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Accredited Reinsurer Information Update 

Company Name ________________________________________________________________ 

NAIC Number  _________________  FEIN _________________________ 

NAIC Group Name ______________________________________      Group Number __________ 

Date of Incorporation  ___________________     Website Address __________________________________ 

Main Telephone Number _______________________    Toll Free or Collect Number _________________________ 

Type of Change & Effective Date (if applicable) __________________________________________________________ 
 

Statutory Home Office Address Main Administrative Office Address 

_____________________________________________ _____________________________________________ 

_____________________________________________ _____________________________________________ 

Mailing Address Annual Statement Contact 

____________________________________________ _____________________________________________ 

____________________________________________ 

Form Completed By:__________________________     Email:_________________________    Date: ______________ 

State of Rhode Island
 Department of Business Regulation 

Insuran 
 ce Division 
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