This Order hereby supersedes and. replaces all prior Notices and Orders Regarding
Service of Plaintiff’s Fact Sheets, Records Authorizations, and Applications for
Extension of Service Dates filed on 12/1//2021, 11/16/12, 2/14/14, 12/15/16, 7/30/18,
3/15/2019, 6/30/2022, 1/19/2023, 8/28/2023, 3/17/2025
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RIKER DANZIG LLP

Headquarters Plaza

One Speedwell Avenue

Morristown, NJ 07962-1981

(973) 538-0800

Attorneys for Defendants,
Ethicon, Inc. and Johnson & Johnson

IN RE PELVIC MESH/GYNECARE
LITIGATION,

TO: All Counsel of Record
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SUPERIOR COURT OF NEW JERSEY
LAW DIVISION - BERGEN COUNTY

MASTER DOCKET NO.
BER-L-11575-14

CIVIL ACTION
I re Pelvic Mesh/Gynecare
Litigation
Case No. 291

UPDATED AND AMENDED NOTICE AND
ORDER REGARDING SERVICE OF
PLAINTIFF’S FACT SHEETS, REQUIRED
RECORDS AUTHORIZATIONS AND
APPLICATIONS FOR EXTENSION OF
SERVICE DATES
(UPDATED September:2025)

PLEASE TAKE NOTICE that, in accordance with Case Management

Order No. 5, and in order to ensure uniformity in the service of Plaintiffs’ Fact Sheets

{“PFS"), the following protocols have been put into place regarding the service of PFSs

and applications for extension of service dates.

To the extent any of the below



protocols deviates from previously entered orders, the below procedures are to be
followed beginning immediately upon the entry of this Order for all cases subject to this
MCL.

1. SERVICE OF PFSs

a. PFSs are not to be served prior to service of the plaintiff’s
Complaint. In the event that the PFS is served before the
Complaint, Defendants will calculate the due _date, of the
Defendants’ Fact Sheet (“DFS”) from the date of service of -
the Complaint.

b. PFSs are to be served on a rolling basis and are not to be
accumulated for mass service. Any one firm shall sérve no
more than two (2) PFSs in one day to avoid both the
imposttion of an unreasonable burden on Defendants to
process and serve DFS responses within the time
contemplated by pgoverning CMO No. 5, and the
contravention of this Court’s directive for Plaintiffs to avoid
such unnecessary burdens.

¢. PFSs and supporting documents for multiple plaintiffs are
not to be served elecironically in a combined file. While
size limitations may require scanned documents to be served
in multiple separate files, any electronic file (e.g. pdf) of a
PES response or supporting. documents must contain

information as to a single plaintiff. For example, 2 single



pdf file may not contain PFS responses or supporting
documents for more than a.single plaintiff.

d. PFSs with the most updated authorizations in the form
attached hereto as Exhibit A are to be served upon
Defendants via email addressed to the following individuals:

i. Butler Snow — njpfs@butlersnow.com
ii. Riker Danzig - RikerPelvicPFS@riker.com

Service to any subset of the above individuals, service to

Defense liaison counsel, or service to other employees of the

law firms identified above, is not adequate and may result in

motion practice seeking, among other things, dismissal of the
complaint.

e. Plaintiffs’ counsel may also serve PFSs via regular mail. In

the event that counsel chooses this method, the PFSs should

be sent to;
Debra Gantert Tracey Bates
Francesca Henry Butler Snow LLP
Riker Danzig LLP Suite 1400
7 Giralda Farms, Ste 250 1020 Highland Colony Pkwy
Madison, NJ 07940 Ridgeland, MS 39157

Service via regular mail must be supplemented with setvice

via email to the recipierits identified in Section 1(d).
f. To accommodate the size of the files, Plaintiffs’ counsel
may serve plaintiffs” medical records and authorizations

separately via regular mail, however it is preferred to avoid



hard copy documents when possible, These records are to be
éent to Debra Gantert, Francesca Henry and Tracey Bates as
indicated in Section I(e).

PLEASE TAKE NOTICE THAT THE PROCEDURE
CHANGE REGARDING RECORDS COLLECTION SET
FORTH INITIALLY at Paragraph 5 OF THE JANUARY 19,
2023, ORDER REMAINS IN EFFECT AND IS
REITERATED BELOW at Paragraph 5. If plaintiffs choose
to opt-out of records collection by the medical records
vendor, which is not preferable, notice must be sent via
email and regular mail to Debra Gantert, Francesca Henry

and Tracey Bates as indicated in Section 1(e) & (f).

2. APPLICATIONS FOR EXTENSIONS

a.

Applications to Defendants for extension of the PFS service
date are to be sent via email to the following individuals;

i. Butler Snow — njpfs@butlersnow.com

ii. Riker Danzig - RikerPelvicPFS@riker.com

b. Each application must include the name and docket number

C.

of the plaintiff at issue and the length of time needed to
complete the PFS.
Extension requests are expected to be the exception, and not

routine.

3. COMMUNICATIONS REGARDING DEFICIENCIES IN PFS
RESPONSES



a. All Communications relating to Deficiencies in PFS
responses, including, but not limited to supplemental
responses, additional responsive information, objections to
claims of deficiencies, or extension related requests, are to
be sent via email to the following individuals:

i. Butleér Snow — njpfs@butlersnow.com

ii. Riker Danzig - RikerPelvicPFS@riker.com

b. Each communications must include the name and docket
number of the plaintiff.

c. Communications regarding deficiencies or extemsion
requests to any subset of the above individuals, to
Defense liaison counsel, or to other employees of the law
firms identified above, is not adequate.

4, GENERAL OBLIGATIONS REGARDING PFS RESPONSES

a. PFS forms shall be completed with full and correct
information to the best of plaintiff’s knowledge. A
completed Fact Sheet shall be considered interrogatory
answers and as responses to requests for production pursuant
to Rule 4:18 of the New Jersey Rules of Civil Procedure,
Such responses require the execution of a dated PFS
Certification signed by the Plaintiff(s). Electronic
signatures are not compliant. Failure to provide an answer

or respond, or failure to properly certify responses, may lead




to dismissal under Rule 4:23-5(a) and related protocols
established by this Court.

b. The plaintiff certification requirement set forth in paragraph
(a), above, extends to required Certifications that there has
been no change to the PFS or medical status that may be
required from time to time by Couit order, and shall not be
required for routine supplements and amendments by
counsel.

¢. All parties are to comply fully with this protocol.

5. CHANGE TO RECORD‘S. COLLECTION VENDOR AND
GENERAL  OBLIGATIONS REGARDING RECORDS
AUTHORIZATIONS

a. For all cases filed or otherwise made part of this MCL after
December 2, 2021, and the entry of the Amendment to CMO
3 accompanying the December 2, 2021 predecessor order,
plaintiffs are to provide fully-executed (but undated) copies
of each of the updated authorizations appended to this Order
as Schedule A. Prior forms of authorization appended to

prior orders such as CMO No. 5 are now obsolete.! Plaintiff

! Paragraphs 7 and 8 of CMO 3 entered on 2012 remain in effect but also now clude vendor LMI: If a plaintiff’s
counsel does not wish to enter into the agreement with Marker or with LM, plaintiff”s counsel will nevertheless
provide executed authorizations with its Plaintiff’s Fact Sheets which are fully completed to the best of plainitiffs’
and plaintiffs’ counsel’s ability and knowledge with. the names of plainiiffs’ tréaters, complete dnd correct addresses
for the treating physicians and/or facility, and are generally consistent with the time frame of twenty (20) years prior
to the date of plaintiff’s initial mesh implant surgery for every physician requested to be identified in the Plaintiffs’
Fact Sheet. I{ plaintiff”s counsel does not believe the 20 year time frame is appropriate based on the specific
circumstances of the Plaintiff’s case, the parties are to meet and confer. If the matfer cannot be resolved, the parties
are to request a telephonic conference with the Court and in advance of that conferenice are t6 submit their respective
positions in writing to the Coust. (§ 7) If defense counsel is secking medical records pertaining to abottion '
procedures which occurred more than twenty (20) years prior to the date of plaintiff’s initial mesh implant surgery,

6



Last updated: September/é 2025

So Ordered:

4938-7081-5655, v, 1

is required to execute all of the form authorizations with one
exception; if the plaintiff provides with the PFS response a
signed certification that no claims are being made for lost
wages, then the plaintiff need not execute the IRS forms

4506 and 8821.

. For all cases filed or otherwise made part of this MCL as of

December 2, 2021 and Amended CMO 3, Records Collection
will be conducted by LMI (not the Marker Group). For all
cases filed prior to December 2, 2021, records will continue
to be collected by the Marker Group, unless otherwise
agreed between the parties to a particular case.

All parties are to comply fully with this protocol and those

of Amended CMO 3.

o4 Padovano, J.S.C

defense counsel must provide support for their position to plaintiffs’ counsel and the Court that these abortions are
relevant to, impacted, or contributed to the injuries that plaintiff now attributes to the mesh which is the subject

matter of her lawsuit. (8).
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IN RE: PELVIC MESH / GYNECARE SUPERIOR COURT OF NEW JERSEY
LITIGATION LAW DIVISION: BERGEN COUNTY

CASE NO. 291
MASTER CASE NO. BER-L-011575-14

PLAINTIFE FACT SHEET

Please provide the following information for each individual on whose behalf a claim is being
made. Please answer every question to the best of your knowledge. In completing this Fact
Sheet, you are under oath and must provide information that is true and correct to the best of
your knowledge. If you cannot recall all of the details requested, please provide as much
information as you can. You must supplement your responses within a reasonable time if you
learn that they are incoraplete or incorrect in any material respect. If you are: completing the Fact
Sheet for someone who. has died or who cannot complete the Fact Sheet him/herself, please
answer as completely as you can for that person.

The Fact Sheet shall be completed in accordance with. the requirements and guidelines set forth
in the applicable Case Management Order. A completed Fact Sheet shall be considered
interrogatory answers pursuant to Rule 4:18 of the New Jersey Rules of Civil Procedure and as
responses to requests for production pursuant to Rule 4:18 of the New Jersey Rules of Civil
Procedure. The questions and requests for production contained in the Fact Sheet are non-
objectionable and shall be answered without obiection.

In filling out this form, please use the following definitions:

“Healthcare provider” means any doctor, physician, surgeon, pharmacist, hospital, clinic, center,
physician’s office, infirmary, medical or diagnostic laboratory, or other facility that provides
medical care or advice, and any pharmacy, x-ray department, radiology department, laboratory,
physical therapist or physwal therapy department, rehabilitation specialist, chiropractor, or other
persons or entities involved in the diagnosis, care and/or treatment of you.

"You" or "Your" refer to the person who received a pelvic mesh product manufactured by
Ethicon, Inc. and who is identified in Question L. 1 (d) below:

"Gynecare Mesh Product(s)" refers to any pelvic mesh product manufactured by Ethicon, Tnc.
that was implanted in you.

To the extent that the form does not provide enough space to complete your responses or
answers, please attach additional sheets as necessary,




I. BACKGROUND INFORMATION

Please state;

a. Case caption:

b. ‘Docket number:

C. Court in which case was originally filed:

d. Full name of the person who received the Gynecare Mesh Product, including
maiden name:

e. Full name and address of the person completing this form, if different from the

person listed in 1 (a) above, and. the relationship of the pefson completing this
form to the person listed in 1 (a) above:

£ If completing this form in a representative capacity, please state whether you
were appointed by a court, which court appointed you, and the date of your
appointment:

g. If you represent a decedent’s estate, please state the date of the decedent’s death:

h. The narre and address of the attorney representing you in this case:

Your Social Security Number:

Your date and place of birth:

Your current residence address:




Identify all individuals who currently live or have lived with you at your current address,

their relationship to you, and the dates of residence.

If you have lived at your current address for less than 10 years, provide each of your prior
residence addresses from 2000 to the present:

Prior Address

Dates you Lived At | People Who Lived With You At Thi
Address/Relationship To You

This Address

o

Have you ever been married? Yes ___No

If Yes provide the names and addresses of each spouse and the inclusive dates of your

marriage to each person._

Do you have children? Yes ___ No __

If Yes, please provide the following information with respect to each child:

Full Name of | Date of Birth
Child

Home Address (if
different from yours)

Whether
Biological/Adopted

Type of Deliver:
Vaginal/C-Section




identified above?

Yes __ No

Have you had any pregnancies other than those that resulted in the births of your children

If Yes, provide the date and the outcome of each pregnancy:

10.  Identify all secondary and post-secondary schools you aftended, starting with high school
and please provide the following information with respect to each:

Name of School

Address

Dates of
Afttendance

Degree

Major or

Awarded | Primary Field

11.  Please provide the following information for your employment history over the past 10

years:
Employer Name Addresses Job Title/ Dates of Salary/Rate
Description of Employment of Pay
Duties




12.

13,

1)

2)

Have you ever served in any branch of the military? Yes No

1f Yes, please provide the following information;

a. Branch and dates of service:; dates of your service, rank upon discharge and the type
of discharge you received:

b. Were you discharged from the military at any time for any reason relating to your
medical, physical, or psychiatric condition? Yes No

If Yes, state what that condition was:

To the best of your knowledge, as an adult,\have you been convicted of, or plead guilty
to, a felony and/or crime of fraud or dishonesty? Yes No

If Yes, please set forth where, when and the felony and/or crime:

1. CLAIM INFORMATION

Do you claim to have been implanted with a _pelvic-m‘esh- product manufactured by
Ethicon, Inc. (hereafter referred to in these questions as the "Gynecare Mesh
Product(s)")? Yes Ne

H ¥Yes:
a) Identify the Gynecare Mesh Product(s) that were implanted in you and provide
the product code and lot number specific to that product, if known: ,

b) Please give the date that the Gynecare Mesh Product(s) was implanted in you:

Please identify the type of surgery that you received:

a) TVT:

b) TVT-O:

c) TVT-Secur!

d)  Prolift Total:

e) Prolift Anterior:
f) Prolift Posterior:
£) TVT Exact



3)

4

5)

6)

7

h) TVT Abbrevo

i) Prolift + M Total:

i) Prolift + M Anterior:
k) Prolift + M Posterior:
I) Prosima

m)  Other;

Identify to the best of your knowledge the medical condition(s) and symptoms you were
experiencing, that led to the implantation of the Gynecare Mesh Product(s):

a) Give the name and address of the doctor who implanted the Gynecare Mesh
Product(s):

b) Are you currently being treated by the surgeon identified above?

Yes No

If No, what was the date of your last visit or consultation with the surgeon?

