
This Order hereby supersedes aud. replaces all prior Notices and Orders Regarding 
Service of Plaintiff's Fa<lt 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 

Kelly S. Crawford~ NJ Attorney ID #029141993 
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 PEL VIC MESB/GYNECARE 
LITIGATION, 

TO: All Counsel of Record 

SUPERIOR COURT OF NEW JERSEY 
LAW DMSION - BERGEN COUNTY 

MASTER DOCKET NO. 
BER-l:,.11575-14 

CIVIL ACTION 
In 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 EXTENSlON OF 
SERVICE DATES 

(UPDATED September2025) 

PLEASE TAKE. NOTICE that, in accordance with Case Mal).agement 

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. 

I. 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 servic~ 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 serve no 

more than two (2) PFSs in one day to avoid both the 

imposition of an unreasonable burden on Defendants to 

process and serve DFS responses within the time 

contemplated by governing CMO No. 5, and the 

contravention of this Court's directive forPlaintiffs to avoid 

such unnecessary burdens. 

c. PFSs and supporting documents for multiple plaintiffs are 

not to be s.erved electronically 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 

PFS response or supporting documents must contain 

information as to a single plaintiff. For example, a single 
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pdf file may not contain PFS responses or supporting 

documents for more than a single plaintiff. 

d. PFSs with the most updated authorizations m the form 

attached hereto .as Exhibit A are to be served upon 

Defendants via email addressed to the following individuals: 

1. 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 servke 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 
Francesca Henry 
Riker Danzig LLP 

7 Giralda Farms, Ste 250 
Madison, NJ 07940 

Tracey Bates 
Butler Snow LLP 
Suite 1400 
1020 Highland Colony Pkwy 
Ridgeland, MS 39157 

Service via regular mail must be supplemented with service 

via email to the recipients identified in Section I ( 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 
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hard copy documents when possible. These records are to be 

sent to Debra Gantert, Francesca Henry and Tracey Bates as 

indicated in Section l( e ). 

g. 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 lS 

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 l(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: 

1. Butler Snow - njpfs@butlersnow.com 

n. Riker Danzig - RikerPelvicPFS@riker.com 

b. Each application must include the name and docket number 

of the plaintiff at issue and the length of time needed to 

complete the PFS. 

c. Extension requests are expected to be the exception, and not 

routine. 

3. COMMUNICATIONS REGARDING DEFICIENCIES IN PFS 
RESPONSES 
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a. All Communications relating to Deficiencies m PFS 

responses, including, but not limited to supplemental 

responses, iidditional responsive information, objections to 

claims of deficiencies, or extension related. requests, are to 

be sent via email to the following individuals: 

1. Butler Snow - njpfs@butlersnow.com 

ii. Riker Danzig • RikerPelvicPFS@riker.con:) 

b. Eiich communications must include the name and docket 

number of the plaintiff. 

c. Communications regarding deficiencies or extension 

reqnests to any subset of the ii"bove individuals, to 

Defense liaison counsel, llr to other employees of the law 

firms identified above, is not adequate. 

4. GENERAL OBl.IGATIONS 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 
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to dismissal under Rule 4:23-S(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 titne by Court order, and shall not be 

required for routine supplements and amendments by 

counsel. 

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

5. CHANGE TO RECORDS 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. S are now obsolete. 1 Plaintiff 

1 Paragraphs 7 and 8 of CMO 3 entered on 2012 remain in effect but also now include vendor LMI: If a plaintiff's 
counsel does not wish to enter into the agreement with Mat:ker or with LMI, plaintiff'$ counsel will nevertheless 

provide executed authorizations with its Plaintiff's Fact Sheets which are fully completed to the best of plaintiffs' 
and plaintiffs' counsel's ability and knowledge with the names ofplaintiffs' treaters, complete and 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 plaintiffs initial mesh implant surgery for every physician requested to be identified in the Plaintiffs' 
Fact Sheet. If 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 matter ca_nnot.be resolved, the parties 
are to request a telephonic conference with the Court and in advance of that· conference are to submit their respective 
positions in writing to the Court. (117) If defense counsel is seeking medical records pertaining to abortion 
procedures which occurred more than twenty (20) years prior to the dale of plaintiffs initial mesh implant surgery, 
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is required to execute all of the form authorizations with one 

exception; if the plaintiff provides with the PPS 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. 

b. 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). Pot 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. 

c. All parties are to comply fully with this protocol and those 

of Am.ended CMO 3. 

