
REQUEST FOR VERIFICATION OF  
PROFESSIONAL LIABILITY INSURANCE 

 
 
Date  _________________ 
 
Name of Person to be Insured __________________________ 
 
Department  ________________________________________ 
 
Dates of Coverage  __________________________________ 
 
Supervisor’s Name  __________________________________ 
 
Supervisor’s box #, phone #, and email address 
 
 
Supervisor’s Signature  _____________________________________________ 
 
Institution’s Name and Address 
 
 
 
 
 
Contact Person _____________________________________ 
 
Contact Person’s phone # and email address 
 
 


