Lewis & Clark College
CERTIFICATE OF INSURANCE REQUEST

	Requested by:
	Name/Dept. –
	     

	
	Contact Info (Phone/Email) –
	     

	
	
	
	
	

	Certificate Holder:
	     

	(Name & Address)
	Attn:       

	(This is the vendor)
	     

	
	     

	Fax # / Email:
	     

	
	
	
	
	

	Description of Activity:  (Reason for Cert Request)

	Operation of the named insured as respects the educational affiliation agreement for clinical internships between       (Facility) and Lewis & Clark College      through  (date) for the rendering or failure to render medical services by a student intern while participating in clinical training under a practicum program.

	
	
	
	
	

	Need to send to Certificate Holder:
	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

	
	
	
	
	

	Please check 
	General Liability
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Limits:
	$1M Occurrence / $3M Aggregate

	coverages required
	Auto Liability
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	$     

	for the certificate:
	Educators Legal Liability
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	
	

	
	Additional Insured?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	
	

	
	Additional Insured Name if different from Certificate Holder
	     

	
	
	
	
	

	Other/Comments:
	Email copy to requestor, mail original to certificate holder

	
	     

	
	     

	
	     

	
	
	
	
	

	Email Request To:
	Moira Domann
	Date Received:
	

	Phone #:
	If you have questions, call:  503-768-7801

	Email Address:
	domann@lclark.edu

	
	
	
	
	


