
 
 

 

   ORDER FORM      FAX 877.739.7498  
 
              Order Date_____________                     Need By Date_____________                 Hearing Date           ________                       
CASE INFO 

Case Type_____________________________   Case No___________________ 
Court Address_____________________________________________________ 
Applicant / Plaintiff_________________________________________________ 
Defendant________________________________________________________ 

RECORDS OF 

Name_____________________________________ 
AKA_____________________________________ 
SSN______________________________________     
DOB_____________ DOI____________________      

REQUESTOR 

Requestor Name__________________________________________________   Requestor Represents____________________________    
Attorney________________________________________________________   Bar No._______________________________________      
Address_________________________________________________________   Phone__________________    Fax_________________     
City, State, Zip___________________________________________________   Contact_______________________________________      

BILLING 

Bill To_______________________________________________________________   Phone___________________________________ 
Attorney / Adjustor_____________________________________________________   Fax_____________________________________ 
Address______________________________________________________________   Claim No________________________________ 
City, State, Zip________________________________________________________    Insured__________________________________ 

PARTIES 
Opposing Counsel____________________________________   Attorney________________________   Phone____________________ 
Address_______________________________________   City, State, Zip___________________________ Fax____________________ 

DELIVERY 

   Deliver _______ Sets to Requestor.        Deliver _______ Sets to Other.    (example, treating physician, QME, etc., specify below) 
Name_______________________________________________    Name____________________________________________________ 
Address_____________________________________________    Address__________________________________________________ 
City, State, Zip_______________________________________    City, State, Zip_____________________________________________ 
Special Delivery Instructions_______________________________________________________________________________________ 

PLEASE INCLUDE: RECORDS TYPE, NAME OF LOCATION, LOCATION ADDRESS, LOCATION PHONE & DATES IF APPLICABLE 
____________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________ 

For workers’ compensation cases, where case number not available, please attach Application of Adjudication for claims or employment records.  
Signed HIPAA Authorization is required for requests for medical records out of state or in-state without Application for Adjudication or case number. 

distributed
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