[image: image1.png]PACIFIC DOCU-SCAN Toll Free 800.620.5530

For Subpoena and Copy of Records Tel 925.246.9997
1070 Concord Ave., Ste 267 Concord, CA 94520 Fax 925.246.9998





	Order Date
	8/3/2006
	 FORMCHECKBOX 
 Normal Service
	
	 FORMCHECKBOX 
 Rush Order (specify date)
	     


	Customer Information
	Billing Information

	

	Firm Name
	     
	
	Responsible Party:           FORMCHECKBOX 
 Your Firm  FORMCHECKBOX 
 Carrier

	

	Attorney’s Name
	     
	
	Company
	     

	
	
	
	
	

	Address
	     
	
	Adjuster’s Name
	     

	
	
	
	
	

	     
	
	Address
	     

	
	
	
	
	

	Phone
	     
	Fax
	     
	
	     

	
	
	
	
	

	Firm File Number
	     
	
	Phone
	     
	Fax
	     

	
	
	
	
	

	Contact Person
	     
	
	Name of Insured
	     

	
	
	
	
	

	Customer Signature
	     
	
	Claim File Number
	     

	
	
	
	
	

	                              I accept terms and conditions on reverse.
	
	Date of Loss
	     

	
	
	
	
	

	 FORMCHECKBOX 
 Subpoena                                                            FORMCHECKBOX 
 Authorized Information                                          FORMCHECKBOX 
 Authorization Enclosed

	
	
	
	
	

	 FORMCHECKBOX 
 Create Subpoena             FORMCHECKBOX 
 Subpoena Attached
	
	Opposing Counsel’s Name
	     

	
	
	
	
	

	 FORMCHECKBOX 
  Superior/Unlimited          FORMCHECKBOX 
 Municipal/Limited
	
	Firm
	     

	
	
	
	
	

	 FORMCHECKBOX 
 Federal                              FORMCHECKBOX 
 Subpoena Attached       FORMCHECKBOX 
 WCAB
	
	Address
	     

	
	
	
	
	

	Case caption
	     
	
	     

	
	
	
	
	

	vs.
	     
	
	Phone
	     
	Fax
	     

	
	
	
	
	

	Case Number
	     
	
	 FORMCHECKBOX 
 List of Additional Counsels Attached

	
	
	
	
	

	County
	     
	Branch/District
	     
	
	Firm representing Records Subject :

	

	
	
	
	

	Your firm represents:
	 FORMCHECKBOX 
 Your Firm                     FORMCHECKBOX 
 Opposing Counsel                  FORMCHECKBOX 
Other Firm

	
	
	

	 FORMCHECKBOX 
 Plantiff                                  FORMCHECKBOX 
Defendant                     FORMCHECKBOX 
 Other
	
	Name
	     

	
	
	

	Name
	     
	
	Deliver other copies to:
	     

	
	
	

	Records on CD-ROM? (Y/N)
	     
	        FORMCHECKBOX 
 TIFF        FORMCHECKBOX 
 PDF
	
	     

	
	
	

	Patient/Applicant/Subject

	
	
	

	Subject’s Name
	     
	
	Birth Date
	     
	

	
	
	

	A.K.A.
	     
	
	Social Security #
	     
	
	     
	-
	     
	

	
	
	

	
	
	
	MEDICAL RECORD                           

	
	
	

	Records Locations                                  FORMCHECKBOX 
 Additional locations attached                                                 Please check boxes

	                                                                                                                                                                                   
	
	                                                  Med       Bill      X-ray    Empl       Ins         Other/Info

	
	
	
	
	
	
	

	1.  Name
	     
	Phone
	     
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Address:
	     
	Zip:
	     
	
	     
	     
	     
	     
	     
	     

	
	
	
	
	
	
	

	Additional information:
	     
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	2.  Name
	     
	Phone:
	     
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Address:
	     
	Zip:
	     
	
	     
	     
	     
	     
	     
	     

	
	
	
	
	
	
	

	Additional information:
	     
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	3.  Name
	     
	Phone:
	     
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Address:
	     
	Zip:
	     
	
	     
	     
	     
	     
	     
	     

	
	
	
	
	
	
	

	Additional information:
	     
	
	
	
	
	
	
	

	
	
	
	
	
	
	