To the best of your knowledge, were there any concurrent surgical procedures performed
during the surgery in which the Gynecare Mesh.Products were utilized? If so please
identify the concurrent procedure(s) and the doctor(s) who performed them;:

Give the name and address of the hospital orother healthcare facility where the Gynecare
Mesh Product(s) was implanted:

Prior to implantation, did you receive any written or verbal information or instructions
regarding the Gynecare Mesh Product(s), including any risks or complications that might
be associated with the use of the product(s)? Yes No

If Yes:



8)

a) Provide the date you received the information or instructions:

b) Identify by name and address the person(s) who provided the information or
instructions:

c) I you have copies of the written information or instructions you received, please
attach copies to your response.

To the best of your knowledge, was the Gyneeare Mesh Product(s) that was implanted in
you ever removed, in whole or in part?

Yes No I Don’t Know
If Yes:
a) On what date, where and by whom (doctor) was the Gynecare Mesh Product(s),

or any portion. of it, removed?

b) Explain why you consented to have the Gynecare Mesh Product(s), orany portion
of it, removed?

c) To the best of your knowledge, does any medical treater, physician ot anybody
else on your behalf have possession of any portion of the Gyneécare Mesh
Produei(s) that was previously implanted in you and removed?




9

10)

To the best of your knowledge, if all or part of the Gynecare Mesh Product(s) remain
implanted in you:

Has any doctor recommended removal of the Gynecare Mesh Product(s)?

Yes No

If Yes, Identify by name and address the doctor whe recommended removal and state
your understanding of why the doctor recommended removal:

Do you claim that you suffered bodily injuries as a result of the Gynecare Mesh
Product(s)?

Yes No
If Yes:
a) Describe the bodily injuries, conditions and/or symptoms that you claim resulted

from the Gynecare Mesh Produci(s)?

b) When is the first time you experienced bodily injuries, conditions and/or
symptoms you have listed above that you now relate to the Gynecare Mesh
Product(s)?




d)

For each bodily injury, condition and/or symptom you now claim to have
experienced relating to the Gynecare Mesh Product(s), please state approximately
when you first saw a health care provider for each of those bodily injuries, name
of provider and diagnosis, if any, provided:

Are you currently experiencing symptoms that you relate to your claimed bodily
injuries?

Yes ' No

If Yes, please describe your current symptoms in detail

Are you currently seeing, or have you ever seen a doctor or healthcare provider
for any of the bodily injuries, conditions and/or symptoms listed above?

Yes No

If Yes, please list all doctors you have seen for treatment of any of the bodily
injuries you have listed above.

Provider Name and Condition Treated Approximate Date of
Address Treatment




f) Were you hospitalized at any time for the bodily mjuries, conditions and/or
symptoms you listed above?

Yes No ~ If Yes, please provide the following:
Hospital Name and Condition Treated Approximite Date of
Address Tresatment

11)  To the best of your knowledge, have you been diagnosed with the following:

a) Vaginal Prolapse:  Yes .~ No__
b) Uterine Prolapse: Yes No
c) Rectocele: Yes No
d) Cystocele: Yes No
d) Enterocele: Yes No

&) Urinary incontinence: Yes No

f) Fecal incontinence:  Yes No

g) Urethral Hypermobility: Yes No

h) Interstitial Cystitis;  Yes No

If Yes, to (a)-(h) above identify the doctor who communicated the diagnosis, the date of the
diagnosis, and the course of treatment recommended:

10



12)

13)

14)

Are you making a claim for lost wages or lost eaming capacity?

Yes No If Yes, please answer the following:

a) State the annual gross income you derived from your employment for each year,
beginning five years prior to your surgery until the present:

Are you making a claim for lost out-of-pocket expenses?

Yes No If Yes, please identify and itemize all out-of-pocket
expenses you have incurred:

Are you claiming mental and/or emotional damages?

Yes ~ No____ HYes, what mental and/or emotional damages do you claim
and what do you attribute them to?

If you are claiming mental and/or emotional damages, provide the following information.
for each provider (including but not limited to primary care physicians, psychiatrist,
psychologists, therapists, and/or counselors) from whom you have sought treatment for
your psychological, psychiatric or emotional conditions at any time:

Name

Address Condition treated | Dates treated Medications
Prescribed

11




15)

16)

Has anyone filed a loss of consortium claim in connection with your lawsuit regarding
the Gynecare Mesh Product(s)?

Yes No

If Yes: Identify by name and address the person who filed the loss of consortium claim,
and state the relationship of that person to you.:

Have you or anyone acting on your behalf, other than your attotneys, had any
communication, oral or written, with any of the defendants or their representatives?

Yes No I Don’t Know

If Yes, set forth the date of the communication, the method of communication, the name of
the person with whom you communicated, and the substance of the communication between
you and any defendants or their representatives;

i2.




1Y)
2)

3

Ifl. MEDICAL BACKGROUND

Provide your current age: Height  Weight
At the time you received the Gynecare Mesh Product(s), please state:
Your age Yout approximate weight

In chronological order, list any and all surgeries or hospitalizations you had BEFORE
implantation of the Gynecare Mésh Product(s) for treatment of a gynecological,
urological, abdominal and/or colo-rectal condition, excluding child births. Identify by
name and address the doctor(s), hospital(s) or other healtheare provider(s) involved with
each surgery or procedure; and provide the approximate date(s) for each:

Approximate Description/ Reason for Doctor or Healthcare Provider

Date Surgery or Hospitalization Involved (including address)

4)

[Attach additional sheets-as necessary to provide the same information for any and
all surgeries leading up to implantation of the Gynecare Mesh Product(s)]

In chronological order, list any and all surgeries or hospitalizations you had AFTER the
implantation of the Gynecare Mesh. Product(s) for treatment of a gynecological,
urological, abdominal, colo-rectal and/or mesh-related condition, excluding child births.
Identifying by name and address the. doctor(s), hospital(s) or other healthcare provider(s)
involved with each surgery or procedure; and provide the approximate date(s) for each:

Approximate Description of Doctor or Healthcare Provider Involved

Date Surgery/ (including Address)
Hospitalization

13




5) To the extent not already provided in the charts above, provide the name, address, and
telephone number of any internal or family doctor, surgeon or-hospital from which you
have received medical advice and/or treatment for the past 10 years:

Name and Specialty

Address

Approximate Date/
Years of Visits

14




6) To the best of your knowledge, have you ever been diagnosed by a doctor or another

health care provider with any of the following:

Condition

Yes

Ne

Bleeding or clotting disorders

Cancer

Chronic obstructive pulmonary disease/COPD/chronic lung
disease/Chronic coughing

Complications related to childbirth

Crohx_;’s Disease, Irritable Bowel Syndrome, Ulcerative Colitis, Chronic
Diarrhea or disease of the gut, intestines, or bowel

Connective Tissue Disorder

Diabetes

Diverticulitis

Fistula

Hemnia

Malnutrition

Obesity

Pelvic Turnors or Fibroids

Peripheral vascular disease or peripheral arterial disease

Psychological/Mental/Emotional Conditions

Recurrent constipation

)] For each condition for which you answered Yes in the previous chari, or otherwise
identified above, please provide the information requested below (attach additional sheets

as needed):

Condition You Date of Medication/ Treating
Experienced Onset Treatment Physician

Current Status
of Condition

8) Have you experienced menopause? Yes No

If Yes, at what age did 1t begin?

9) Have you undergone vaginal estrogen therapy, hormone therapy, or systemic estrogen

replacement therapy (ERT)? Yes No

If Yes,

15




10)

11)

12)

a) Were you receiving vaginal estrogen therapy, hormone therapy, or systemic
estrogen replacement therapy at the time of your implantation surgery?

Yes No

b) Please provide the type of therapy you received, date(s) of the therapy, and the
name and address of the healthcare provider providing the therapy.

Have you received a hysterectomy? If so please state the doctors” name, city and state
and date.

Do you now or have you ever smoked tobacco products? Yes No

If Yes:

a) Provide the dates you smoked?

b) How much do/did you smoke?

Otlier than the implantation of the Gynecare Mesh Product(s) that are the subject of your
lawsuit, have you had implanted inside of your body any other medical product of any
kind, whether a mesh product or other device? Yes No |

If Yes, please provide the following information:

a) Product Name;

b) Date of Procedure Placing it and name and address of Doctor who placed it:

¢) Condition sought to be treated through placement of the device :

d) Any complications you encountered with the medical product or procedure :

€) Does that product remain implanted inside of you today? Yes No

16



13)

List each prescription medication you have taken for more than 3 months at a time,
within the last 3 years prior to the implantation of the Gynecare Mesh Product until
the present, giving the name and address of the pharmacy where you received/filled the
medication, the reason you took the medication, and the approximate dates of use.

Medication and Pharmacy Reason for Taking Approximate
Dosage {Name and Medication
Address)

17




1V. INSURANCE INFORMATION

1) Provide the following information, to the best of your knowledge, for any past or present
medical insurance coverage within the last 10 years:

Insurance Company Policy * Name of Policy Holder/ Approx.. Dates of
(Name and Address) Number Insured (If different than Coverage
you)
2) Are you receiving Medicare benefits due to age, disability, conditions or any other reason
or basis?
1) Yes No

The date on which you first began receiving such benefits:

[Please note: if you are not currently a Medicare-eligible beneficiary, but become eligible for
Medicare during the pendency of this lawsuir, you must supplement your response at that time.
This information is necessary for all parties to comply with Medicare regulations. See 42 U.S.C.
1395y(B)(8), also known as Section 111 of the Medicare, Medicaid and SCHIP Extension Act of
2007 and 42 U.S.C. 1395y(b)(2) also known as the Medicare Secondary Payer Act.]

3 Has Medicare or Medicaid, provided medical coverage to you or paid medical bills on
your behalf in the last (10) years?

Yes No If Yes, plesse specify the following:

a) Medicare/Medicaid:

b) Address:

c) Dates of Service:

| [Please note: if you are not currently a Medicare-eligible beneficiary, but become eligible for
| Medicare during the pendency of this lawsuit, you must supplement your response at that time.
This information is necessary for all parties to comply with Medicare regulations. See 42 US.C.

18



1395v(b)(8), also known as Section 111 of the Medicare, Medicaid and SCHIP Extension Act of
2007 and 42 U.S.C. 1395y(b)(2) also known as the Medicare Secondary Payer Act.]

4} Have you ever been denied life insurance for reasons relating to your health?

Yes No If Yes, please state when the denial occurred, the name
of the life insurance company, and the company’s reason for denial:

5) Have you personally paid or incurred any medical expenses that are related to any
condition that you claim or believe was caused by a Gynecare Mesh Product and for
which you seek recovery in the action you have filed?

Yes No
If “Yes,” state the total amount of such expenses at this time: $

6) Has your insurer, or any other entity or person, paid or incurred any medical expenses
that are related to any condition that you claim or believe was caused by your use of a
Gynecare Mesh Product and for which you seek recovery in the action you have filed?

Yes No

2) If “Yes,” state the total amount of such expenses at this time: §

V. PRIOR CLAIM INFORMATION

1) Have you filed a lawsuit or inade a claim in the last 10 years, other than in the present
suit relating to any bodily injury?

Yes No If Yes, please specify the following:

a) Court in which suit/claim filed or made:

b) Case/Claim Number:

c) Nature of Claim/Injury:

2) Have you applied for workers’ compensation (WC), Social Security disability (SSI or
SSD) benefits, or other state or federal disability benefits within the past 10 years?

Yes No If Yes, please specify the following:

a) Date (or year) of application:

19




3)

y

b) Type of benefits sought

¢) Agency/Insurer from which you sought the benefits:

d) The nature of the claimed injury/disability:

¢) Whether the claim was accepted or denied:

Have you ever filed for bankruptcy?

Yes No If Yes, please specify the following:

a) Court int which petition was filed:

b} C?ase/cl_a'im number:

¢) Resolution of case:

VI. FACT WITNESSES

Please identify all persons who you believe possess information concerning your
injury(ies) and current medical conditions, other than your healthcare providers, and
please state their name address and his/her/their relationship to you:

Name Address Relationship to You

20



VIL. ELECTRONICALLY STORED INFORMATION

For the three years prior to implantation of the Gynecare Mesh Product(s) to present,
please identify any websites that you own, maintain, use for social networking, instant
messaging, tweeting, blogging, or otherwise posting messages on-line including MySpace and
Facebook where you have posted anything with regard to your lawsuit, claims or the Gynecare:
Mesh Product(s), aside from communications with your attorneys, and provide the name or
identity used by you in connection with those websites or postings.

VIII. AUTHORIZATIONS

Provide ONE (1) SIGNED ORIGINAL copy of each of the records authorization forms
attached as Ex. A, leaving blank the name to whom the release is directed, anthorizing
Bthicon, Tnc. and/or its attorneys or agents to obtain those records identified in the
authorizations, and send those executed authorizations immediately to:

The Marker Group, Inc,
13105 Northwest Freeway
Suite 300

Houston, TX 77040

713.460.9070 main
713.934.2586 fax

Litigation Management, Inc.
7976 Mayfield Rd

Suite 150

Chesterland, OH 44026

(440) 484-2000
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IX. DOCUMENTS

- State whether you have any of the following documents in your possession, custody,
and/or control. If you do, please provide a true and correct copy of any such documents, with this
completed Fact Sheet.

a)

b)

d)

If you were appointed by a court to represent the plaintiff in this lawsuit, produce
any documents demonstrating your appointment as such,

i Not Applicable
ii. The decuments are attached [OR] I have no documents

If you represent the estate of a deceased person in this lawsuit, produce a copy of
the decedernit’s death certificate and autopsy report (if applicable).

i Not Applicable

ii. The documents are attached . [OR] I have no documents

Produce any communications in your possession (sent or received) concerning the
Gynecare Mesh Product(s), including but not limited to e-mails, text messages,
instant messages, letters, blog entries, newsletters, etc. Social media websites,
including but not limited to Facebook, MySpace, Twitter, Friendster, are not
included within this request and will be addressed later.

i Not Applicable

ii. The documents are attached [OR]} I have no documents

Produce all documents or records in your possession relating to the bodily
injuries, conditions and/or symptoms identified in your responses to questions IL
(3), (3)(2), (10) and (11) of this Fact Sheet. ‘

i Not Applicable

. The documents are attached [OR] I have no documents

Produce all documents or records in your possession relating to the surgeries,
conditions and/or injuries identified in your responses to questions IIL (3), (4) and
(6) of this Fact Sheet.

i Not Applicable ______

ii.  The documents are attached [OR] I have no documents
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g)

h)

B

If you are advancing a claim for emotional or psychological injuries, produce all
documents or records in your possession which refer or relate to any
psychological, psychiatric, counseling, mental health treatment that you have
received in the last 10 years.

i. Not Applicable

it The documents are attached [OR] I have no documents

Produce all documents or reécords in your possession relating to the prescriptions
identified in your response to question III. (13) of this Fact Sheet.

