eMAX DISCOVERY
1206 E. 17th Street, Suite 202 Santa Ana, CA 92701

Phone:(714)380-6838

ORDER DATE;|

orders@emaxdiscovery.com

Fax:(714)380-6839

DUE DATE:| |

RECORDS REQUEST FORM  — \n010 existinG oroerss:

A. REQUESTER \
FIRM NAME:l | ATTORNEY:| |

[] RUSH SERVICE

STREET:

CITy: STATE: 2IP:
PHONE: FAX: EMAIL:

. AUTHORIZING PRINT

CONTACT: SIGNATURE: NAME:

B. CLAIMANT INFORMATION

NAME:l |

C. INSURANCE / BILLING

CARRIER:l |

AKA: | crams:

DOB: SSN: | stree:
CASE # DOl | CITY: STATE: ZIP:
STREET: | PHoNE: FAX:

cITy: || ADsusTER: ADIUSTER
STATE: 21p: DEFENSE ATTORNEY:

[ ]JREQUEST RECORDS FROM INSURANCE CARRIER

D. EMPLOYER INFORMATION

COMPANY:l | [CJsUBSIDIARY[_JPARENT CO.|:|DBA:| |

STREET:

CITY:

STATE: ZIP:

PHONE: FAX:

EMAIL:

[ JREQUEST RECORDS FROM EMPLOYER

FORMAT: [_]PAPER

E. DELIVERY
CJELECTRONIC

COPIES:

F. NOTES /INSTRUCTIONS
NOTES / ADDITIONAL INSTRUCTIONS:

DELIVERY ADDRESS [ISAME AS REQUESTER
STREET:
CITY: STATE{ | zIP:
G. LOCATIONS
1. NAME] ||2. NAME]
STREET || sTREET]
cIy;| |sTate{ |zip{ | ary |sTate{ |zp] |
PHONE: FAX: PHONE: FAX:
CONTACT: CONTACT:
EMAIL: e, EMAIL: RECORD
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send request forms by email to orders@emaxdiscovery.com or fax to (714)380-6839



eMAX DISCOVERY
1206 E. 17th Street, Suite 202 Santa Ana, CA 92701

Phone:(714)380-6838 Fax:(714)380-6839
orders@emaxdiscovery.com

LOCATIONS |

3. NAME]| ||4. NAME] |
STREET| || sTreet] |
CITY:| |sTATE{  |21P| | arv |sTATE|  |21P |
PHONE: FAX: PHONE: FAX:
CONTACT: CONTACT;
EMAIL: vt EMAIL: e |
sonamvel  Jleenavel ]
STREET:| || STREET]
arry;| |sTATE{ |21/ | cITY| |sTaTE| |21
PHONE: FAX: PHONE: FAX:
CONTACT: CONTACT]
EMAIL: RECORD EMAIL: gty I
7. NAME| ||8. NAME] |
STREET| || STREET| |
aIry| |sTATE{  |2IP| | v |sTaTE |21P] |
PHONE: FAX: PHONE: FAX:
CONTACT: CONTACT]
EMAIL: RECOD EMAIL: e ||
9. NAME] ||20.NAME] |
STREET;| | sTReeT |
cImy| |sTATE{  |21P/| | cmy| |sTATE|  |2iP] |
PHONE: FAX: PHONE: FAX:
CONTACT: CONTACT]
EMAIL: RECORD EMAIL: RECORD ||
11. NAME;| ||22.NAME] |
STREET:| || sTReeT] |
ary| |state]  |zip] | cryf |STATE|_|21P§ |
PHONE: FAX: PHONE: FAX:
CONTACT: CONTACT]
EMAIL: RECoRD EMAIL: RECPE, ||

Please fill out this form, must include authorizing signature, and send by email to orders@emaxdiscovery.com
or by fax to (714)380-6839. If you have any questions or need assistance please call our office at (714)380-6838.
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