
woRK�AuTHoRizED�bY: _______________________________Date: _______________

RECORDS REqUEST FAX 800.861.5311 RUSH Date____/____/______

1. Contact�Person:_______________________________

Address:_____________________________________

Client/insured: ________________________________

Policy/File�No: ________________________________

Date�of�incident: ______________________________

Firm�File�No: _________________________________
billiNg�iNFoRMATioN

Deliver�to:�[��]�1 [��]�2 [��]�other___________________________________________________________________

Date�Requested: ___________________________Date�Required: _____________________iME�Date: _______________

Case�Name: _______________________________Court: ____________________________________________________

Court�Address: ______________________________________________________________________________________

Representing�Client/Respondent: ________________________________________________________________________

Record�Pertain�to: __________________________Date�of�birth _______________SS# ____________________________

Other Counsel:

Name:________________________________________________________________________________________________

Address: _______________________________________________________________Phone:_________________________

Special�instructions:_____________________________________________________________________________________

Furnish _____set(s)�of�records billings Duplicate�X-Rays�/MRi/CTs Transcribe�(illegible�hand�written�notes)

locations: Name Address

1.____________________________________________________________________________________

_____________________________________________________________________________________

2.____________________________________________________________________________________

_____________________________________________________________________________________

3.____________________________________________________________________________________

_____________________________________________________________________________________

4.____________________________________________________________________________________

_____________________________________________________________________________________

5.____________________________________________________________________________________

_____________________________________________________________________________________

6.____________________________________________________________________________________

_____________________________________________________________________________________

[��]�SDT�RE�DEPoSiTioN [��]�PERSoNAl�APPEARANCE

[��]�SDT�MEDiCAl�RECoRDS [��]�PERSoNAl�APPEARANCE�wiTH�RECoRDS

[��]�SDT�FoR�TRiAl [��]�RECoRDS�To�TRiAl�/�ARb

[��]�SDT�FoR�ARbiTRATioN DATE: TiME: Div�/�DEPT:

[��]�AuTHoRizATioN
[��]�CliNiC�obSERvATioN�REPoRT�($45)

USA EXPRESS - 20300 VENTURA BLVD., SUITE 290, WOODLAND HILLS, CA  91364 TOLL FREE: 1.877.872.3977

E-Mail: mail@usaexpressinc.com                           www.usaexpressinc.com
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2. Firm:________________________________________

Handling�Attorney/Adjuster: ________________________

Address:_______________________________________

Phone: ________________________________________

Records�Pertain�To: ______________________________

Court�Case�No: _________________________________
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