1. Not Applicable

1, The documents are attached [OR] I have no documents

Produce documents, including notes, diary or journal entries, and sufficient
photographs, DVDs, videos, or other media to show: (1) the conditions which led
to the surgery in which you received a Gynecare Mesh Product, or. (2) the injuries
or conditions for which you elaim relief in this lawsuit. This request is limited to
the time period beginning three years prior to your surgery until the present.

i Not Applicable

ii. The documents are attached {OR] I have no documents

Produce any Gynecare Mesh Product packaging, labeling, advertising, patient
brochures, or any other Gynecare Mesh Product -related items in your possession.

i. Not Applicable

. The documents are attached. [OR] I have no documents

Produce all documents concerning any communication between you and the Food
and Drug Administration (FDA) or between you and any employee or agent of the
Defendants, regarding the Gynecare Mesh Product(s) at issue.

i Not Applicable

i, The documents are attached [OR] T have no documents
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)

D

Produce all documentation in your possession of correspondence or
communication between Ethicon, Inc., Johnson & Johnson (or any of its related
companies or divisions) and any of your doctors, healthcare providers, and/or you
relating to the Gynecare Mesh Product(s).

1. Not Applicable

il The documents are attached [OR] I have no documents

Produce any and all documentation in your pessession of any instructions or
warnings you received prior to implantation. of any Gynecare Mesh Product(s)
concerning the risks and/or benefits of your surgery, including but not limited to
any risks and/or benefits associated with the Gynecare Mesh Product(s).

i Not Applicable

. The docuinents are attached [OR] I have no documents

m) Produce any and all documents reflecting the product code and lot number of the

)

Gynecare Mesh Product(s) you received.
i Not Applicable _
ii. The documents are attached [OR] 1 haye no documents

If you claim lost wages or lost earning capacity, copies of your federal and state
tax returns for the 5 years prior to your surgery until the present.

i. Not Applicable

i, The documents are attached [OR] I hiave no documents

Produce any and all statements by any party or any other person with knowledge
relevant to this lawsuit, including their agents, servants, employees, officers or
directors, regarding the Plaintiff and her condition, excluding work product.

i Not Applicable

1i. The documents are attached [OR] 1 have no documents

Produce any and all documents regarding monies expended or expenses incurred
for hospitals, doctors, nurses, x-rays, medicines and other health care related to
the injuries and/or conditions you allege in this action.
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i. Not Applicable

ii. The documents are attached [OR] I have no documents

Produce any and all documents which itemize any and all other losses or expenses
not otherwise set forth, incurred as a result of your injury and/or condition which
forms the basis of this action.

1. Not Applicable __

ii. The documents are attached [OR] I have no documents

Produce any and all documents which identify money which you have received as
a result of your injury and/or condition which forms the basis of this lawsuit.

i, Not Applicable

il The documents are attached [OR] I have no documents

Produce any and all settlement agreements, releases and forms of payment
relating to any other legal proceeding related to your claims and alleged injuries.

i, Not Applicable

ii. The documents are attached [OR] I have no documents

25




SWORN DECLARATION

Plaintiff, , deposes and states as follows:

I certify under penalty of perjury that all of the information provided in this Fact Sheet is
true and correct to the best of my knowledge, information and belief;, I have supplied all the
documents requested in Section IX of this Fact Sheet to the extent that such documents are in my
possession, custody, or control; and I have supplied the records authorizations requested in
Section VIII of this Fact Sheet.

Dated:

Signature
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EXHIBIT A



AUTHORIZATION AND CONSENT
TO RELEASE RECORDS AND PROTECTED HEALTH INFORMATION

(Excluding psychotherapy notes)
Name of Individual:

Social Security Number:
Date of Birth:

Provider Name:

TO: All physicians, hospitals, clinics and institutions, pharmacists and other healthcare
providers

The Veteran’s Administration and all Veteran’s Administration hospitals, clinics,
physicians and employees

The Social Security Administration
Open Records, Administrative Specialist, Department of Workers’ Claims

All employers or other persons, firms, corporations, schools and other educational
institutions

The undersigned individual hereby authorizes each entity included in any of the above categories
to disclose and furnish to Butler Snow LLP, P.O. Box 6010, Ridgeland, MS 29158; Riker
Danzig LLP, 7 Giralda Farms, Suite 250, Madison, NJ 07940-1051; The Markexr Group,
Inc., 13105 Northwest Freeway, Suite 300, Houston TX 77040; and Litigation
Management, Inc., 7976 Mayfield Rd., Suite 150, Chesterland, OH 44026; and their
authorized representatives, true and correct copies of all records, reports, files, documents,
corréspondence, meroranda and all other information related to the physical and mental health
of the undersigned individual, regardless of the form of such information, including, without
limitation, all notes of physicians, nurses, psychologists, counselors, dentists and other persons
who have provided or who are providing health care to the undersigned individual, all radiology,
pathology (including HIV test results, genetic testing information, and alcohol and drug abuse
treatment) and other diagnostic test and laboratory results, records and reports, all prescription
records, all surgical procedure records and reports, all dental records, all histories and
summaries, all forms and other information related to admission of the undersigned to or
discharge of the undersigned from a clinic, hospital or other health care facility, all surgical
procedure and other consent forms, all bills, invoices, claim forms, records and other payment
inforimation, including payment by Medicaid/Medicare and other public assistance programs,
insurance companies and by other persons. Notwithstanding the broad scope of the above
disclosure request, the undersigned does not authorize the disclosure of “psychotherapy notes” as
such term is defined by the Health Insurance Portability and Accountability Act, 45 CFR
§164.501.




The undersigned also authorizes the disclosure of all records, reports, files, documents,
correspondence, memoranda and all other information related to employment of the undersigned,
including attendance reports, performance reports, W-2 and W-4 forms, medical reports and/or
any and all other records relating to my past and present employment, and all educational
records, including all courses taken, degrees obtained, and attendance records.

Purther, to the extent such records currently exist and are in the Provider’s possession,
eniployment records, workers® compensation records, disability records, social security records,
and insurance records, including Medicare/Medicaid and other public assistance claims
applications, statements, eligibility material, claims or claim disputes, resolutions and payments,
medical records provided as evidence of services provided, and any other documents or things
pertaining to services furnished under Title XVII of the Social Security Act or other forms of
public assistance (federal, state, local, or other). This listifig is not meant to be exclusive.

The above list of types of records.and other information to be disclosed is intended to be
illustrative and not exhaustive. This authorization does not authorize ex patte communication
concerning same,

¢ This authorization provides for the disclosure of the above-named patient’s protected health

information for puiposes of the following litigation matter: v,
Ethicon, Inc. and Johnson & Johnson, et al.

» The undersigned individual is hereby notified and acknowledges that any health care provider or
health plan disclosing the above requested information may not condition treatment, payment,
enroliment or cligibility for benefits on whether the individual signs this authorization.

¢ The undersigned individual is hereby notified and acknowledges that he or she may
revoke this authorization by providing written notice either to Butler Snow LLP, P.O.
Box 6010, Ridgeland, MS 29158; Riker Danzig LLP, 7 Giralda Farms, Suite 250,
Madison, NJ 07940-1051; The Marker Group, Inc., 13105 Northwest Freeway, Suite 300,
Houston TX 77040; and Litigation Management, Inc., 7976 Mayfield Rd, Suite 150,
Chesterland, OH 44026, and/or to one or more-entities listed in the above categories, except to
the extent that any such entity has taken action in reliance on this authorization.

The undersigned is hereby notified and acknowledges he or she is aware of the potential that
» protected health information disclosed and furnished to the recipient pursuant to this
authorization is subject to re-disclosure by the recipient for the purposes. of this litigation in a
manner that will ot be-protected by the Standards for the Privacy of Individually Identifiable
Health Information contained in the HIPAA regulations (45 CFR §§164.500-164.534).

The undersigned is hereby notified that he/she is aware that any and all protected health.

¢ information disclosed and furnished to Butler Snow LLP; Riker Danzig LLP; The Marker Group,
Inc., and/or Litigation Management, Tnc. pursuant to this authorization will be shared with any
and all co-defendanis in the matter of v, Ethicon, Inc. and
Johnson & Johnson, et al and is subject to re-disclosure by the recipient for the purposes of this
litigation in a manner that will not be protected by the Standards for the Privacy of Individually
Identifiable Health Information contained in the HIPAA regulations (45 CFR §§164.500-

164.534).




I understand that information disclosed under this authorization could relate to, and I hereby
authorize the disclosure of, information regarding treatment and testing for drug or alcohol abuse,
Acquired Immunodeficiency Syndrome (AIDS), Human Immunodeficiency Virus (HIV),
sexually transmitted diseases, Sickle Cell Anemia, Tuberculosis and Genetic testing and
counscling,

I further understand that, pursuant to applicable state law, I may have a right to receive a copy of
this guthorization as provided in 45 CFR 164.524.

A photocopy of this authorization shall be considered as effective and valid as the original, and
this authorization will remain in effect until the later of: (i) the date of settlement or final
disposition of v. Ethicon, Inc. and Johnson & Johnson, et al
or (ii) five (5) years after the date of signature of the unders;gncd below.

I have carefully read and understand the above and do hereby expressly and voluntarily authorize
the disclosure of all of my above information to Butler Snow LLP, P.O. Box 6010, Ridgeland,
MS 29158; Riker Danzig LLP, 7 Giralda Farms, Suite 250, Madison, NJ 07940-1051; The
Marker Group, Inc., 13105 Northwest Freeway, Suite 300, Houston TX 77040; and Litigation
Management, Inc., 7976 Mayfield Rd., Suite 150, Chesterland, OH 44026 and/or and their
authorized representatives, by any entities included in the categories listed above.

Date:

Individual's Name and Address:

Signature of Individual or Individual’s Representative

Printed Name of Individual’s Representative (If applicable)

Relationship of Representative to Individual (If applicable)

Description of Representative’s authority to act for
Tndividual (If applicable)

This authorization is designed to be in compliance with the Health Insurance Portability and
Accountability Act, and the regulations promulgated thereunder, 45 CFR Parts 160 and 164
(collectively, “HIPAA™).




AUTHORIZATION AND CONSENT
TO RELEASE PSYCHOTHERAPY NOTES

Name of Individual:
Social Security Number:
Date of Birth:

Provider Name:

TO: All physicians, hospitals, clinics and institutions, pharmacists and other healthcare
providers
The Veteran’s Administration and all Veteran’s Administration hospitals, clinics,
physicians and employees

The Social Security Administration
Open Records, Administrative Specialist, Department of Workers’ Claims

All employers or other persons, firms, corporations, schools and other educational
nstitutions

The undersigned individual herby authorizes each entity included in any of the above categories
to furnish and disclose to Butler Snow LLP, P.O. Box 6010, Ridgeland, MS 29158; Riker
Danzig LLP, 7 Giralda Farms, Suite 250, Madison, NJ 07940-1051; The Marker Group,
Inic., 13105 Northwest Freeway, Suite 300, Houston TX 77040; and Litigation
Management, Inc., 7976 Mayfield Rd., Suite 150, Chesterland, OH 44026; and their authorized
representatives, with true and correct copies of all “psychotherapy notes”, as such tefm is
defined by the Health Insurance Portability and Accountability Act, 45 CFR §164.501. Under
HIPAA, the term “psychotherapy notes” means notes recorded (in any medium) by a health care
provider who is a mental health professional documenting or analyzing the contents of
conversation during a private counseling session or a group, joint ot family counseling session
and that are separated from the rest of the individual’s record. This authorization does not
authorize ex parte communication concerning saine.

e This authorization provides for the disclosure of the above-named patient’s protected health
information for purposes of the following litigation matter: V.
Ethicon, Inc. and Johnson & Johnson, et al.

¢ The undersigned individual is hereby notified and acknowledges that any health.care provider or
health plan disclosing the above requested information may not condition treatment, payment,
enrollment or eligibility for benefits on whether the individual signs this authorization.

o The undersigned individual is hereby notified and acknowledges that he or she may
revoke this authorization by providing written notice to either Butlér Snow LLP, P.O.
Box 6010, Ridgeland, MS 29158; Riker Danzig LLP, 7 Giralda Farms, Suite 250,
Madison, NJ 07940-1051; The Marker Group, Inc., 13105 Northwest Freeway, Suite
300, Houston TX 77040; and Litigation Management, Inc., 7976 Mayfieid Rd., Suite
150, Chesterland, OH 44026, arid/or to one or inore entities listed in the above categories,
except to the extent that any such entity has taken action in reliairce on. this authorization.




s The undersigned is hereby notificd and acknowledges that he or she is aware of the potential that
protected health information disclosed and furnished to the recipient pursuant to this authorization
is subject to re-disclosure by the recipient for the purposes of this litigation in a manner that will
not be protected by the Standards for the Privacy of Inidividually Identifiable Health Information
contained in the HIPAA regulations. (45 CFR §§164.500-164.534).

¢ The undersigned is hereby notified that he/she is aware that any and all protected health
information disclosed and furnished to Butler Snow LLP, Riker Danzig LLP, McCarter &

English, The Marker Group, Inc. and/or Litigation Management, Inc. pursuant to this
authorization will be shared with any and-all co-defendanis in the matter of

v. Ethicon, Inc. and Johnson & Johnson, ef al. and is subject to re-disclosure by the
recipient for the purposes of this litigation in a manner that will not be protected by the Standards
for the Privacy of Individually Identifiable Health Information contained in the HIPAA
regulations (45 CFR §§164.500-164.534).

» A photocopy of this authorization shall be considered as effective and valid as the original, and this
authorization will remain in effect until the later of: (i) the date of settlement or final disposition of

v. Ethicon, Inc. and Johnson & Joknson, et al. or (ii) five (5) years after

the date of signature of the undersigned below.

I have carefully read and understand the above and do hereby expressly and voluntarily
authorize the disclosure of all of my above information to Butler Snow LLP, P.O. Box 6010,
Ridgeland, MS 29158; Riker Danzig LLP, 7 Giralda Farms, Suite 250, Madison, NJ
07940-1051; The Marker Group, Inc., 13105 Northwest Freeway, Suite 300, Houston TX
77040; and Litigation Management, Inc., 7976 Mayfield Rd.; Suite 150, Chesterland, OH
44026 and their authorized representatives, by any entities included in the categories listed
above,

Date:

Signature of Individual or Individual’s Representative

Individual's Name and Address:

Printed Name of Individual’s Representative (If applicable)

Relationship of Representative to Individual (If applicable)

Description of Representative's authority to act for
Individual (If applicable)

This authorization is designed to be in compliance with the Health Insurance Portability and
Accountability Act, and the regulations promulgated thereunder, 45 CFR Parts 160 and 164
(collectively, “HIPAA™).



