
 
30 Chestnut Street 
Quincy, MA 02169 

617-471-3510 
 
 
 

DEPOSITION REQUEST SHEET 
 

 Name: _________________________________________________________________________ 

 Address: ___________________________________________________________________ 

 City/State/Zip: ___________________________________________________________________ 

 Telephone: ___________________________ Fax: _______________________________ 

 Email: _________________________________________________________________________ 

  

 DEPOSITION INFORMATION: 

 Deposition Date:  _______________________________________________________________  

 Deposition Time:  _________________________________________________________________  

 Deposition Location:  _______________________________________________________________ 

 Case Name:  _________________________________________________________ 

 Case Number:  ___________________________________________________________________ 

 Deponent Name: ___________________________________________________________________ 

       Expected Length of Deposition:  _____________________________________________________ 

 Requested Delivery Date: ____________________________________________________  

 Examination Under Oath:  Y / N 

 Expert Witness:  Y / N If yes, please specify_________________________________ 

 Number of Copies: _____________________ 

 Mini With Indexing: Y / N 

 Emailed PDF:  Y / N 

  

CONFIRMATION 

 Reporter: Day Requested __________  24hrs Prior to Depo _____________ 

 Client:  Day Requested___________  24-hrs Prior to Depo___________ 