Last updated: September /6 2025 

So Ordered·: 

defense counsel must provide support for their position to plaintiffs' counsel and the Co.urt that these abortions are 
relevant to, impacted, or cogtributed to the injuries that plaintiff now attributes to the mes_h which is the subject 

matter of her lawsuit. (i!8). • 
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Exhibit A 



IN RE: PELVIC MESH/ GYNECARE 
LITIGATION 

SUPERIOR COURT OF NEW JERSEY 
LAW DIVISION; BERGEN COUNTY 

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

PLAINTIFF FACT SHEET 

Please proyide 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 incomplete or incorrect in any material respect. If you are completing the Fact 
Sheet for someone who has died or who Cl\nnot complete the F;ict 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 objection. 

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, xaray department, radiology department, laboratory, 
physical therapist or physical 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 ls identified in Question!. 1 (d) below: 

"Gynecare Mesh Product(s )" refers to any pelvic mesh product manufactured by Ethicon, Inc. 
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 

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

f. 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. Ifyou represent a decedent's estate, please state the date of the decedent's death: 

h. The name and address of the attorney representing you in this case: ____ _ 

2. Your Social Security Number: 

3. Your date and place of birth: ________________ _ 

4. Your current residence address: ____________________ _ 
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5. 

6. 

7. 

Identify all individuals who currently live or have lived with you at your current address, 
their relationship to you, and the dates ofresidence. ____________ _ 

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 This 

This Address Address/Relationshin To You 

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. _____________________ _ 

8. Do you have children? Yes_ No-. 

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

Full Name of Date of Birth Home Address (if Whether Type of Deliver: 

Child different from vours) Biolooical/Adonted Vaeinal/C-Section 
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9. Have you had any pregnancies other than those that resulted in the births of your children 
identified above? 

10. 

11. 

Yes No If Yes, provide the date and the outcome of each pregnancy: 

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

Name of School Address Dates of Degree Major or 

Attendance Awarded Primarv Field 

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 
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12. Have you ever served in any branch of the military? Yes ____ No ___ _ 

If 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: _________________ _ 

' 
13. 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: 

II. CLAIM INFORMATION 

I) Do you claim to have been implanted with a pelvic mesh product manufactured by 
Ethicon, Inc. (hereafter referred to in these questions as the "Gynecare Mesh 
Product(s)")? Yes ____ No ___ _ 

If 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: 

2) 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: __ _ 
g) TVTExact 
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h) TVT Abbrevo 
i) Prolift + M Total: __ _ 
j) Prolift + M Anterior: 
k) Prolift + M Posterior: __ _ 
1) Prosima 
m) Other: ___ _ 

3) 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): ____ _ 

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

5) 

6) 

7) 

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 or other 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 ), inch1ding any risks or complications that might 
be associated with the use of the product(s)? Yes ____ No ___ _ 
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a) 

b) 

c) 

Provide the date you received the information or instructions: ______ _ 

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

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

8) To the best ofyoJIT knowledge, was the Gynecare 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 ofit, removed? _________________ _ 

b) Explain why you consented to have the Gynecare Mesh Product(s), or any portion 
ofit, removed? _______________________ ~ 

c) To the best of your knowledge, does any medical treater, physician or anybody 
else on your behalf have possession of any portion of the Gynecare Mesh 
Product(s) that was previously implanted in you and removed? 
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9) To the best of your knowledge, if all orpart of the Gynecare Mesh Product(s) remain 
implanted in you: 

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

Yes No 

IfY es, Identify by name and address the doctor who recommended removal and state 
your understanding of why the doctor recommended removal: 

1 O) 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 Product( 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)? 
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c) 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: 

d) Are you currently experiencing symptoms that you relate to your claimed bodily 

injuries? 

Yes ____ No ___ _ 

If Yes, please describe your current symptoms in detail 

e) 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 
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f) Were you hospitalized at any time for the bodily injuries, conditions and/or 

symptoms you listed above? 