Please refer to the PowerPoint document on this website titled: “Rules and Model Language for ‘Proof of
Representation’ vs. ‘Consent to Release’ for Medicare Secondary Payer Liability Insurance (Including Self-
Insurance), No-Fault Insurance, or Workers” Compensation” for detailed information on

L]

When to use a “consent to release” document vs. a “proof of representation” document,
Appropriate content for both documents,

The need for appropriate documentation when there are two layers of representatives imvolved (examples:
attorney 1 refers a case to attorney 2; the beneficiary’s guardian hires an attorney to pursue a liability
insurance claim) or when a beneficiary’s representative signs a “consent to release” document on the
beneficiary’s behalf,

What liability insurers (including self-insurers), no-fault insurers, and workers’ compensation entities
miust have in order to obtain conditional payment information, and

Use of agents by insurers’ or workers’ compensation..

General

A “consent to release” document is used by an individual or entity who does niot represent the Medicare
beneficiary but is requesting information regarding the beneficiary’s conditional payment information. A
“consent to release” does not authorize the individual or entity to act on behalf of the beneficiary or make
decisions on behalf of the beneficiary.

See attached. Use of the model language is not required, but any documentation submitted as a “Consent to
Release” must include the information the model language requests.

13 b .

Liability Insurance, No-Fault Insurance, Workers’ Compensation:
NGHP
PO Box 138832
Oklahoma City, OK 73113
Fax: (405) 869-3309




MODEL LANGUAGE

The language below should be used when you, a Medicare beneficiary, want to authorize someone other than
your attomey or other representative to receive information, including identifiable health information, from the
Centers for Medicare & Medicaid Services (CMS) related to your liability insurance (including self-insurance),
no~fault insurance or workers’ compensation claim, '

I, (print your name exactly as shown on your Medicare card) hereby
authorize the CMS, its agents and/or contractors to release, upon request, information related to my injury/illness
and/or settlement for the specified date of mjury/ﬂlness to the individual and/or entlty listed below:

(If you mtend to have your mfonnaf:on released to more than one individual or entity, you must complete a

separate release for each one.)

( ) Insurance Company ( ) Workers” Compensation Carrier ( ) Other
(Explain)
Name of entity: Litigation Management, Inc. ("LMI")

- _ LMi-med.
Contact for above entity: records@LMI-med.com

7976 Mayfield Road, Suite 150
Chesterland, OH 44026

Address:

(888) 803-8706

Telephone:

(The period you check will run from when you sign and date below.):
{ )One Year ( )} Two Years ( ) Other

(Provide a specific pertod of time)

I understand that T may revoke this “consent to release information” at any time, in writing.

Beneficiary Sighature: Date signed:

Note: If the beneficiary is incapacitated, the submitter of this document will need to include documentation establishing the authority of
the individual signing on the beneficiary’s behalf. Please visit http://go.cms. gov/cobro for further instructions,

Medicare Health Insurance claim Number (The number on your Medicare card.):
Date of Injury/Illness:




Please refer to the PowerPoint document on this website titled: “Rules and Model Language for “Proof of
Representation’ vs. ‘Consent to Release’ for Medicare Secondary Payer Liability Insurance (Including Self-
Insurance), No-Fault Insurance, or Workers” Compensation” for detailed information on

¢ When to use a “consent to release” document vs. a “proof of representation” document,
* Appropriate content for both documents,

» The need for appropriate documentation when there are two layers of representatives involved (examples:
attorney 1 refers a case to attorney 2; the beneficiary’s guardian hires an attorney to pursue a liability
insurance claim) or when a beneficiary’s representative signs a “consent to release” document on the
beneficiary’s behalf,

o What liability insurers (including self-insurers), no-fault insurers, and workers’ compensation entities
mist have in order to obtain conditional payment information, and

+ Use of agents by insurers’ or workers’ compensation.

General

A “consent to release™ document is used by an individual or entity whe does fiot represent the Medicare
beneficiary but is requesting information regarding the beneficiary’s conditional payment information. A
“consent to release” does not authorize the individual or entity to act on behalf of the beneficiary or make
decisions on behalf of the beneficiary.

See attached. Use of the model language is not required, but any documentation submitted as a “Consent to
Release” must include the information the model language requests:

Liability Insurance, No-Fault Insurance, Workers* Compensation:
NGHP
PO Box 138832
Oklahoma City, OK 73113
Fax: (405) 869-3309




MODEL LANGUAGE

The language below should be used when you, a Medicare beneficiary, want to authorize someone other than
your attorney or other representative to receive information, including identifiable health information, from the
Centers for Medicare & Medicaid Services (CMS) related to your liability insurance (including self-insurance),

I, (prmt your name exactly as shown on your Medicare card) hereby
authorize the CMS, its agents and/or contractors to release, upon request, information related to my mjury/illness
and/or settlement for the specified date of injury/illness to the individual and/or entity listed below:

(Ir you mtend to have your mformatlon released to more : than one individual or entity, you must complete a

separate release for each one.)
( ) Insurance Company ( ) Workers” Compensation Carrier ( ) Other
(Explain}

Name of entity: RIKER DANZIG LLP

Contact for above entity: Kelly Crawford, Esq.

7 Giralda Farms, Suite. 250
Madison, NJ 07940-1051

Address:

(973) 538-0800

Telephone:

(The period you check will run from when you sign and date below.):
{ )One Year ( ) Two Years ( ) Other

(Provide a specific period of time)

T understand that I may revoke this “consent to release information” at any time, in writing.

Beneficiary Signature: Date signed:

Note: If the beneficiary is incapacitated, the submitter-of this documient witl need to include documenitation establishing the authority of
the individual signing on the beneficiary’s behalf. Please visit hitp://go cms.gov/cobro for further instructions.

Medicare Health Insurance claim Number (The number on your Medicare card.):

Date of Injury/Ilness:




8821 Tax Information Authorization o e
Form » Go to www.irs.gov/Form8821 for instructions and the latest information, Frioouvad by:
{Rev, January 2021) > Don't sign this form unless alf applicable lines have been completed. Nume
Department of the Treasury Dot use Form 8821 to request copies of your tax retums doph
Intemal Revanue Service or to authorize someone to represent you, Sea instructions, :‘T
1 Taxpayer information. Taxpayer must sign and date this form on line 6.
Taxpayer name and address Taxpayer identification number(s)

Daytime telephone number | Plan number (if applicable)

2 Designee(s). If you wish to name more than two designees, attach a list to this form, Check here if a list of additional
designees Is attached >

Name and address CAF No.
Butler Snow LLP, P.O. Box 4010, Ridgeland, MS 29158 F*}‘JN A
Telephone No.
FaxNo,
Check if to be sent copies of notices and communications -] | Check if new: Address I:f Telephone No. [ Fax No EI
Name and address CAF No.
Riker Danzig LLP, 7 Glralda Farms, Suite 250, Madison, NJ 07940-1051 PTIN
Telephone No,
Fax No,
Check if to be sent copies of notices and communications {7} | Check If new: Address L1 Telephone No. L] FaxNo, L]

3 Tax information. Each designee is authorized to inspact and/or receive confidential tax information for the type of tax, forms,
periods, and specific matters you list below. See the fine 3 instructions,

7] By checking here, { authorize access to my IRS records via an Intermediate Service Provider.

(@) 1) {c) _ {d}
Type of Tax Information (ncome, Tax Form Number Year(s) or Period(s} Specific Tax Matters
Employment, Payrofl, Excise, Estate, Gift {1046,:941, 720, ofc.)

Civil Penalty, Sec. 4980H Payments, etc.)

4 Specific use riot recorded on the Centralized Authorization File (CAF). If the tax information authorization is for a
specific use not recorded on CAF, check this box. See the instructions, If you check this box, skipfines . . . . . . W O

5 Retention/revocation of prior tax information authorizations. If the line 4 box is checked, skip this line. if the line 4 box
ian’t checked, the IRS will automatically revoke all prior tax information authorizations on file unless you check the fine 5
box and attach a copy of the tax information authorization(s) that you wanttoretain  , , . . . N

To revoke a prior tax information authidrization{g) without submitting a new authorization, see the IEne 5 Instructions.

& Taxpayer signature. If signed by a corporate officer, pariner, guardian, partnership.representative (or designated.
individual, if applicable), executor, receiver, administratoy, trustee, or individuat other than the taxpayer, 1 ceitify that | have
the legal authority to execute this form with respect to the tax matters and tax periods shown on line 3 above.

» IF NOT COMPLETED, SIGNED, AND DATED, THIS TAX INFORMATION AUTHORIZATION WILL BE RETURNED.

» DON'T SIGN THIS FORM IF IT IS BLANK OR INCOMPLETE.

Signature Date

Print Name- Title (f applicable}

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions. Cat; No. 11596P Form 8821 (Rev. 01-2021)




ADDITIONAL DESIGNEES

The Marker Group, Inc.
13105 Northwest Freeway, Suite 300
Houston, TX 77040

Litigation Management, Inc.
7976 Mayfield Rd.; Suite 150,
Chesterland, OH 44026



fm 3900 Request for Copy of Tax Retumn

(September 2024) » Da not sign this form unlass all applicable lines have been completed. OMB No. 1545-0420
fhe T, » Request may be rejected if the form is incomplete orillegible.
|Ma;' Rm‘i,ue gemgcai Y » For more information about Form 4506, visit www.irs. gov/form4506.

Tip: Get faster service: Online at www.irs.gov, Get Your Tax Record {Get Transcript) or by calling 1-800-908-8946 for specialized assistance. We
have teams available to assist. Note: Taxpayers may register o use Get Transcript to view, print, or downioad the feillowing transcript types: Tax
Returnt Transeript (shows most line items including Adjusted Gross Income [AGH from your origirial Form 1040-series tax return-as filed, along with
any forms and schedules), Tax Accaunt Transcript (shows basic data such as return type, marital status, AGI, taxable income dnd all payment types),
Record of Account Transcript (Combines the tax return and tax account transcripts into one complete transcript), Wage and Income Transcript
{shows data from information returns we receive such as Forms W-2, 1099, 1098 and Form 5498), and Verification of Non-filing Letter {provides
proof that the IRS has no record of a filed Form 1040-series tax return for the year you request), '

1a Name shown on tax return, if a joint return, enter the nama shown first, 1b First social security number on tax return,
individual taxpayer identification number, or
employer identification number {(see instructions)

2a If a joint return, enter spouse’s narhe.shown on tax return, 2b Sacond social security number or individual
taxpayer identification number if joint tax returmn

3 Current name, address (including apt., reom, orsuite no.), city, state, and ZIP code (see instructions).

4 Previous address shown on the |ast return filed if different fram line 3 (see Instructions).

5 If the tax return is'to be mailed to 3 third party (such a5 a mortgage company), enter the third party's name, address, and telephone number.

Litigation Management Inc {"LM}*) Atin. records@LM|-med.com, 7876 Maylield RD, Ste 150, Chesterland, OH 44026
Caution: If the tax return is being sent to the third party, ensure that lines 5 through 7 are complated before signing..(see instructions).

6 Tax retum requested. Form 1040, 1120, 941, elc. and alf attachments as originally submitted to the IRS, including Form(s) W-2,
schecules, or amended returns. Coples of Forms 1040, 1040A, and 1040EZ are generally available for 7 years from filing before they are
destroyed by law. Other returns may be available for a longer period of time. Enter only onie return number. if you need more than one
type of return, you must complete another Form 4506, »

Note: If the coplies must be certified for court or administrative proceedings, checkhere . . . . . . . . . . O
7 Year or period requested. Enter the ending date of the tax year or period using the mm/dd/yyyy format (see instructions).
f / ! / f / i f
I I__! (1 ot
8  Fee. There is a $30 fee for each return requested. Full payment must be included with your request or it will
be rejected. Make your check or maney order payable to "United States Treasury.” Enter your SSN, ITIN,
or EIN and “Foim 4506 request” on your check of'money order
a Costforedchretum . . . . .+ « v v« o e e e e e e e $ 30.00
b MNumber of returns requesied on line 7 . e e e e e e e e e e e e e e
¢ Total cost. Mulliply fineBabyline8b . . . . . . . v . . oo e e e e s $ )
9  If.we cannot find the tax return, we will refund the fee. If the refund should go to the third party listed online 5, checkhere . . . . . []

Caution: Do not sign this form unless all applieable lines have been complate

Sfgnature of taxpayerls}. | declare that [ am either the taxpayer whose name is shown on line 1a or 2a, or a person authorized to obtain the tax retum

requested. If the request appiies to a joint returh, at [east one spouse must sign. If signed by.a corporate officer, 1 percent or more shareholder, partrier,

managing member, guardian, tax matters partner, executor, receiver, adminjstrator, trustee, or party other than the taxpayer, | certify that | have the authority to

execute Form 4506 on behalf of the taxpayer. Note: This forti must be féceived by IRS within 120 days of the signature dile.

[} Signatory attests that he/she has read the attestation clause and upon so reading ?2‘:)“32"""“”3’ of taxpayer on line
declares that he/she has the authority to sign the Form 4506. See instructions rea

) Signature (see instructions) Date

Sign )

Here Print/Type name Thie {if line 1a above Is a-corporation, partnership, estate, or trust)
} Spouse’s signature Date

’. Print/Type nama
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 41721E Form 4506 (Rev. 9-2024)




Form 4506 (Rev. 9-2024)

Page 2

Section references are to the Internal Revenue Code
unless otherwise noted.

Future Developments

For the latest information about Form 4506 and its
instructions, go to www.irs.gov/form4506.

General Instructions

Caution: Do not sign this formn yriless ali applicabla
lines, includinig lines & through 7, have been
completed,

Dasignated Recipient Notification. intermal
Revenue Code, Section 6103(c), Ilmits disclosure
and use of refurn Infurmation received pursuant to
the taxpayer's consent and holds the recipient
subject to panattles for.any unauthorized access,
other use, or redisclosure without the taxpayer’s
exprass permisslon or request.

Taxpayer Notification. Internal Revenue Code,
Saction 6103(c); imits disclosure and use of raturn
Information provided pursuant to your consent and
holds the reciplent subject to penalties, brought by
peivate dght of action, for any unauthorized access,
othar use, or redisclosuré without your express’
parmission orrequest.

