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Leavitt United Insurance Services, Inc.
Lic #0J02939
2358 Maritime Dr., Ste 100
Elk Grove CA 95758

CL Central
(800)549-4242 (888)329-8842

clcunited@leavitt.com

Governmental Advocates Inc.
1127 11th St Ste 400

Sacramento CA 95814

Nationwide Mutual Insurance Company 23787
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RE: 1127 11th Street, Ste. 400, Sacramento, CA 95814

The County of Santa Barbara is Additional Insured as required by written contract with Named Insured and
policy form CG2012.

County of Santa Barbara
105 E. Anapamu, Room 406
Santa Barbara, CA  93101

Amy zcRackham/AMRACK

The ACORD name and logo are registered marks of ACORD

CERTIFICATE HOLDER

© 1988-2014 ACORD CORPORATION. All rights reserved.
ACORD 25 (2014/01)

AUTHORIZED REPRESENTATIVE

CANCELLATION

DATE (MM/DD/YYYY)CERTIFICATE OF LIABILITY INSURANCE

LOCJECT
PRO-

POLICY

GEN'L AGGREGATE LIMIT APPLIES PER:

OCCURCLAIMS-MADE

COMMERCIAL GENERAL LIABILITY

PREMISES (Ea occurrence) $
DAMAGE TO RENTED
EACH OCCURRENCE $

MED EXP (Any one person) $

PERSONAL & ADV INJURY $

GENERAL AGGREGATE $

PRODUCTS - COMP/OP AGG $

$RETENTIONDED

CLAIMS-MADE

OCCUR

$

AGGREGATE $

EACH OCCURRENCE $UMBRELLA LIAB

EXCESS LIAB

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES  (ACORD 101, Additional Remarks Schedule, may be attached if more space is required)

INSR
LTR TYPE OF INSURANCE POLICY NUMBER

POLICY EFF
(MM/DD/YYYY)

POLICY EXP
(MM/DD/YYYY) LIMITS

PER
STATUTE

OTH-
ER

E.L. EACH ACCIDENT

E.L. DISEASE - EA EMPLOYEE

E.L. DISEASE - POLICY LIMIT

$

$

$

ANY PROPRIETOR/PARTNER/EXECUTIVE

If yes, describe under
DESCRIPTION OF OPERATIONS below

(Mandatory in NH)
OFFICER/MEMBER EXCLUDED?

WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY Y / N

AUTOMOBILE LIABILITY

ANY AUTO
ALL OWNED SCHEDULED

HIRED AUTOS
NON-OWNED

AUTOS AUTOS

AUTOS

COMBINED SINGLE LIMIT

BODILY INJURY (Per person)

BODILY INJURY (Per accident)
PROPERTY DAMAGE $

$

$

$

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED.  NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

INSD
ADDL

WVD
SUBR

N / A

$

$

(Ea accident)

(Per accident)

OTHER:

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW.  THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.
IMPORTANT:  If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must be endorsed.  If SUBROGATION IS WAIVED, subject to
the terms and conditions of the policy, certain policies may require an endorsement.  A statement on this certificate does not confer rights to the
certificate holder in lieu of such endorsement(s).

COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

INSURED

PHONE
(A/C, No, Ext):

PRODUCER

ADDRESS:
E-MAIL

FAX
(A/C, No):

CONTACT
NAME:

NAIC #

INSURER A :

INSURER B :

INSURER C :

INSURER D :

INSURER E :

INSURER F :

INSURER(S) AFFORDING COVERAGE

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

INS025  (201401)
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County of Santa Barbara, Risk Management 

Request for Waiver of County Contract Insurance Requirements 

Use this form to request a reduction or waiver of the insurance requirements for consultants, contractors or vendors 
supplying goods and/or services to the County. Submit the completed  form to Risk Management for 
review and approval. If the scope of work changes during the Agreement period, the department must submit a new request 
for waiver of obtain the required limits of insurance. 

CONTRACTING DEPARTMENT: 
Date of Request: Department:
Submitted by: Email: 
Contact Person : Email: Phone
VENDOR: 
Name:
Address: Phone: 
Contact Person : Email: 
The vendor has been informed of the insurance requirements, and has been asked to verify or obtain 
insurance meeting the requirements.

Yes   No  

CONTRACT INFORMATION/SCOPE: 
Does the vendor have employees?  Yes   No  (If No, attach signed Declaration form ) 
Amount of the contract:  $ Where will the work be performed? 
Provide a detailed, complete and accurate description of all the activities or goods and services that the vendor will engage in to 
complete the contract scope of work (use attachment if more space is required). Please attach the proposal or statement of work if 
available. 

REQUEST FOR REDUCTION OR WAIVER OF COUNTY INSURANCE REQUIREMENT: 
What insurance requirements are to be reduced or waived?
What is the vendor’s reason for not purchasing the required 
insurance?
Describe the potential exposure/risk if the vendor negligently 
performs the work.
Does the work involve minors? Yes No Is the work considered hazardous? Yes No 
Will the vendor be performing the work in public or for the public or for internal use?
Does the contract involve the use, creation or dissemination of 
Private Health Information or other confidential information?           
Yes No 

If yes, please describe.

Is the contractor performing a service that cannot be performed by a County employee? Yes No 
Is there another contractor who could perform the same work who meets the insurance requirements available? If yes, please 
explain why this is the preferred vendor. Yes   No 
DEPARTMENT UNDERSTANDING OF RISK: 
When a vendor’s insurance is waived , the County may have to pay for losses caused by the vendor. By requesting this waiver, the 
department acknowledges losses not insured by the vendor may affect department risk premiums.  

____________________________________________________________________________________________________
Name      Date 

RISK MANAGEMENT APPROVAL 
Request Approved?  Yes   No Comments:

______________________________________________________________________________________________________ 
Name and title      Signature     Date 

County of Santa Barbara Risk Management 201  