Yes ____ No ___ _ If Yes, please provide the following: 

Hospital Name and Condition Treated Approximate Date of 

Address Treatment 

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 

e) Urinary incontinence: Yes __ No 

f) Fecal incontinence: Yes No 

g) Urethral Byperrnobility: 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: 
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12) Are you making a claim for lost wages or lost earning 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: 

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

Yes ____ No ____ If Yes, please identify and itemize all out-ofcpocket 

expenses you have incurred:, _____________________ _ 

14) Are you claiming mental and/or emotional damages? 

Name 

Yes No __ If Yes, what mental and/or emotion.ii 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 (iucluding but not limited to primary care physicians, psychiatrist, 
psychologists, therapists, and/or counselors) from whom you have sought treatment for 

your psychological, psychiatric or emotionl\l conditions l\t any time: 

Address Condition treated Dates treated Medications 
Prescribed 
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15) 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.: ______________ _ 

16) Have you or anyone acting on your behalf, other than your attorneys, 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: 
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III. MEDICAL BACKGROUND 

I) Provide your current age: ____ Height _____ Weight ____ _ 

2) At the time you received the Gynecare Mesh Product(s ), please state: 

Your age _____ Your ;ipproximate weight ___ _ 

3) In.chronological order, list any and all surgeries or hospitalizations you had BEFORE 
implantation of the Gynecare Mesh Product(s) for trea!Illent of a gynecological, 
urological, abdoniinal and/or colo-rectal condition, excluding child births. Identify 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/ Reason for Doctor or Healthcare Provider 

Date Sure:erv or Hospitalization Involved (includine: address) 

. . 
[Attach additional sheets as necessary to provide the same mformation for any and 

all surgeries leading up to implantation of the Gynecare Mesh l>roduct(s)] 

4) 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 
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5) To the extent not already provided in.the charts above, provide the hame, 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 
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6) To the best of your knowledge, have you ever been diagnosed by a doctor or ,mother 

health care provider with any of the following: 

Condition Yes No 

Ble.edin2 or clottin2 disorders 

Cancer 

Chronic obstructive puhnonary disease/COPD/chronic lung 

disease/Chronic cou<>hinv 

Comolications related to childbirth 

Crohn' s Disease, lrritable Bowel Syndrome, Ulcerative Colitis, Chronic 

Diarrhea or disease of the ,mt, intestines, or bowel 

Connective Tissue Disorder 

Diabetes 

Diverticulitis 

Fistula 

Hernia 

Malnutrition 

Obesitv 

Pelvic Tumors or Fibroids 

Perioheral vascular disease or nerinheral arterial disease 

Psvcholo2ical/Mental/Emotional Conditions 

Recurrent constioation 

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

as needed): 

Condition You Date of Medication/ Treating Current Status 

Exuerienced Onset Treatment Phvsician of Condition 

8) Have you experienced menopause? Yes ____ No ___ _ 

If Yes, at what age did it begin? _________ _ 

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

replacement therapy (ERT)? Yes ____ No ___ _ 

If Yes, 
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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. 

10) Have you received a hysterectomy? If so please state the doctors' name, city and state 

and date. 

11) 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? 

12) Other 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 Doctot who placed it: 

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

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

e) 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 u.ntil 
th.e 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 Appro:dmate 

Dosage (Name and Medication 

Address) 
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I) 

IV. INSURANCE INFORMATION 

Provide the following information, to the best of your knowledge, for any past or present 

medical insurance coverage within the last IO years: 

Insurance Company Policy Name of Policy Holder/ Approx .. Dates of 

(Name and Address) Number Insured (If different than Coverage 

2) 

vou) 

Are you receiving Medicare benefits due to age, disability, conditions or any other reason 
or basis? 

I) 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 lawsuit, 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. 

I 395y(b)(8), also known as Section I I I of the Medicare, Medicaid and SCHIP Extension Act of 

2007and 42 U.S.C. l395y(b)(2) also known as the Medicare Sec:ondary I'ayerAct.} 

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, please 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 U.S. C. 
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1395y(b)(8), also known as Section 111 of the Medicare, Medicaid and SCHIP Extension Act of 

2007 and 42 US.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 made a claim in the last IO years, other than in the present 
suit relating to any bodily injury? 

Yes ____ No ____ IfYes, 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:--------------~ 
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b) Type of benefits sought __________________ _ 

c) Agency/Insurer from which you sought the benefits:. _______ _ 

d) The nature of the claimed injury/disability: ____________ _ 

e) Whether the claim was accepted or denied: ____________ _ 

3) Have you ever filed for bankruptcy? 

