
O - Other__________________ 
S - Sign-in Sheets   SEND MORE:  Forms  [  ]     Envelopes  [  ]  E -  EDEX Report 
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 
 

Special Instructions: _______________________________________________________________________________________________ 

    Address  _______________________________________________________________________  [  ]Any and All Dates          ______________   

4. Location  ________________________________________ Phone (          )  _________________   [  ]DOL to Present             ______________ 

    Address  _______________________________________________________________________  [  ] Any and All Dates       _______________  

3. Location  ________________________________________ Phone (          )  _________________   [  ]DOL to Present             ______________ 

    Address  ________________________________________________________________________ [  ] Any and All Dates   _____________________              

2. Location  ________________________________________ Phone (          )  _________________   [  ]DOL to Present            ______________ 

    Address  _______________________________________________________________________  [  ] Any and All Dates         ______________ 

1. Location  ________________________________________ Phone (          ) __________________  [  ]DOL to Present            ______________ 

 
                                (Select Below)     Codes 

Copy Records At:                         Copy:       Record     
 
Date of Birth  _______________________________________ ____  Social Security Number  _______________________________ _____ 

Name  _________________________________________________ AKA  ___________________________________________________ 
 

Copy Records Pertaining To:             [  ] Additional Claimants Attached 
 
      Drug, Alcohol & Psychiatric  [  ]   Veteran’s Administration  [  ] Address  _____________________________________________________ 

      Medical   [  ]    Employment   [  ]      Academic  [  ]  Other Name _____________________________________________ 

Authorization:           Original   [  ]             Copy   [  ]    Other [  ] Benchmark [  ]:   Paper ____  CD  ____    Download ____ 

 A Signed Authorization is Required to Process This Request  Carrier:         Paper ____   CD ____    Download ____ 
 

Authorization Information    Copies To: 

Email Address ___________________________________________ Email Address ____________________________________________ 

Phone (        )_________________  Fax (        )__________________ Phone (        )__________________  Fax (        )_________________  

________________________________________________________ Contact Person  __________________________________________ 

Address  ________________________________________________ Date of Loss (DOL) _______________________________________ 

Adjustor Name ___________________________________________ Claim File # _____________________________________________ 

Carrier Name ____________________________________________ Name of Insured  _________________________________________ 

Order Date _________________ Required Date ________________ Regular  [  ] Rush  [  ]  SUPER RUSH  [  ] ($50 Extra per Location) 
 
Client & Claim Information 
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