Purpose of form. Use Form 4506 to request a copy
of your tax return. You can-also designate (on line 8)
a third party to receive the tax retum,

How long will it take? 1t may take up lo 75
calendar days for us to process your request,

Whera o fife. Atach payment and mail Form 4506
{0 the address below for the state you lived in, cr the
state your business was in, when that retum was
filed. There are two address charls: one for
individual returns (Form 1040 series) and one for all
other réturms.

if you are requesting a return for more than one
year or period and the chart below shows two
different addresses, send your request based onthe
address of your mast recent ratum,

Chart for individual returns
{Form 1040 series)
If you filed an

individual return

t Mail to:
and lived In:

Alabama, Arizona,
Arkansas, Florida,
Georgia, Louiskana,
Mississippi, New Mexico,
North Carolina,
Qklahoma, South
Carolina, Tennessee,
Texas, a forelgn country,
American Samoa, Pusrio
Rlco, Guam, the
Gommonwealth of the
Northern Mariana Isfands,
the U.8, Virgin Islands, or
AP.O, or F.P.0. address

Intemnal Revenue Service
RAIVS Team

Stop 6716 AUSC

Austin, TX 73301

Connecticut, Delaware,

District of Columbis,

Hlinois, Indlana, Jowa,

Kenlucky, Maine,

Maryland, tntemal Revenue Service
RAIVS Taam

Stop 6705 5-2

Kansas Gity, MO 64989

Massachusetts;
Minnesota, Missouri,
New Hampshire, New
Jersey, New York,
Pennsylvania, Rhods
{stand, Vermont, Virginia,
Woest Virginfa, Wisconsin

Alaska, Califomnia,

Colorado, Hawall, 1daho,  yytemal Revenue Sarvice

Kansas, Michigan, RAF am
Montana, Nebraska, VS T
] P.O. Box 9941
Navada; North Dakotla; -

i f Mail Stop 6734
Chio, Ot‘agon, Sout: Cgden, UT 84409

Cakota, Utah,
Washingion, Wyoming

Chart for all other retums

Far returns not in
Forin 1040 series,
if the address on

the return was in:

Maii to:

Connecticut, Defaware,
Pistrict of Columbia,
Georgia, inois, Indiana,
Kentucky, Maina,
Maryland,
Massachussits,
Michigan, New
Hampshire, New Jersey,
New York, Norih
Carofina, Ghio,
Penasylvania, Rhode
Istand, South Caraling,
Tennessee, Vermont,
Virginia, Wast Virginia,
Wisconsin

Intemal Revenue Service
RAIVS Team

Slop 670582

Kansas City, MO

64929

Alabama, Alaska,
Arizona, Arkansas,
Catfomia, Colorado,
Florida, Hawall, Idaho,
lowa, Kansas, Loulstana,
Minnesata; Mississippi,
Missouri, Montana,
Nebraska, Nevada, New
Mexico, North Bakota,
QOklahoma, Oregon,
South Dakota, Texas;
Utah, Washington,
Wyoming, a foreign
country, Armesican
Samoa, Puérto Rico,
Guam, the
Commonwesalth of the
Morthem Mariana
islands, the .5, Virgin
Islands, or AP.O. or
F.P.Q. address

intemnat Revenue Service
RANS Team

P.O, Box 9941

Mait Slop 6734

Ogden, UT 84400

Specific Instructions

Line 1b. Enter the social security number (SSN} or
individual taxpayer identification number {ITIN} for
the individual Hsted on line 1a, or enter the employer
|dentification number (EiN) for the business fisted on
lind 1a. For example, If you are réquesting Form
1040 that inchides Schedule C {Farm 1040), enter

your SSN,

Line 3. Enter your cunent address. i you usé-a P.O.
box, please Include it on this lina 3.

Line 4. Enter the address shown on the fast return
fited it different from the address entaered on fine 3.

Note. If the addresses on.lines 3 and 4 are different
and you have not changed your address with the
IRS, flie Form 8822, Change of Addréss, or Form
8822-8;Change of Address or Respensible Party —

Businass, with Form 45086.

Line 7. Enter the end date of the {ax year or period
racuested in mmidd/yyyy format. This may bea.
calendar year, fiscal year or quarter. Enter each
quarter requested for quarterly returns. Example:
Enter 12/31/2018 for a calendar year 2018 Form
1040 retum, or 03/31/201 7 for a first quarter Form

941 return.

Signatuie and date, Form 4508 must be signed and

datad by the taxpayer listed on {ine 1a or 2a, The
IRS must recaive Form 4506 within 120 days of the:
date signed by the taxpayer or it will be rejacied,
Ensure that all applicable llnes, including ihes 5
through 7, are completed before sigiing.

You must check tha hox in the
A signature area lo acknowledge you
have the authority fo sign and request’
TAWILLY -ihe information. The form will not be
processed and retumed to you if the box is

unchecked.

Individuals. Gopies of jointly filed {ax returns may
be fumnishad to either spouse. Only one signature is
required, Sigr Forn 4506 exactly as your name
appeared on the original return. i you changed your
name, also sign your current name.

Corporations. Generally, Form 4506 can be
sighed by: (1) an officer having legal authority to bind
the corporation, (2) any person designated by the
board of direstors orother gaverning body, or (3}
any officer or employee on wiitten request by any.
principal officer and attested to by the secrefary or
other officer. A bona fide shareholdar of record
owning 1 percent or more of the oulstanding stock
of the corporation may submit a Form 4506 but must
provide documentation to support the requester's
right to receive the information.

Partnerships, Genarally, Form 4508 can ba
signad by any parson who was a member of the.
partnership during any part of the tax pedod
requested onllne 7.

All others. Sae section 6103(e) if the taxpayer has
died, is insolvent, is a dissolved corporation, or if a-
trustee, guardian, executor, receiver, or
administrator is acting for the taxpayer.

Note: If you ane Helr at taw, Next of kin, or-
Beneficiary you must be able to establish a material
interest in the estate or lust.

Documentation. For entities other than individuals,
you must attach the authorization document, For
exampla, 1his could be the letter from the principal
officer authorizing an employee of the comporatlon or
the letters testamentary authorizing an individual to
act for an estate.

Signature by a representative. A representative
can sign Form 4508 for a taxpayer only if this
authority has bean specifically delegated to the
representative on Form 2848, line Sa. Form 2848
showing the delegation must be attached to Form
4508,

Privacy Act and Paperwork Reduction Act
Notice, We ask for the information-on this form to
establish your right to gain dccess to the requested
retun(s) under the Internal Revenue Code. We need
this information to properly identify the retumis) and
respond to your request, ¥ you request a copy of a
tax return, sactions 6103 and 6108 require you to
providé this information, including your SSN or EIN,
to process your request. If you do not provide this
information, we may not be able to process your
request. Providing false or fraudulent information
may subject you 10 penalties.

~ Powtine uses of ihis Information include giving i to
the Depariment of Justice for civil and criminal
litlgation, and cities, states, the District of Columbla,
and U.S, commonwealths and possesgions for use
in administering their jax laws. We may also
disclose this Information to other countries undera -
tax treaty, to federal and state agencles to enforce
facdaral nontax cominat laws, or to federal law
enfoicainent and intelligence agencies to combat
tefrorism, i

You are not required to provide the information
requested on a form that is subject 1o the Paperwork
Reduction Act unless the form displays a valid OMB
control number. Books or racords relating to a foen
or its instruetions must be retained as long as thelr
contents may become matérial in the administration
of any Ihternal Revenue faw. Genetally, tax returns.
and ratum information are confidential, as required
by section 6103,

The time needed to complete and file Form 4506
will vary depending-on individual circumstances, The
estimated average time is: Learning about the taw
or the form, 10°min.; Preparing the form, 16 min.;
and Copying; assembling, and sending the form
to ths IRS, 20 nin,

i you have comments concaming the accuracy of
these time.estimates or suggestions for making
Form 46086 simpler, wé would ba happy to hear from
you. You can write to:

Intermal Revenue Service

Tax Forms and Publications Division
1111 Constitution Ave. NW, [R-6526
Washington, DG 20224,

Do not send the form to this address, Instead, see
Where io file on this page.




o 3500 Request for Copy of Tax Return

(Séptember 2024) » Do not.sign this form unless all applicable fines have been completed, OMB No. 1645-0429
e » Roequest may be rejacted if the form is incomplete or illegible.
,Dmempm'm'a [e'f.m Serinn T » For more Information abaut Form 4506, visit www.Irs.gov/form4506.

Tip: Get faster service: Gniine at www.its.gov, Get Your Tax Record (Get Transcript) or by calling 1-800-808-8948 for specislized assistance. We
have teams available to assist. Mote: Taxpayers may register to use Get Transcripl to view, print, or download the following transcript types: Tax
Return Transcript {shows most line items Includiig Adjusted Gross Income (AGH) from your original Form 1040-serigs tax refurn as fited, along with
any forms and schedules), Tax Account Transeript {shows basic data such as retum type, marital status, AGI, taxable income and ail payment types),
Record of Accourit Transcript (combines the tax return and tax account iranscripts Into one complete transcript), Wage. and Incoeme Transcript
{shows data from information reluins we receive such as Forms W-2, 1088, 1098 and Form 6498), and Verification of Non-filing Letter {provides
proof that the IRS has no record of a filed Form 1040-series tax return for the year you request},.

1a Name shown on tax return. If a joint return, enter the name shown first, 1b First social security number on tax return,
individual taxpayer identification number, or
employer identification number {see instructions).

2a If a Joint return, enter spouse’s-name.shown on tax return. 2b Second social security numbrer or individual
taxpayer [dentification number if joint tax return

3 Cument name, address (including apt., réom, or'suite no.), city, state, and ZIP code (see instructions).

¢

4 Previous address shown on the last return filed if different from line 3 {see Instructions),

& if the tax return 15 to be mailed to a third party {such as a mortgage company), enter the third party's name, address, and telephone numbier.

RIKER DANZIG LLP, Attn: Kelly Crawford, Esq,. 7 Giralda Farms, Suite 250; Madison, N.J 07540-1051
Caution: If the tax return Is being sent to the third party, ensure that lines 5 through: 7 are completed befare signing. {see instructions).

6 Tax return requested. Form 1040, 1120, 941, elc. and all attachments as originally submitted to_the. IRS, including Form(s} W-2,
schedules, or amended returns. Coples of Forms 1040, 1040A, and 1040EZ are generally available for 7 years from fling before they are
destroyed by law. Other returns may be available for a longer peritd of titne. Enter only one return number. If you need more than one
type of return, you must complete another Form 4506, »

Note: if the copies must be certified for court or administrative proceedings, checkhere . . . . . . . . . . O
7 Year or period requestad. Enter the ending date of the"tax year of period using the mm/dd/yyyy format {see instructions).
/ / ! !/ ! ," _ ! /
! / / !/ / { ! !

8 Fee. There is a $30 fee for each return requested. Full payment must be included with your request or it will
be rejected. Make your check or money arder payable to "United States Treasury.” Enter your SSN, ITIN,
or EIN and “Farm 4506 request” on youi check or money order

a Costforeachrstum . . . . . .« + v « v e e e e e e e e $ 30.00
b Nuimber of returns requested online 7. . S
¢ Total cost. Mulliply lineBabyline b . . . . . . . ., i o e e e e e e $

9  {f-we cannot find the tax return, we will refund the fee. If the refund shouid go 1o the third party listed on line 5, check here . . . . . [

Caution: Do not sign this form.unless all applicable lines have been comiplete

Signature of taxpayer(s). | dectare that | am either the taxpayer whose name is shown on line 1a or 2a, or a person authorized to obtain the tax retum
réquested. If the request applies to a joint return, at least one spouse must sign. It sighed by a corporate officer, T percént or mora shareholder, partner,
managing member; guardian, tax maliers partner; executor, receiver, administrator, trustee, or party other than the taxpayer, | cerfify that | have the authority to
execute Form 4508 on behalf of the taxpayer. Note: This forin must e fecelved by IRS within 120 days of the signature déte.

[] Signatory attests that he/she has read the attestation clause and upon s¢ reading Phone number of taxpayer on line

declares that he/she has the authority to sign the Form 4506. See instructions: Taor2a
} Signature (ses instructions) Date
Sign ’
Here Print/Type name Title (it ine 12 above /s a cofporalion, partnership, estats, ot trust
} Spouse’s signature Date

’ Print/Type nama _
For Privacy Act and Paperwork Reduction Act Notice, see page 2 Cat. No. 41721E Form 4506 (Rev. 9-2024)




Formt 4506 (Rev. 8-2024)

Page 2

Section references are to the Internal Revenue Code
unless othenwise noted.

Future Developments

For the latest information about Form 4506 and Its
fnstructions, go to www.irs.goviforn4508.

General Instructions

Caution: Do not sign this form unless all applicable
iines, including lines & through 7, have been
completed.

Designated Recipient Notification. Internal
Ravenue Code, Sectfon 6103(c), Iimits disclosure
and use of return information received pursuant to
the taxpayer's consent and holds the recipient
subject to penaltles for ahy unauthorized access,
othier use; or redisciosure without the 1axpayer’s
express parmission or request,

Taxpayer Notification. Internal Revenua Code,
Saction 6103{e), limits disclosure and use of retum
nformation provided pursuant to your consent and
folds the reciplent subject to penalties, brought by
private righit of action, for any unauthorized access,
otheruse, or redisclosure without your express’
permission or request,
Purpose of form. Use Form 4506 to réquest a copy
of your tax raturn, You can:algo designate {on line 5)
a third party to receive the tax retum,
How long will it take? It may take up 1o 76
caleridar days for us to process your request,
Where to file, Attach payment and mail Form 4508
to the address below for the state you fived in, or the
state your business was In, when that retum was
filed, There are two address charls: one for
individual retums {Form 1040 series} and one for all
other réturns,

if you are requesting & relurn for more than ona
year or period and the chart below shows two
different addresses, send your request based on the
address of your most recent returs.

