
 
 
 

USI PROCEDURE REQUEST FORM 
 

Please Fax Completed Form to: (877) 848-3342 
 

 
 
Patient’s Name: _________________________________________ Date of Accident: _____________ 
 
If patient is a minor,  
Guardian's Name:__________________________________    Signature:___________________________ 
 
Referring Physician’s Name: _______________________________________________________________ 
 
Referring Physician’s Phone: _______________________   Referring Physician’s Fax: _______________ 
 
Contact Name: ___________________________________________________________________________ 
 
Type of Procedure: _______________________________________________________________________ 
 
Facility Requested: _______________________________________________________________________ 
 
Procedure Cost: __________________________________ Assistant Fee: ______________________ 
 
 
 
Attorney Name: __________________________________________________________________________ 
 
Attorney Phone: _________________________________  Attorney Fax: ___________________________ 
 
Contact Name: ___________________________________________________________________________ 

 
 


