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Audit Owner Partner Officer Statement 
OIR-B1-1561 
Revision date: 6/19/2007 
 
Instructions: 
Please complete the following information on the form--blanks are in order from top down and 
left to right: 
1. "Name of Insurance Carrier" 
2. "Name of Insured": your company's name 
3. "Policy Number" 
4. "Policy Period From:" and "to": your policy start and end dates 
5. "Partner's, Sole Proprietor's or Corporate Officer's Printed Name" 
6. "Title" 
  
Please sign and date the form and return it along with a legible photocopy of your picture ID 
(such as a driver's license). 
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