Yes ____ No ____ If Yes, please specify the following: 

a) Court in which petition was filed: ______________ _ 

b) Case/claim number: ___________________ _ 

c) Resolution of case: ___________________ _ 

VI. FACT WITNESSES 

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

Name Address Relationshin to You 
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VIL ELECTRONICALLYSTOREDINFORMATION 

For the three years prior to implantation of the Gynecare Mesh Product(s) to present, 
please identify 11ny 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 E1C. A, leaving blank the name to whom the. release is directed, authorizing 
Ethicon, Inc. 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/ax 
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7976 Mayfield Rd 
Suite 150 
Chesterland, OH 44026 

(440) 484-2000 



IX. DOCUMENTS 

State whether yol) 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) If you were appointed by a court to represent the plaintiff in this lawsuit, produce 
any documents demonstrating your appointment as s1Jch. 

1. Not Applicable __ 

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

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

i. Not Applicable __ 

11. The documents are attached_· ___ [OR] l have no documents ___ _ 

c) 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 __ 

u. The documents are attached ___ [OR] I have no documents---~ 

d) Produce all documents or records in your possession relating to the bodily 
injuries, conditions and/or symptoms identified in your responses to questions II. 
(3), (3)(a), (IO) and (11) of this fact Sheet. 

1. Not Applicable __ 

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

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

L Not Applicable __ 

II. The documents are attached ___ [OR] I have no documents ___ _ 
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f) 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, psychiatrfo, counseling, mental health treatment that you have 
received in the last IO years. 

1. Not Applicable 

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

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

1. Not Applicable __ 

The documents are attached ___ [OR] I have no documents ___ _ 

h) 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 Cllaim relief in this lawsuit. This request is limited to 
the time period beginning three ye11rs prior to your surgery until the present. 

i. Not Applicable __ 

i.i. The documents are attache.d ___ [OR] I have no documents---~ 

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

1. Not Applicable __ 

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

j) Produce all documents concerning 11ny 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. 

1. Not Applicable __ 

II. The documents are attached ___ [OR] I have no documents ___ _ 
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k) 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). 

i. Not Applicable __ 

II. The documents are attached ___ [OR] I have no documents ___ _ 

1) Produce any and all documentation in your possession 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). 

1. Not Applicable __ 

II. The docmnents are attached ___ [OR] 1 have no documents ___ _ 

m) Produce any and all documents reflecting the product code and lot number of the 
Gyllecare Mesh I'roduct( s) you received. 

1. Not Applicable __ 

II. The documents are attached ___ [OR] I have no documents ___ _ 

n) 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. 

1. Not Applicable __ 

ii. ihe documents are attached ___ [ORJI have no documents ___ _ 

o) 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 __ 

II. The documents are attached ___ [OR] I have no documents ___ _ 

p) 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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1. Not Applicable __ 

H. The documents are attached ___ [OR] I have no documents __ _ 

q) Produce any 11nd all documents which itemize llllY and all other losses or expenses 
not otherwise set forth, incurred as a result of your injury lllld/or condition which 
forms the basis of this action. 

1. Not Applicable __ 

11. The documents are attached ___ [OR] I have no documents ___ _ 

r) 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. 

1. Not Applicable __ 

11. The documents are attached ___ [OR] I have no documents ___ _ 

s) Pro.duce lilly lllld all settlement agreements, releases lllld forms of payment 
relating to lilly other leg11l proceeding related to your claims lllld alleged injuries. 

1. Not Applicable __ 

ii. The documents are attached ___ [OR] 1 have no documents ___ _ 
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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 tny 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 VITT of this Fact Sheet. 

Dated: _______ _ 

Signature 
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EXHIBIT A 
4933-0439-7863, v. 2 
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AUTHORIZATION AND CONSENT 
TO RELEASE RECORDS AND PROTECTED HEAL TR INFORMATION 

(Excluding psychotherapy notes} 

Name of Individual: 
Social Security Nwnber: 
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 Marker Group, 

Inc., 13105 Northwest Freeway, Suite 300, Houston TX 77040; and Litigation 

Management, Inc., 7976 Mayfield Rd., Suite 150, Chesterland, OR 44026; and their 
authorized representatives, true and correct copies of all records, reports, files, documents, 

correspondence, memoranda and all other information related to the physical and mental health 

of the undersigned individual, regardless of the fonn 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 ofthe undersigned to or 

discharge ofthe 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 

information, including payment by Medicaid/Medicate 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. 
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The undersigned also authorizes th\l 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. 

