
RECORDS REQUEST

Case Name _______________________________________     Date ____________________
vs. ___________________________________     Requesting Firm _____________________
WCAB # __________________________________      Atty. or Adj. ____________________
Type of Records:	    Medical             Employment              Bills              Other
Date Needed _____________________________     RUSH       (if less than 15 days)
Other Parties Entitled to Notice__________
___________________________________
___________________________________
___________________________________
Records of _________________________
Date of Birth ______________________

Bill To:  ______________________________
_____________________________________
_____________________________________
Claim #:  _____________________________
SSN: ________________________________
Date of Accident  ______________________

 From Address Zip Phone 
1.     
2.     
3.     
4.     
5.     
 
Do you need...
        X-Ray Films  Bills and StatementsYes No Yes No

Special Instructions: _________________________________________________________
__________________________________________________________________________
__________________________________________________________________________

P.O Box 340927     Sacramento, CA     95834-0927     Phone (916) 646-1936     Fax (916) 646-1946

THE ECHO COMPANY
MWM ENTERPRISES, INC.
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