Chart for individual returns
{Form 1040 series)
If you filed an

individual return
and Hved In:

Mail to:

Alabama, Arizons,
Arkansas, Florida,
Gaorgia, Louisiana,
Mississippt, New Mexico,
North Garolina,
Oklahomd, South
Caroling, Tennesses,
Texas, & foreign couniry,
Amarican Samoa, Pugario
Rlco; Guam, the
Commonweaith of the
Northern Mariana Islands,
the LS. Virgin Islands, or
AP.C, or F.P.O, address

Intemal Revenue Service
AAIVS Team

Stop 6716 AUSC

Austin, TX 73301

Connecticut, Delaware,
District of Coliknbia,
lllingis, Indlana, Jowa,
Kentucky, Maine,

Marytand, Internal Revenue Service
Massachusetts; RAIVS Team

Minnesota, Missour, -Stop 6705 8-2

New Hampshire, New Kansas City, MO 6499¢
Jersay, New York,

Pennsylvania, Rhade

Island, Vermont, Virginia,

Waest Virginia, Wisconsin

Alaska, Gallfomia,

COIOfadD’ Hawadi, idaho, Intemal Havenue Service
Kansas, Michigan, RAIVS Team

_Mo‘ntana, Nebraska, P.O. Box 8941

Nevada, North Dakota, Malt Stop 6734

Chio, Oragon, South Ogden, UT 84409

Dakata, Utah, .
Washington, Wyoming

Chart for all other returns

For returns not In
Form 1040 serles,
if the address on

the return was In:

Mail to:

Connecticut, Delaware,
Distdct of Columbia,
Georgia, lllinois, Indiana,
Kentucky, Maine,

Maryland,

Massachusetts, Intemsl Revenus Service
Michigan, New RAIVS Team
Hampshire, New Jersgy,  Stop 6705.5-2

New York, North Kansas City, MO
‘Garclina, Ohla, 64999

Pennsylvania, Rhode
Island, South Carolina,
Tannessee, Vermont,
Virginia, West Virginia,.
Wisconsin

Alabama, Altaska,
Atizona, Arkansas,
Caltformla, Colorado,
Florida, Mawaii, ldaho,
lowa, Kansas, Louisana,.
Minnesota, Mississippi,
Missousd, Montana,
Nebraska, Nevada, New

Mexico, North Dakota, intemal Ravenue Service

Oklahoma, Qregon, RAMNS Team
South Dakota, Texas, P.O. Box 9941
{Jtah, Washington, Mall Stop 6734
Wyoming, a foreign Ogden, LIT 84469

counlry, Amarican
Samoa, Puerto Rico,
Guam, tha
Commonwealth of the
Northen Mariana
Islands, the U,S, Virgin
Islands, or A.P.O. or
F.P.O. address

Specific Instructions

Line 1b, Enter the social security humber (SSN) or
individual 1axpayer identification number {TIN} for
the individuat listed on line 1a, or enter the employer
identiffication number (EIN) for the business listed on
fing ta. For exampte, if you are réquesting Form
1040 that indludes Scheduls © {Form 1040), enter
your SSN.

Line 3. Enter your current address. If you use-a P.O.
box, please include It on this line 3.

Line 4, Enter the address shown on the [ast return
filed ¥ different from the addtess entered on fine 3.

Note. if the addresses on lines 3 and 4 are diffarent
and you have not changed your address with the
IAS, fife Form 8822, Change of Addréss, or Form
8822-B,Changs of ‘Addrass o Responsible Party —
Business, with Form 4508,

Lina 7. Enter the ehd date of the {ax year of perod
requested in mm/dtt/yyyy formal. This may be a
calendar year, fiscal year or quarter. Enter each
quarter requested for quarterly returns. Example:
Enter 1273142018 for a calendar year 2018 Form
1040 rotum, ar 03/31/2017 for a first quarter Form
941 return,

Signaturée and date. Formi 45086 tust be sighed and
datad by the taxpayer listed on line 1a or 2a, The
IRS must receiva Form 4568 within 120 days of the
date signed by the taxpayer or it wilt be rejected.
Ensure that all applicable lines, including iines §
through 7, are completed belore signing.

You must check the box in the
A signalure area to acknowledge you
have the aulthority to signt and request
(S the information. The form will not be
processed and refumed to you if the box Is
unehiecked.

Individuals, Copies of Jointly filed tax returns may
be fumnished fo either spouse, Only one signature s
required. Sign Form 4506 exactly as your name.
appeared on the original return. If you changed your
name, also sign-your current name.

Carporations. Generally, Form 4506 can be
sigried by: (1) an officer having legal authority to bind
the corporation, (2) any person designated by the:
board of directors or other goverming body, or i3}
any officer or employee on written request by any
principal officer andg attested to by the secretary or
other officer. A bona fide shareholder of record
owning 1 percent or more of the outstanding stock
of the corporation may submit a Form 4506 but must
provide documentation to support the requester's
right to receive the information.

Partnerships. Generally, Form 4506 can be
signed by any person who was a member of the
parinership during any part of the tax period
requested on lina 7.

All gthers. See saciion 6103(e) if the taxpayer has
died, is insolvent, is a dissolved corporation, orif a
trustee, guardian, executor, Teceiver, or
administrator is acting for the taxpayer.

Note: If you are Heir at taw, Next of kin, or
Beneficiary you must be able to establish a material
Interest in the estate or trust.

Documentation. Fof entities olher than individuals,
you must attach the authorizalion.docyment., For
example, this could be the letter from the princlpai
officer authorizing an empidyee of the carporation or
the letters testamentary authorizing an individual to
gt for an estate.

Signature by a rapresentative. A representative
can sign Form 4506 for a taxpayer only 1f this
anthority has been specifically delegated to the
representative on Form 2848, line 6a. Form 2848.
showling the delegation must be attached to Form
4506.

Privacy Act and Paperwork Reduction Act
Notice, We ask for the information on this form to
establish your right to gain access to the requesied
retusm(s}) under the Internal Revenue Coda. We need
this information fo proper!y identify the retum(s) and
respond 1o your requesi. If you request a copy of a
tax retum, seclions 6103 and 6109 require you to
provide this Inforfation, including your SSN or EIN,
to process your request, If you do not provide this
information, we may not be able to process your
request, Providing false or fraudulent information’
may subfect you to penalties.

~ Routine uses of this.informatjon include giving it to
the Department of Justice for civil and criminal
litigation, and cities, states, the District of Columbia,
and U.S, comrhopwealths and possessions-for use
in administering their {ax laws. We may also
disclose this information to other countries under a
tax treaty, to federal and state agencles to enforce
federal nontax criminat laws, or to federal law
enforcament and intetligence agencias to combat
tefrorisn.

Yous are not required 1o provide the information
requestad on a form that is subject to the Paperwork
Reduction Act unless the form displays a valld OMB:
control number: Books or records relating to a-form
or its instructions must be retained as long as thelr
contenis may becorms materiakin the administration
of iy Intarnal Revenue law. Generally, tax returns
and return information are confidential, 23 required
by section 6103.

The time needed {o complete and file Form 4506
will yary depending on individual circumstances. The
estimated average time is: Learning about the law:
or the farm, 10 min.; Praparing the form, 16 min.;
and Copying, assembling, and sending the form
to the IRS, 20 min,

it yous have comments canceming the accuracy of
these time estimates or suggestions for making
Form 4506 simpler, we would be happy 1o hear from
you. You can writs to:

Intemal Revente Sarvice

Tax Forms and Publications Division

1111 Consiitution Ava, NW, IR-8526

Washington, DC 20224,

Do not send the form to this address. Instead, see
Whera to file on this pags.




- 3506 Request for Copy of Tax Return

(Saptember 2024) » Do not sign this form unless alf applicable lines have been completed. OMB No, 1545-0429
b artment of the T » Raquast may be réjectad if the form s incomplete or iltegible.
;n?ﬁmai“ﬁé’w"rma%eiﬁﬁg““’ »-For mare Information ahout Farm 4508, visit www.irs.gov/form4506.

Tip: Get faster service: Online at www.irs.gov, Get Your Tax Record {Get Transcript) or by calfing 1-800-808-8946 for specialized assistance. We
have teams avallable to assist. Note: Taxpayers may register to use Get Transcript to view, print, or download the following transcript types: Tax
Returm Transcript (shows most line iterns ihcluding Adjusted Gross Income {AGI) from your original Form 1040-serles. tax return as filed, along with
any forms and schedules), Tax Account Transcript (shows basic data such as refurn type, marital status, AGI, taxable income and all payment types),
Recard of Account Transcript-(corbines the tax relm and tax account transcripts Into gne complste transcript), Wage. and Income Transcript
(shows data from informatlon retums we receive such as Forms W-2, 10989, 1088 and Form 5498), and Verificetion of Non-filing Lefter (provides
proof that the IRS has no record of a fited Form 1040-series tax return for the year you request).

1a Name shown on tax return, If a joint return, enter the name shown first, 1b First social security number on tax return,
individual taxpayer identification number, or
employer identification number {see instructions)

2a [If a Joint return, enter spouse’s name showfi on tax return. 2h Second soclal security number or individual
taxpayer Identification number if joint tax return

3 Current name, address {incliding apt., room, or suite noy), city, state, and ZIP coda (see instructions).

4 Previous address.shown on the last retum filed if different from line 3 (see instructions).

5 If the'tax return Is to be mailed 1o a third party (such as a mortgage company}, enter the third party's name, &ddress, and telephone number.

The Marker Group, Inc., 13105 Northwest Freeway, Suite 300, Housion, TX 77040 713-834-2740 and Litigation Management Inc., 7976 Mayfield
Rd, Suite 150, Chesterland, OH 44026 800-778-5424 -

Caution: I the tax retum is being sent to the third party, ensure that lines 5 through 7 are completed before signing. (ses instructions).

B Tax retum requested: Form 1040, 1120, 941, elc. and all attachments as originally submitted to  the IRS, including Formis) W-2,
schedules, or amended returns, Copies of Forms 1040, 10404, and 1040EZ are generally available for 7 years from fillng before they are
destroyad by law, Other returns may be available for a longer perlod of time, Entér only otie return number, [f you need more than cne
type of return, you must complete anothér Form 4506, »

Note: If the copies must be certified for court or administrative praceedings, check hiefe . Ce e . - d
7  Year or period requested. Enter the ending date of the tex year or period using the mm/dd/yyyy format (see instructions),
/ / / / ! / X /
/ / / ! ! / / !
8  Fee, Thore is a $30 fea for each return requested, Full payment must be included with your request or It will
be rejected. Make your check or money order payable to *United States Treasury.” Enter your SSN, ITIN,
or EIN and “Form 4506 request” on your check or money order
a Costforéachretum . . . . . .« v « « v e e e e e e e e e e e e e e $ 30.00
b Numberof retums reguiestedondine? . . . . . . . . L L L L L L L oo ..
¢ Totalcost, Multiplyfine8abyline8b . . . . . . . . . . . i . i i i v ek $
o if we cannot find the tax return, we will refund the fée, If the refund should go 10 the third party listed on line 5, checkbhere . . . . . [ ]

Caution: Do not sign-this form unless all applicable lines have béen complete

Signature of taxpayer{s). | declare that f am either the taxpayer whose-nama ls shown on line 1a or 2a,.or a person authorized to obtain the tax retum

requested, If tha raquest appiles to a joirit retum, at least one spouse must sign. if sighed by a corporate officer, 1 percent or more shareholder, partrier, .

managing rmember, guardian, tax matters pariner, execulor, recelver, administrator, frustes, or party other than the taxpayer, | certify that | have the authority to

execuls Form 4506 on behalf of the taxpayer, Note: This form must be received by IRS within 120 days of the signature date. -

[] Signatory attests that he/she has read the attestation clause and upon so reading ?2?)?322"'“'3‘“ of taxpayer on line
declares that he/she has the authority to sign the Form 4506, See instructions

)’ Signature (see¢ instructions) Date

Sign ) .

Here Print/Type name Title {f Ine 1a above Is a corporation, partnership, éstate, or trust)
} Spouse’s signature Date

} Print/Type name
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 41721E Form 4508 (Rev. 9-2024)
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Page. 2

Section references are to the Internal Revenue Code
unless otherwise noted,

Future Develepments

For the latest informafion about Form 4506 and its
Instructions, go to www.lrs.gov/form4506.

General Instructions

Caution: Do not sign this form unless all applicable
linea, including linas & through 7, have been.
completed,

Designated Recipient Notification, Internal
Revenue Code, Section 5103(c), fiméts disclosure
and use of return Information recelved pursuart to
the faxpayer's consent.and holds the recipient
subject to penalties for any unauthiorzed access,
other use, or redisclosure without the taxpayer's
exprass permission or request.

Taxpayer Notification, Internal Revenue Code,
Sectlon 6103(g), limits diselosure and use of return
informatlon provided pursuant to'your consent and
holds the reciplent subject to penalties; brought by
private right-of action, for any unauthorized access,
other use, or redisclasiire without your express
permission or request.

Purpose of forin. Use Form 4506 to reques! a copy
of your tax return, You can also deslgnate (on fine 5}
a third party 1o recelve the tax return.

How fong will it take? It may take up to 75
calenddr days for us to process your request.
Where to file, Altach payment and mall Form 4506
1o the address below for the state you ved in, or the
state your husiness.was In, when thatretum was
filed, There are two address charts: one for
Individual returns IForim 1040 series) and one for ali
other rétirns.

I you are requesting a return for more than one
year or peried and the chart below shows two
different addresses, send-your request based on the
address of your most recent relurm.

Chart for individual returns
(Form 1040 series)

if you filed an
individual return
and lived in:

Mail to:

Chart for all other returns

For returnz not in
Form 1040 series,
it the address on

the return was in:

Mail to:

Connecticut, Delaware,
Disteict. of Golumbia,
Gaorgla, llinols, indlana,
Kentucky, Maine,
Maryland,
Massachusstts,
Michigan, New
Hampshire, New Jersey,
New York, North )
Carolina, Ohio,
Pennsyivania, Rhode
lsland, South Carolina,
Tennessas, Vermont,
Virginfa, Wast Virginia,
Wisconsin

Intemal Ravenue Sarvice
RAIVS Team

Stop 6705 8-2

Kansas Gity, MO

64999

Alabama, Alaska,
Arizona, Arkansas,
Galifemnla, Golorado,
Flofida, Hawail, [daho,

lowa, Kansas, Lovlsiana,

Minnesota, Mississippi,
Missourl, Montana,
Nebraska, Nevada, New
Mexico, North Daketa,
Oklahoma, Oregen,
South Dakota, Texas,
titah, Washington,
Wyoming,.a forelgn

Internal Ravenue Service
RAIVS Team

P.O. Box 9947

Mail Stop 6734

Ogden, UT 84404

Alabama, Arlzona,
Arkansas, Flotida,.
Georgia, Louisiana,
Migsissinpi, New Mexico,
North CGarclina,
Oklahoma, South
Garolina, Tennesses,
Texas, a forefg country,
American Samoa, Puarto
Ri¢o, Guam; the
Commonwealth of the
Morthern Mariana Islands,
tha U.8, Virglh Istands, or
APO; or F.P.O, address

Internal Revenue Service
RAIVS Team

$top 6716 AUSG

Austin, TX 73301

Connecticut, Delaware,
District of Gelumbia,
{linois, Indiana, lowa,
Kentucky, Malne,
Maryland,
Massdchusetts,
Minnesota, Missour,
New Hampshire, Naw
Jersey, New York,
Pennsylvania, Rhode
Island, Vermont, Virginia,
West Virgiaia, Wisconsin

‘internal Revenue Service
RANS Taaim

Stop 6705 5-2

‘Kansas Gity, MO 64990

Alaska, California,
Golorado, Hawail, 1dalio,

' 2! Servi
Kansas, Michigan, Intemal Revenue Service

Montana, Nebrasks, P.O. g;;? gg',“
Nevada, North Dakota;,  af s10p 6734
Ohio, Oregon, South Ogden, UT 84409

Dakota, Utah,
Washington, Wyoming

country, Ameri¢an
Saimoa, Puerto Rlco,
Guam, the
Commonwealth of the
Northern Marlana
islands, the LS. Vitgln
islands, of ALP.O. or
F.P.O. address

Specific Instructions

Line th, Enter the scclat security number (SSN) or
individual taxpayet Identification number (ITIN} for
the Individual listed on line 1a, or enter the employer
Identification number (EIN} for the business listed on
lirig 1, For exampla, if you afre requesting Form
1040 that Includes Schedule C (Form 1040), enter
your SSN.