Further, to the extent such records currently exist and are in the Provider's possession, 

employment 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 XVlI of the Social Security Act or other forms of 

public assistance (federal, state, local, or other). This listing 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 parte communication 

concemmg same. 

• 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, el 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. 

• 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 not be protected by the Standards for the Privacy of Individually Identifiable 
Health Information contained in the HIP AA 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, Inc. p11rsuant to this authorization will be shared with any 
and all co-defendants in the matter of ---~--~ ____ v. Ethico11, Irie. 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 oflndividually 
Identifiable Health Information contained in the HIP AA regulations (45 CFR §§164.500-

164.534). 
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• I unclerstand 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 hnmunodeficiency Virus (HIV), 
sexually transmitted diseases, Sickle Cell Anemia, Tuberculosis and Genetic testing and 

counseling. 

• I further understand that, pursuant to appticable state law, I may have a dght to receive a copy of 
this authorization 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 
clisposition of ___________ v. Ethicon, Inc. and Johnson & Johnson, 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 

th<;J 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 

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, "HIP AA"). 
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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 Soci&l Security Administration 

Open Records, Administrative Specialist, Department of Workers' Claims 

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

institutions 

The undersignedindividual 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, 
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, with true and correct copies of all "psychotherapy notes", as such term is 

defined by the Health Insurance Portability and Accountability Act, 45 CFR § 164.501. Under 
HIP AA, 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 ot a group, joint or family counseling session 

and that are separated from the rest of the individual's record. This authorization does not 

authorize ex parte communication concerning same. 
• 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. 

• The undersigned individual is hereby notified and acknowledges that he or she may 
revoke this authorization by providing written notice to either Butler SnowLLP, 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, Chestel"land, 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 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 
n.ot be protected by the Standards for the Privacy of Individually Identifiable Health Information 
contained in the HIP AA regulations ( 45 CFR §§ I 64.500-164.534). 

• The undersigned is hereby notified that he/she is aware that any and all protected health 
information discfosed and furnished to Butler Snow LLP, Riker DanzigLLP, McCarter & 
English, The Marker Group, Inc. and/or Litigation Management, Inc. pursuant to this 
authorization will be shared with any and all co-defendants 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 HIP AA 
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 & Johnson, et al. or (ii) live (5) years after 
the date of signature of the undersigned below. 

I have carefully read and nnderstand the above and do hereby expressly and volnntarily 
au.thorize the disclosure of all of my above information to Butler Suow LLP, P .0. BQx 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 Man11gement, Inc., 7976 Mayfield Rd.; Suite 150, Chesterland, OH 
44026 and their authorized representatives, by any entities included in the categoi:ies listed 

above. 

Date: _______ _ 

Signature of Individual or Individual's Representative 

Individi,ial's Name and Address: 
Printed Name of Individual's Representative (If applicable) 

Relationship of Representative to Individual (If applicable) 

Description ofRepresentative'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"). 
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"Consent to Release" 
I,iahilitv Insurance Onclndinr Self-Insurance}, No-Fault Insurance, 

or Workers' Comnensation 

Where to find Tnforma1ion on "Consent to Release'' vs; "Proof of Reucesentation" 
Please refer to the PowerPoint document on this website titled: "Rules and Model Language for 'Proof of 

Representation' vs. 'Consentto 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, 

• What liability insurers (including self-insurers), no-fault insurers, and workers' compens!ltion entities 

must 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 not 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. 

MOde] Language 
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. 

Where to Submit a " Consent to Release" document; 

Liability Insurance, No-Fault Insurance, Workers' Compensation: 

NGHP 

PO Box 138832 

Oklahoma City, OK 73113 

Fax: ( 405) 869-3309 



MODEL LANGUAGE 

CONSENT TO REI,EASE 

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

no-faµlt insurance or workers' compensation claim. 

