (COI for previous policy year) - Policy years needed:     ___________________________________  

□  Additional wording for waiver: ___________________________________________________________ 

□  Specific certificate holder requirements: ____________________________________________________ 

Please FAX all request to attention Client Services at 1-866-929-2206 


