
O -  Other_______________ 
S - Sign-in Sheets    SEND MORE:  Forms [  ]     Envelopes [  ]    D  - EDEX Report (WCAB) 
P - Psychiatric Records              W - WCAB File 
R - Film Reports          Z - CT Scans          C - Court File 
B - Medical Billing    Q - MRI’s    Y - Payroll Records   I  -  Insurance Records 
M - Medical Records      X - X-rays    E - Employment Records  A -  Academic Records 
 

MEDICAL RECORDS                     FILMS    EMPLOYMENT   OTHER 
RECORD CODES 
 

[  ] Additional Locations/Instructions Attached                Limit Records to Certain Dates.   From: ____/____/____       To: ____/____/____ 
 

    Address  _____________________________________________________________________________________________   Limit Dates?  [  ] Yes   [  ]  No 

3. Location  ___________________________________________________ Phone Number  (          )  ____________________________________________ 

    Address  _____________________________________________________________________________________________   Limit Dates?  [  ] Yes  [  ]  No_ 

2. Location  ___________________________________________________ Phone Number  (          )  ____________________________________________ 

    Address  _____________________________________________________________________________________________   Limit Dates?  [  ] Yes  [  ]  No_ 

1. Location  ___________________________________________________ Phone Number  (          )  ____________________________________________ 

 

SERVE/COPY RECORDS AT:                    Record Codes (See Below) 
 

    ** Other: Please Provide Address 
Birthdate:  _____/_____/_____ Social Security #:  _____________________ **Other: [  ]     Benchmark: [  ]        _____  Paper    _____ CD    ____ Download 

AKA:  ________________________________________________________ Attorney Firm:          _____  Paper    _____ CD    ____ Download 

Name:  _______________________________________________________ Carrier:                _____  Paper    _____ CD    ____ Download 

 
COPY RECORDS PERTAINING TO:    SEND COPIES TO: 
D
 

ivision/Department: ____________________________________________ Date: __________________________   Time: __________________ 

Appearance Address: _______________________________________________________________________________________________________________ 

Hostile?  Y/N _____   OK to Sub-serve?  Y/N  ______    On Call? Y/N _____ Judge/Arbitrator: __________________________________________________ 

           Personal Appearance [  ]   With Records [  ]    Mail to Court  [  ]  District: ________________________  County: __________________________ 

Type of Subpoena:      Trial  [  ]       Records   [  ]          Deposition [  ] ________________________________________________________________ 
  

Prepare Subpoena:      Civil  [  ]       Federal     [  ]       Arbitration   [  ]  Court Address: ___________________________________________________ 
 

        [  ] List of Additional Counsel (Service List) Attached. 

Case Number: _________________________________________________ ________________________________________________________________ 

vs.  __________________________________________________________ Address: ________________________________________________________ 

Case Caption  _________________________________________________ Opposing Counsel: ________________________________________________ 

 
SUBPOENA INFORMATION      
 

Firm Represents: Plaintiff[  ]  Defendant[  ]  Name[  ] ________________ Date of Loss: _____________________________________________________ 

File #: ______________________ Contact Person: ___________________ Claim File Number: ________________________________________________ 

Email Address: ________________________________________________ Email Address: ___________________________________________________ 

Phone: (        )____________________  Fax: (          )__________________ Phone: (          )____________________  Fax: (          )____________________ 

_____________________________________________________________ ________________________________________________________________ 

Address: _____________________________________________________ Address: ________________________________________________________ 

Firm Name: ___________________________________________________ Adjustor Name: ___________________________________________________ 

Attorney’s Name:  ______________________________SBN: ___________ Carrier Name: ____________________________________________________ 

REGULAR   [  ]      RUSH   [  ]   Send Invoice To: Attorney Firm   [  ]  Carrier   [  ]  

 

Order Date: _________________         Required Date: _________________ Ordered By: Attorney Firm   [  ]  Carrier   [  ] 
 
CLIENT & BILLING INFORMATION 
L
 

ong Beach, CA 90809-0459         Order Online at www.macropro.com   San Leandro, CA 94579-0217 
P.O. Box 90459           Civil Request   P.O. Box 4217 
(800) 696-2511    Macro-Pro   FAX (888) 696-2270 