I , _______________ ,(print your name exactly as shown on yoµr 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 injury/illness to the individual and/or entity listed below: 

CHECK ONLY ONE QF THE FOLLOWING TO INDICATE WHO MAY RECEIVE INFORMATION 
AND THEN PRINT THE REQUESTED INFORMATION; 
(If you intend to have your information released to more than one individual or entity, you mJJst complete a 

separate release for each one.) 

( ) Insurance Company ( ) Workers' Compensation Carrier ( ) Other ________ _ 

(Explain) 

Name of entity: Litigation Management, Inc. ("LMI") 

Contact for above entity: 
records@LMl-rned.com 

Address: 
7976 Mayfield Road, Suite 150 

Chesterland, OH 44026 

Telephone: 
(888) 803-8706 

CHECK ONE OF IRE FOl,T,QWING TO INDICATE HOW l,ONG CMS MAY'BEJ,EASE YOIJR 
INFORMATION 
(The period you check will run from when you sign and date below.): 

( ) One Year ( ) Two Years ( ) Other ___________ _ 

(Provide a specific period of time) 

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

MEDICARE BENEFICIARY INFORMATION AND SIGNATURE; 
Beneficiary Signature: ____________ _ 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: 



"Consent to Release" 
TJahilitv Insurance Oucluding Self-Insurancel, No-Fault Insurance, 

or Workers' Cmnuensation 

Where to find Information on "Consent to Relemm'' vs; "Proof of Renresentation" 
Please refer to the PowerPoint document on this website titled: "Rules and Model Language for 'Proof of 

Representation' vs. 'Consentto 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 I refers a case to attorney 2; the beneficiary's guardian hires an attorney to pursue a liability 
insurance claim) or when a benenciary' s representative signs a "consent to release" document on the 
beneficiary's behalf, 

• What liability insurers (including self-insurers), no-fault insurers, and workers' compens&tion entities 
must 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 not 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 behalfofthe beneficiary or make 

decisions on behalf of the benenciary. 

Model Language 
See attached. Use ofthe model language is not required, but any documentation submitted as a "Consent to 
Release" must include the information the model. language requests, 

Where to Submit a " ·consent to Release" document; 

Liability Insurance, No-Fault Insurance, Workers' Compensation: 
NGHP 

PO Box 138832 

Oklahoma City, OK 73113 

Fax: ( 405) 869-3309 



MODEL LANGUAGE 

CONSENT TO RELEASE 

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), 
no-fault insurance or workers' compe11Sation 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 iajury/illness to the individual and/or entity listed below: 

CHECK ONLY ONE OF THE FOLLOWING TO INDICATE WHO MAY RECEIVE INFORMATION 
AND THEN PRINT THE REQUESTED INFORMATION; 
(If you intend to have yow information 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. 

Address: 
7 Giralda Farms, Suite 250 

Madison, NJ 07940-1051 

Telephone: 
(973) 538-0800 

CHECK ONE OF THE FffiJ,QWING TO INDICATE BOW T,ONG CMS MAY BEJ,EASE YQJTR 
INFORMATION 
(The period you check will run from when you sign and date below.): 

( ) One Year ( ) Two Years ( ) Other----------'----

(Provide a specific period of time) 

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

MEDICARE BENEFICIARY INFORMATION AND SIGNATIJRE; 
Beneficiary Signature: ____________ _ 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: 



Fom18821 
Tax Information Authorization OM8 f'o, 1645--1165 

for~ Use Only 

(Rev. January2021) 

Department of the Treasury 
Internal Revenue Service 

► Go to www.lrs.gov/Form8821 for instructions and the latest Information. 
► Don't sign this form unless all applicable lines have been completed. 

► Contuse Fann 8821 to requestcopi_esofyourtax retlR'ns T _____ _ 

or to authorize som_eone to represent you. See Instructions. -------
""· 

1 Taxpayer infomnrtlon. Taxnaver must sian and date this form on line 6. 
Taxpayer name and address Taxpayer identification number(s) 

Daytime telephone number I Plan number (if applicable) 

2 Designee(s). ff you wish to name more than two designees, attach a list to this form. Check here if a list of additional 
designees Is attache.d ► la 

Name and address GAF No.-----------·------
Butler Snow LLP, P.O. Box 6010, Ridgeland, MS 29158 PTIN ________________ _ 

Telephone No.----------~~-~-~ 
Fax No. 

