

	PRINT THE FULL LEGAL NAME OF 1HE PATIENT: 
	DATE OF BIR1H: 
	PRINT ALL DATES OF SERVICE AND DESCRIPTION OF INFORMATION REQUESTED: 
	LIST THE NAME OR SPECIFIC IDENTIFJCA TION OF THE PERSONS OR CLASS OF PERSONS TO WHOM YOU WANT EMS TO MAKE TIIB REQUESTED USEDISCLOSURE: RECORDS DEPOSITION SERVICE, INC. , PO BOX 5054, SOUTHFIELD, MI, 48086-5054, P: (248)-357-3330
	OOther purpose Please State: PRE-TRIAL DISCOVERY
	DATE: 
	PRINT 1HE NAME OF THE REPRESENTATIVE OR GUARDIAN: 
	DESCRIPTION OF YOUR LEGAL AUTHORITY OR GUARDIANSHIP: 
	Subscribed and sworn to before me on this day of  20: 
	Notary Public: 
	My commission expires on: 
	An incomplete form cannot be processed and will be returned in its entirety to the sender: 
	Check Box1: Yes