Line 8, Enter your current addréss, K you use a P.O.
box, please include it on this ine 3.

Line 4. Enter the addrass shown on the last returm
filed If dltferent trom tha address enlerad or line 3;

Note. lf the addresses on Enes 3'and 4 are different
and you have not changed your address with the
IRS, file Form &822, Change of Address, or Form
$822-B,Change of Address or Responsible Party —
Business, with Form 4508,

Line 7. Enter the end dafe of the lax ysar or period
requasted in mm/dd/yyyy format, This may bg-a
calendar year, fiscal yaar or quarter. Enter sach
quarler requested for quarterly returns, Example:
Entér 12/3172018 for & ¢alendar year 2018 Form
1040 retum, or 03/31/2017 for a {irst quarter Form

‘841 return.

‘Signature and date. Forrn 4506 must be signed and
dated by the taxpayer listed on line ta or 2a, The
IRS must regeive Form 4508 within 120 days of the
date signed by the taxpayer or & will be rejected.
Enaure that all applicable Hnes, Inclizding fines 5
{hrough 7, are complated before signing.

You must check the bax in the
A slignature aree to acknowledge you
‘have the authonly o sign and request
(AN UL the information. The form will not be
processed and retumed fo you if the box Is
uncheckad.

Individuals, Coples of jointly filed ax returns may
e fumished to either spouse, Only one signature is
required. Sign Form 4506 exactly as your name.
appeared on 1he original return. If you changed your
name, also sign your current name.

Corporations, Generally, Form 4506 can be
signed by: (1) an officer kaving legat autharity to bind
the corporation, (2) any person designated by the
poard of directors or ofhiar governing bady, or (3)
any officer or employes on writien request by any
principal officer and attested to by the secretary or
other officer. A bona fide shareholder of record
owning 1 percent or more of the oulstanding stock.
of the corporation may submit a Form 4506 but must
provide documantation to support the requester's
right to receive the Information,

Partnerships. Generally, Form 4508 can be
slgned by any person who was a member of the
partnership during any.pan of the tax perled
requested online 7,

All others. See section 6103(g) if the taxpayer has
died, Is insolvant, is a dissoived corporation, orifa
trustea, guardian, executer, fecaiver, or
agministrator Is acting for 1ha taxpayer.

Note: if you are Helr at law, Next.of kin, or-
Bsnallciary your must be able to establish 2 matedal
infarest In the estate or trust,

Documeantation, For entities other than Individuals,
you must attach the authorlzationy documeént. For
example, this coult be the letter from the principal
officer atthorlzing an smployae of the corporation or
the letters testamentary authorizing an individual to
act for an estate..

Signature by a representative. A reprasentative
can sign Form:4506 for a taxpayer only if this
authority has been specliically delegated to the
represeniative on Form 2848, lins 5a. Fonm 2848
showing the delagation must be attached to Form
4508,

Privacy Act and Paparwork Reduction Act
Notice. We ask for ihe information on this form {o
establish your right to gain access to the requested.
return{s} under the ntemat Revenue Coda; We need
this information to properly identify the return{s) and
respond to your request. If you request a copy of a
tax return, sections 6103 and 6109.regulre you to
provide this infofmation, including your SSN or EIN,
t6.process your faquest. If you do not provide this:
infermation, we may nol be able o process your
request. Providing false or fraudulent Information
may subject you to penakties.

Routine uses of this Information nclude giving it to
the Depariment of Justice for civil and criminal
Htigation; and citles, states, the District of Columbia,
and U.5; commanwealths and possssslons for use
in admmls!er!ng their fax laws, We may also
disclose this information to other countries under a
tax treaty, to fadaral and state agencles lo enforce
fadaral nontax criminal Taws, or to federal law
enfarcement and ntelligence agencies to ¢ombat.
terrorism, )

You are not required to provide the information
requestad on a form that is subject to the Paparwork
Reduation Act unless the form displays a valid OMB
conteol number, Books of records relating to a form
or its instructions must be retained as long as their
contents may bacome material In the administration
of any internal Revenue law. Generally; tax returns
and retum informailon are confidential, as required
by seetion 6103,

The time needad to complete and {ils Form 4506
will vary depending on indlvidual circumstances. The
estimated average time is: Learning about the Jaw:
or the form, 10 min.; Preparing the form, 168 min.;
and Gopying, assembling, and sending the form
to the IRS, 20 min.

If you have commenis concerning the accutacy of
these time estimates or suggestions for making
Form 4506 simpler, we would be happy 1o hear from
you. You can write to:

internal Revenue Service

Tax Forms and Publications Division
1111 Constitution Ave: NW, IR-6526
Washington, DG 20224,

Do not send the form 1o this address, Instead, see
Where to file on this page.




DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Appraved

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No, 0838-0930
Explres: 11/30/2025

AUTHORIZATION TO DISCLOSE PERSONAL HEALTH INFORMATION FORM

This form is used to advise Medicare of the person or persons you have chosen to have
access to your personal health information,

Where to Return Your Completed Authorization Forms:
After you complete and sign the authorization form, return it to the address below:
Medicare CCO, Written Authorization Dept,

PO Box 1270
Lawrence, KS 66044

For New York Medicare Beneficiaries ONLY

The New York State Public Health Law protects information that reasonably could identify someone as having
HIV symptoms or infection, and information regarding a person’s contacts. Because of New York's laws
protecting the privacy of information related to alcohol and drug abuse, mental health treatment, and HIV,
there are special instructions for how you, as a New York resident, should complete this farm.

« For question 2A, check the box for Limited Information, even if you want to authorize Medicare to
release any and all of your personal health information.

*» Then proceed to question 2B. You may also check any of the remaining boxes and include any
additional limitations in the space provided. For example, you could write “payment information”,

Instructions for Completing Section 2C of the Authorization Form:
Please select one of the following options.

» Option 1 To include all information, check the box: “All information, including information about
alcohol and drug abuse, mental health treatment, and HIV". Proceed with the rest of the form.

s Option 2 To exclude the information listed above, check the box “Exclude information about alcohol
and drug abuse, mental health treatment, and HIV". Then proceed with the rest of the form,

if you have any questions or need additional assistance, please feel free to call us at 1-800-MEDICARE
(1-800-633-4227). TTY users should cali 1-877-486-2048,

Sincerely,

1-800-MEDICARE
Customer Service Representative

Enclosure

Form CMS-10106 {12/21)
Instructions



DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No. 0938.0030
Expires: 11/30/2025

information to Help You Fill Out the
#1.800-MEDICARE Authorization to Disclose Personal Health information” Form

By law, Medicare must have your written permission {an "authorization”} to use or give out your personal
medical information for any purpose that isn't set out in the privacy notice contained in the Medicare & You
handbook. You may take back ("revoke”) your written permission at any time, except if Medicare has already
acted based on your permission.

If you want 1-800-MEDICARE to give your personal health information to someone other than you, you need
to let Medicare know In writing.

If you are requesting personal health information for a deceased beneficiary, please include a copy of the legal
documentation which indicates your authority to make a request for information. (For example: Executor/
Executrix papers, next of kin attested by court documents with a court stamp and a judge’s signature, a Letter
of Testamentary or Administration with a court stamp and judge’s signature, or personal representative papers
with a court stamp and judge’s signature.) Also, please explain your relationship to the beneficiary.

Please use this step by step instruction sheet when completing your “1-800-MEDICARE
Authorization to Disclose Personal Health Information” Form, Be sure to complete all sections
of the form to ensure timely processing.

1, Print the name of the person with Medicare.
+ Print the Medicare number exactly as it is shown on the red, white, and blue Medicare card.
= Print the birthday in month, day, and year (mm/dd/yyyy) of the person with Medicare.

2. This section tells Medicare what personal heéalth information to give out. Please check a box in 2A to
indicate how much information Medicare can disclose, If you only want Medicare to give out limited
information (for example, Medicare eligibility), also check the box(es) in 2B that apply to the type of
information you want Medicare to give out, Box 2C must be completed by New York Residents,

3. This section tells Medicare when to start and/or when to stop giving out your personal health information,
Check the box that applies and fill in dates, if necessary.

4. This section tells Medicare the reason for disclosure,

5. Medicare will give your personal health information to the person(s) or organization(s) you fill in here. You
may fill in more than one person or organization,

If you designate an organization, you must also identify one or more individuals in that organization to
whom Medicare may disclose your personal health information.

6. The person with Medicare or personal representative must sign their name, fill in the date, and provide the
phone number and address of the person with Medicare,

If you are a personal representative of the person with Medicare, check the box, provide your address and
phone number, and attach a copy of the paperwork that shows you can act for that person (for example,
Power of Attorney).

Fotm €MS-10106 {12/21)
Instructions



DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No, 0938-0930
Expires: 113072026

7. Send your completed, signed authorization to Medicare at the address shown here on your
authorization form.

8. If you change your mind and don’t want Medicare to give out your personal health information, write
to the address shown under number seven on the authorization form and tell Medicare. Your letter will
revoke your authorization and Medicare will no longer give out your personaf health information (except
for the personal health information Medicare has already given out based on your permission).

You should make a copy of your signed authorization for your records before mailing it
to Medicare.

You have the right to get Medicare information in an accessible format, like large print, Braille, or audio, You also
have the right to file a complaint if yous feel you‘ve been discriminated against. Visit Medicare.gov/about-us/

:cassibility-nondiscrimination-notice or call 1-800-MEDICARE (1-800-633-4227) for more information, TTY
users can cafl 1-877-486-2048,

Form CM5-10106 {12/21)
Insteuctions




DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No, Q838-0030
Expires: 1113012025

1-800-MEDICARE AUTHORIZATION TO DISCLOSE PERSONAL HEALTH INFORMATION

Use this form if you want 1-800-MEDICARE to give your personal health information to someone other
than you.

1. Print Name (First, Middle, Last, Suffix) of the person with Medicare

Maedicare Identification Number (if issued), exacily as shown Date of Birth (mm/dd/yyyy)
on the Medicare Card

2. Medicare will only disclose the personal health information you want disclosed.

2A: Check only one box below to tell Medicare the specific personal health information
you want disclosed:

{71 Limited Information {go to question 2b)

B Any Information {go to question 3)

2B: Complete only if you selected “limited information”. Check all that apply:
[ Information about your Medicare eligibility
O Information about your Medicare claims
[1 Information about plan enroliment {e.g. drug or MA Plan)
O information about premium payments

[0 Other Specific Information {please write below; for example, payment information)

2C: NY Residents Only, this section must be completed.
Please select one of the following options: (Please check anly one box.)

[ Include all information. This includes information about alcohol and drug abuse, mentai heaith
treatment, and HIV.

I Exclude information about alcohol and drug abuse, mental heaith treatment, and HIV,

Form EMS-10106 {12/21)




DEPARTMENT OF HEALTH AND HUMAMN SERVICES Form Approved
CENTERS FOR MEDICARE & MEDICAJD SERVICES OMB Na, 0938-0930

3.

Expires: 11/30/2025

Check only one box below indicating how long Medicare can use this authorization to
disclose your personal health information (subject to applicable law—for example, your State
may limit how long Medicare may give out your personal health information):

X Disclose my personal health information indefinitely

[T} Disclose my personal health information for a specified period only

beginning: {mm/dd/yyyy) and ending:. {mm/dd/yyyy)

Fill in the reason for the disclosure (you may write "at my request”):

Civil Litigation

Fill in the name and address of the pérson or organization to whom you want Medicare
to disclose your personal health information. Please provide the specific name of
the person for any organization you list below, If you would like to authorize any
additional individuals or organizations, please add those to the back of this form.

Name The Marker Group, Inc.

Address 13105 NW Freeway, Suite 300, Houston, TX 77040

_ Litigation Management, Inc.
Name

Address 7976 May'ﬁeld Rd, Suite 150, Chesterfleld,OH 44026

Note: You have the right to take back ("revoke”) your authorization at any time, in writing, except
to the extent that Medicare has already acted based on your permission. To revoke authorization,
send a written request to the address noted below. Your authorization or refusal to authorize disclosure

of your personal health information will have no effect on your enrollment, eligibility for benefits, or the amount
Medicare pays for the health services you receive.

Form CMS-10106 (12/21)




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVIGES

farm Approved
OMB Ne, 0828-0930
Expires: 11/30/2025

and may no longer be protected by law.

I authorize 1-800-MEDICARE to disclose my personal health information listed above
to the person(s) or organization(s) | have named on this form. | understand that my
personal heaith information may be re-disclosed by the person(s) or organization(s)

Signature

Telephone Number

Date (mm/dd/yyyy)

Print the address of the person with Medicare (Street Address, City, State and ZIP)

[J Check here if you are signing as a personal representative and complete below.

Please attach the appropriate documentation (for example, Power of Attorney. This only applies if
someone other than the person with Medicare signed above.

Print the Personal Representative’s Address (Street Address, City, State, and ZIP)

Telephone Number Personal Representative:

Personal Representative's Relationship to the Beneficiary:

Form CMS-10106 {12/21)



DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved

CENTERS FOR MEDICARE & MED{CAID SERVICES OMB No, 0938-6930
Expiras: 11/30/2025

7. Send the completed, signed authorization to:

Medicare CCQ, Written Authorization Dept,
PO Box 1270
Lawrence, KS 66044

Note: You have the right to take back (“revoke”) your authorization at any time, in writing, except to the
extent that Medicare has already acted based on your permission. If you would like to revake authorization,
send a written request to the address noted above.