Check if to be sent co les of notices and communications D Check if new: Address D Telephone No. D FaxNo. [f 
Name and address GAF No. ___________ , _____ _ 

Riker Danzig LLP, 7 Giralda Farms, Suite 25O,Madlson, NJ 07940-1051 PTIN _________________ _ 
Telephone No. _______________ _ 

Fax No. ___ _ 

Check if to be sent copies of notices and communications O Check If new: Addres"s"· □ Telephone No. [] Fax Na. [:j" 
3 Tax information. Each designee Is authorized to inspect and/or receive confidential tax Information for the type of tax, forms, 

periods, and specific matters you list below. See the One 3 instructions. 

D By checking here, I authorize access to my IRS records via an Intermediate Service Provider. 

{a) (b) (c) (d) 

Type of Tax lnfOnnBtion {Income, Tax Form Number Year(s) or Period(s) Specific Tax Matters 
Employment, Payroll, Excise, Estate, G.ift,'.I (1040, 941, 720, etc.) 
Civil Penaltv, Sec. 4980H Pa•=ents, etc. 

4 Specific use not reco!'ded on the Centralized Al,thorization File (CAF), If the tax information authorization is for a 
specific use not recorded on CAF, check this box. See the instructions. ff you check this box, skip line 5 . . . . . . ► D 

5 Retention/revocation of prior tax Information authorizations. If the line 4 box is checked, skip this line, If the line 4 box 
isn't checked, the IRS will automatically revoke all prior tax Information authorizations on file unless you check the line 5 
box and attach a copy of the tax information authorization(s) that you want to retain , . . . . . • , , . • • ► D 
To revoke a prior tax information authorizatlon(s) without submitting a new authorization, see the line 5 Instructions. 

6 Taxpayer signature. If signed by a corporate officer, partner, guardian, partnership representative (or designated 
individual, if applicable), executor, receiver, administrator, trustee, or Individual other than the taxpayer, I certify that I have 
the legal authority to execute this form with respect lo 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 BLAN!< OR INCOMPLETE. 

Signature 

Print Name Title Qt applicable} 

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions. Cat. No. 11596P Fonn 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 
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Form 4506 
(Septembei 2024) 

Department of the Treasury 
Internal Ravooue Service 

Request for Copy of Tax Return 

► Do not sign this form unless all applicable lines have been completed. 

► Request may be rejected if the form Is incomplete or illegible. 

► For more lnfonnati0n about Form 45061 visit www.irs.gov/fonn4506. 

0MB No. 1545-0429 

Tip: Get faster service: Online at www.irs.gov, Get Your Tax Record (Get Transcript) or by call!ng 1-800-908-9946 for specialized assistance. We 
have t_eams available to assist. Note: Taxpayers may register to use Get Transcript to view, print, or download the following transcript types_: Tax 
Retum Transcript (shows most line items including Adjusted Gross Income (AG!) from your original Form 1040~series tax return as filed, along with 
any forms and schedules), Tax Account Transcript (shows basic data such as return type, marital status, AGI, taxable income and all payment types), 
Record of Account Trailscript (combines the tax return and tax account transcripts into one complete trariscript), Wage and Income Transcript 
{shows data from lnfonnatlon 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 ret.urn1 enter the name shown first 1b Fir5:t social 5:ecurjty number on tax return, 
Individual taxpayer identHlcatlon number, or 
employer identificatiQn nu.mber (see instructions) 

2a· If a joint return, enter spouse's name shown on tax return. 2b Second social security number or individual 
taxpayer Identification number·if joint-tax return 

3 Current name, address Qncluding apt., room, 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). 

5 If the tax return ls·to be malled to a third party (such as· a mortgage company), enter the third party's hame, address, and telephone numbet. 

litigation Management Inc {"LMl'·'l Attn. records@LMl-med,com, 7976 Mayfield RD, Ste 150, Chesterland, OH 44026 
Caution: If the tax return ls being sent to the third party, ensure that lines 5 through 7 are completed before siQnlng .. (see instructions). 

6 Tiix re.tum requested. Form 1040, 1120, 941, etc_. and all att_achments as originally submitted to the IRS, lncluQing Fonn(S) W-2,, 
schedules, or amended returns. Coples of Fonns 1040, 1040A, and 1040EZ are generally avallable for 7 years from flllng before they are 
destroyed by law. Other returns may be avaUable fat a longer'period of time. Enter only one return numQer. 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, check here . . 

