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CERTIFICATE OF INSURANCE REQUEST
Please do not abbreviate
REQUESTING PARTY INFORMATION
League Name: _________________________________________________________________
Team Name: __________________________________________________________________
Attention:_____________________________________________________________________

Address:______________________________________________________________________
City/State/Zip: _________________________________________________________________

Telephone:________________  Fax: _______________  Email:__________________________

FACILITY INFORMATION:

Name of Field:_________________________________________________________________

Field Address:_________________________________________________________________

City/State/Zip: _________________________________________________________________

Facility owner (city, school district, parks district, etc.): ________________________________

Address of Facility Owner: _______________________________________________________ 

City/State/Zip: _________________________________________________________________

Telephone:________________  Fax:________________  Email:__________________________ 

Facility owner’s representative:____________________________________________________ (name of the person able to grant permission to use the field. e.g. athletic director or parks employee)
Title of representative: ___________________________________________________________
Please return the completed form to OASA via fax, email or mail.

OASA 1750 SW Skyline Blvd.  STE 121, Portland, OR, 97221
Email: office@oregonadultsoccer.com
Fax: (503)297-4513

Please return completed form to OASA via fax, email or mail.