Your authorization or refusal to authorize disclosure of your personal health information will have no effect on
your enroliment, eligibility for benefits, or the amount Medicare pays for the health services you receive.

According to the Paperwork Reduction Act of 1995, no persons are required to respond 10 a collection of information
unless it displays a valid OMB control number. The valid OMB control number for this information collection is 0938-0930.
The time required to complete this information collection is estimated to average 15 minutes per response, including

the time to review instructions, search existing data resources, gather the data needed, and complete and review the
information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving
this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05,
Baltimore, Maryland 21244-1850, DO NOT MAIL APPLICATIONS TO THIS ADDRESS. Mailing your application
will significantly delay application processing.

Form CMS-10106 {12/21)




ADDITIONAL ORGANIZATIONS/RECIPIENTS
Organization / Recipient 2 Name and Mailing Address:
Riker Danzig LLP, 7 Giralda Farms, Suite 250, Madison, NJ 07940-1051
Organization / Recipient 3 Name and Mailing Address:
The Marker Group, Inc.,13105 Northwest Freeway; Suite 300, Houston, Tx 77040
Organization / Recipient 4 Name and Mailing Address:
Litigation Management, Inc., 7976 Mayfield Rd., Suite 150, Chesterland, OH 44026

ABT1.5646-7028, v, 1




Form S$SA-3288 (02-2023) UF
Discontinue Prior Editions Page 1 of 3
Social Security Administration OMB No. 0960-0566.

Consent for Release of Information

Instructions for Using this Form

Complete this form only if you want us to give information or records about you, a minor, or a legally incompetent adult, to an
individual or group (for example, .a doctor or an-insurance company). You may complete this form to release only the minor's non-.
medical records, if you are the natural or adoptive parent or legal guardian, acting on behalf of a minor child. We require proof of
relationship, if you are not the subject of the record. We may charge a fee for providing the information, if you are requesting the
information for a purpose unrelated to the administration of a program under the Social Security Act. If you are requesting
information, such as a Socjal Security Statement or benefit verification letter; you can also access this information by creating an
account at https:/fwww.ssa.govimyaccount/.

NOTE: Bo NOT use this form to request:
¢+ The release of a minor child’s medical records. Instead, visit your local Social Security office or call our toll-free
number, 1-800-772-1213 (TTY-1-800-325-G778), or
+ Detailed information about your earnings or employment history. Instead, complete and mail form SSA-7050-F4.
You can obtain form SSA-7050-F4 from your local Social Security office or online at
www.ssa.govionline/ssa-7050.pdf,

How to Complete this Form

We will not honor this form unless all required fields are completed. An asterisk (*) indicates a required field. Also, we will not
honor blanket requests for "any and all records” or the "entire file." You must specify the information you are requesting and you
must sigh and date this form.

+ Fill in the name, date of birth, and social security number of the subject of the record.

« Fill in the name and address of the person or organization of where you want us to send the requested iriformation,

+ Specify the reason you want us to release the infarmation (e.g., litigation, investigation, determining eligibility for benefits).
If you are the natural or adoptive parent or legal guardian, acting on behalf of a minor child or legally incompetent aduit,
you.must state how the release of information is in the best interest of the minor child or legally incompetent aduit.

- Check the box next to the type(s) of information you want us to release including specific date ranges, where applicable.

NOTE: Unless otherwise specified, the consent form is valid for one-time use only. Also, it is'valid for one year from the date of
signature, unless you are requesting medical records. A consent form that includes a request for medical records is valid for 90
days from the date of signature.

Send or bring the completed form to the subject of the record's local servicihg office. To locate the appropriate servicing office,
visit https://seciire.ssa.gov/ICON/main.jsp, and input the subject of the record's ZIP code.




Form S8SA-3288 (02-2023) UF Page 2 of 3.

Consent for Release of Information

You must complete all required fields. We will not honor your request unless all required fields are completed. (*Signifies a
required field. **These are not mandatory fields for the consent form to be acceptable. Please complete these fields in case we
need to contact you about the consent form).

TO: Social Security Administration

*Full Name *Date of Birth ~ *Full Social Security Number
(MM/DDIYYYY)

} authorize the Social Security Administration to release information or records about me to:

*NAME OF PERSON OR ORGANIZATION: *ADDRESS OF PERSON OR CRGANIZATION:
** PHONE NUMBER OF PERSCN OR ORGANIZATION:

The Marker Group, inc. #13105 Northwest Freeway, Suite 300, Houston, TX 77040
**713-934-2740

Litigation Management, Inc. 7976 Mayfield Rd Ste 150, Chesteriand OH 44025 8007785424

*I want this information released because:
We may charge a fee to release information for non-program purposes.

*Please release the following information selected from the list below:
Check at least.one box. [f requesting medical records, do not check both boxes 7 and 8. We will not disclose records unless you
in¢lude specific date ranges where applicable.

1. [[] Verification of Social Security Number

2. [7] Current monthly Social Security benefit amount

3. [ Current monthly Supplemental Security Income payment amount

4. [ ] social Security benefit amounts from date to date

5. [] supplemental Security Income payment amounts from date to date

8. [] Medicare ertitlement from date to date

7. [] Medical records from date _todate.

8. [] complete medicai records

9. [ Jother Sccial Security record(s) (We will not honor a request for "any and all records” or "the entire file.” You must specify

which records you are seeking. For example, award/denial notices; benefit applications, appeals)

| am the individual, to whom the requested information or record applies, or the parent or legal guardian of a minor, or
the legal guardian of a legally incompetent adult. | declare under penaity of perjury (28 CFR § 1746) that | have examined
all the information on this form and it is true and correct to the best of my knowledge. i understand that anyone who
knowingly or willfully seeks or obtains access to records about another person under faise pretenses is punishable by a
fine of up to $5,000.

*Signature: *Date:
*Address:; **Daytime Phone:
*Relationship (if not the subject of the record): **Daytime Phone:

Witnesses must sign this form ONLY if the above signature is by mark (X). If signed by mark (X), two witnesses to the signing
‘who know the signee must sign below and provide their full addresses. Please print the signee's name next to the mark (X} on the
signature line above.

1.Signature of withess 2.Signature of withess

Address {(Number and street,City, State, and ZIP Code) Address (Number and street, City,State, and ZIP Code)




Form SSA-3288 (02-2023) UF Page 3 of 3

Privacy Act Statement
Collection and Use of Personal Information

The Privacy Act (5 U.S.C. 552a) and Section 205(a) of the Social Security Act, as amended, allow us to collect this information.
Furnishing us this information is voluntary. However, failing to provide all or part of the information may prevent us from honoring
the request to release information or records about you. We will use the information you provide {o respond to the request for
Social Securlty Administration (SSA) records. We may share the information for the following purposes, called routine uses:

+ To contractors and other Federal agencies, as necessary, for the purpose of assisting SSA in the efficlent administration
of its programs.

In addition, we may share this information in accordance with the Privacy Act and other Federal laws. For example, where
authorized, we may use and disclose this information in computer matching programs, in which our records are compared with
other records to establish or verify a person’s eligibility for Federal benefit programs and for repayment of incorrect or delfinquent
debts under these programs.

Alist of-additional routine uses is available in our Privacy Act System of Records Notices (SORN) 60-0089, entitled Claims
Folders System, as published in the Federal Register (FR) on April 4, 2003, at 68 FR 15784; 60-0320, entitled Electronic
Disabiiity Claim File, as published in the FR on December 22, 2003, at 68 FR 71210; and 60-0340, entitled FOIA and Privacy Act
Record Request and Appeal System, as published in the FR on July 13, 20186, at 81 FR 45352. Additional information, and a full
listing of all our SORNSs, is availabie on our website at www.ssa.gov/privacy.

Paperwork Reduction Act Statement

This information collection meets the requirements of 44 U.8.C. § 3507, as amended by section 2 of the Paperwork Reduction
Act of 1995. You do not need to-answer these questions unless we display-a vaiid Office of Management and Budget control
number. We estimate that it will take about 5 minutes to read the instructions, gather the facts, and answer the questions. You
may send comments on our time estimate above to: SSA, 6401 Security Blvd., Baltimore, MD 21235-6401. Send only
comments relating to our time estimate to this address, not the completed form.
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Consent for Release of Information

Instructions for Using this Form

Complete this form only if you want us.to give information or records about you, a minor, or a legally incompetent adult, to an
individual or group (for example, a doctor or an insurance company). You may complefe this form to release only the minor's non-
medical records, if you are the natural or adaptive parent or legal guardian, acting on behalf of a minor child. We require proof of
relationship, if you are not the subject of the record. We may charge a fee for providing the information, if you are requesting the
information. for a purpose unrelated to the administration of a program under the Social Security Act. If you are requesting
information, such as a Social Security Statement or benefit verification letter; you can also access this information by creating an
account at hitps:/fwww.ssa.govfmyaccount/.

NOTE: Do NOT use this form fo request:
« The release of a minor child’s medical records. Instead, visit your local Social Security office or cail our toll-free
number, 1-§00-772-1213 (TTY-1-800-325-0778), or
+ Detailed information about your earnings or employment history. [nstead, complete and mail form SSA-7050-F4.
You can obtain form S§SA-7050-F4 from your local Social Security office or online at

www.ssa.govionline/ssa-7060,pdf.

How to Complete this Form

We wilt not honor this form unless all required fields are completed. An asterisk (*) indicates a required field. Also, we wilt not
honor blankel requests for "any and all records” or the "entire file.” You must specify the information you are requesting and you
must sign and date this form.

+ Fill in the name, date of birth, and social security number of the subject of the record.

« Fill in the name and address of the person or organization of where you want us to send the requested information.

« Specify the reason you want us to release the information (e.g., litigation, investigation, determining eligibility for benefits).
If you are the natural or adoptive parent or legal guardian, acting on behalf of a minor child or legally incompetent adult,
you must state how the release of information is i the best interest of the minor child or legally incompetent adult.

+ Check the box next fo the type(s) of information you want us to release including specific date ranges, where applicable.

NOTE: Unless otherwise specified, the consent form is valid for one-time use only. Also, it is'valid for one year from the date of
signature, unless you are requesting medicat records. A consent form that includes a request for medical records is valid for 80
days from the date of signature.

Send or bring the completed form to the subject of the record’s local servicing office. To locate the appropriate servicing office,
visit https://isecure.ssa.qov/ICON/main.jsp, and input the subject of the record's ZIP code.
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Consent for Release of Information

You must complete all required fields. We will not honor your request unless ali required fields are completed. (*Signifies a
required field. **These-are not mandatory fieids for the consent form to be acceptable. Please complete these fields in case we
need to contact you about the consent form).

TO: Social Security Administration

*Full Name *Date of Birth ~ *Full Social Security Number
(MM/DD/YYYY)
I authorize the Social Security Administration to release information or records about-me to:
*NAME OF PERSON OR ORGANIZATION: *ADDRESS OF PERSON OR CRGANIZATION:
* PHONE NUMBER OF PERSON OR ORGANIZATION:
Litigation Management, Inc. ("LMI") RIKER DANZIG LLP
7976 Mayfield Road, Suite 150 7 Giralda Farms, Suite 250
Chesterland, OH 44026 Madison, NJ 07940-1051

*| want this information released because:
We may charge a fee to release information for non-program purposes.

*Please release the following information selected from the list below:
Check af least one box. If requesting medical records, do not check both boxes 7 and 8. We will not disclose records unless you
include specific date ranges where applicable.

1. {7] Verification of Social Security Number
2. {] Current monthly Social Security benefit amount

3. ] Current monthly Supplemental Security Income payment amount

4. [ | Social Security benefit amounts from date to date

5. [_] supplemental Security Income payment amounts from date to date

6. {| Medicare ertitlerment from date to date

7. L] Medical records from date ~to date

8 [] Complete medical records

9. [_]other Sacial Security record(s) (We will not honor a request for "any and all records” or "the entire file." You must specify

which records you are seeking. For example, award/denial notices, benefit applications, appeals)

I am the individual, to whom the requested information or record applies, or the parent or legal guardian of a minor, or
the legal guardian of a legally incompetent aduit. | declare under penalty of perjury (28 CFR § 1748} that [ have examined
all the information on this form and it is frue and correct to the best of my knowledge. | understand that anyone who
knowingly or willfuily seeks or obtains access to records about another person under false pretenses is punishable by a
fine of up to $5,000.

*Signature: *Date:
*Address: **Daytime Phane:
**Relationship (if not the subject of the record): **Daytime Phone:

Witnesses must sign this form ONLY if the above signature is by mark {X). if signed by mark (X), two witnesses to the signing
who know the signee must sign below and provide their full addresses. Please print the signee's name next fo the mark (X) on the
signature line above.

1.Signature of witness 2.Signature of witness

Address {(Number and street;City, State, and ZIP Code) Address (Number and street,City,State, and ZIP Code)
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Privacy Act Statement
Collection and Use of Personal Information

The Privacy Act (5 U.S.C, 552a) and Section 205(a) of the Social Security Act, as amended, allow us to collect this information.
Furnishing us this information is voluntary. However, failing to provide all or part of the information may prevent us from honoring
the request to release information or records about you. We will use the information you provide to respond to the request for
Social Security Administration (SSA) records. We may share the information for the following purposes, called routine uses:

« To coniractors and other Federal agencies, as necessary, for the purpose of assisting S8A in the efficlent administration
of its programs,

In additioh, we may share this information in accordance with the Privacy Act and other Federal laws. For example, where
authorized, we may use and disclose this infermation in computer matching programs, in which our recards are compared with
other records to establish or verify a person's eligibility for Federal benefit programs and for repayment of incorrect or definquent
debts under these programs.

A list of additional routine uses is available in our Privacy Act System of Records Notices (SORN) 60-0089, entifled Claims
Folders System, as published in the Federal Register (FR) on April 1, 2003, at 68 FR 15784;.60-0320, entitled Electronic
Disability Claim File, as published in the FR on December 22, 2003, at 68 FR 71210; and 60-0340, entitled FOIA and Privacy Act.
Record Request and Appeal System, as published in the FR on July 13, 2016, at 81 FR 45352. Additional information, and a full
listing of all our SORNSs, is available on our website at www.ssa.gov/privacy.

Paperwork Reduction Act Statement

This information collection meets the requirements of 44 11.8,C. § 3507, as amended by section 2 of the Paperwork Reduction
Act of 1995. You do not need to-answer these questions unless we display-a valid Office of Management and Budget control
number. We estimate that it will take about 5 minutes fo read the instructions, gather the facts, and answer the questions, You
may send comments on our time estimate above to; SSA, 6401 Security Blvd,, Baltimore, MD 21235-6401. Send only
comments relating to our time estimate to this address, not the completed form..