7 Year or period requested. Enter the ending date of the ·tax year or period using the mrn/dd/yyYY format (see instructions). 

I I I I I I I 

I I I I I I 

8 Fee. There Is a $30 fee for each return requested. Full payment must be incluqed. with your request or it will 
be rej8cted .. Make your check or money order, payable to "United States Treasury." Enter your SSN, l'rtN, 

or EIN and 11Form 4506 request" on your check or·money order 

a Cost for each return . 

b Number of returns requested on line 7 . 

c Total cost. Multiply line Ba by line 8b . 

I 

$ 

$ 

9 If· we cannot fihd the tax return, we will refund the fee. If the refund should go to the third party listed on line 5, check-here 

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

I 

I 

30.00 

□ 

□ 

Signature of 1axpayer(s). I declare that I am either the taxpayer whose name is shown on line 1 a or 2a, or a person authorized to obtairl the tax return 
requested. If the request applies to a joint return, at least one spouse must sign. If signed by a corporate officer, 1 percent or'more shareholder, partner', 
managing member, guardian, tax matters partner, executor, receiver, adrninistrat_or, tn1stee, or party othe.r than the taxpayer, l certify that I have the authority to 
execute Form 4606 On behalf of the taxpayer. Note: This fortn must be received by IRS within 120 days of the signature date. 

D Signatory attests that he/she has read the attestation clause and upon so reading Phone number 01 taxpayer on line 

declares that he/she has the authority to sign the Form 4506. See instructions 
1
" or 

2
" 

Sign 
Here 

► Signature (see instructions) 

► PrinVfype name 

► Spouse's signature 

► Print/Type name 

For Privacy Act and Paperwork Reduction Act Notice, see page 2. 

Date 

Tltfe (tf lfna la above Is a corporation, partnership, estate, Or trust) 

Date 

Cat. No. 41721E Fb<m 4506 (Rev. 9-2024) 



Form 4506 (Rev. 9~2024) 

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

Future Developments 
For the latest.Information abovt Form .4506 and its 
instructions, go to .www.irs.gov/form4506. 

General Instructions 
Caution: Do no,t sign ftli$ form unless all appllcable 
llnes, Jn,cludlrlg Jines 5 through 7; h&ve:been 
completed. 

Designated Recipient Notification. lntemaJ 
Revenue Code, Section 6103(c), limits disclosure 
and use of return Information received pursuant to 
the taxpayer's consent and holds the recipient 
subject to penalttes for any unauthorized access, 
other use, or redls(::/osure without the taxpayet's 
express permission or request. 

Taxpayer _Notification. ln.termd Revenue Code, 
Section 6103{c)1 Hmits disclosure and use of return 
lnformation provided pursuant to your consent and 
holds the recipient subject to penalties, brought by 
private right.of action, for any unauthorized access, 
Other use, or redisclosure without your express· 
permission or request 

Purpose of form. Use Form 4506 to reql!est a copy 
of your tax returo. You can·also designate (on lfne 5) 
a lt)ird party to receivet the tax return, 

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

W,here to fil_e. Al1act'! payment a_nd_ IT!a_il For_m 4506 
to the address below for the state you lived in, or the 
state your business was In, when that return was 
flied, There are two address charts: one for 
individual returns (Form 1040 series) and one for all 
other returns. 

If you are requesting_ a return for more than one 
ye~r or period and the tjlart below shows two 
different ad(!resses, send your request based on the 
address_ o( your most recent retµrri, 

Chart for Individual returns 
(Form 1040 series) 
If you filed an 
individual retu_rn 
an_d Jived in:_ 

Alabama, Arizona, 
Arkansas, Florida, 
Georgia, Louis~na, 
Mississippi, N~ Mexico, 
North Carolina, 
Oklahoma,-South 
Carolina, Tenhess,ee, 
Texas, l.l foreign country, 
Ameriqan Samoa, Puerto 
Rico, Guam, the 
Commonwealth of the 
Northern Mariana Islands, 
the U.S. Vi_rgin Islands, or 
A.P.O. or F.P.O. address 

Connecticut, Delaware, 
District of Columbia, 
llllnois, lndlana, Iowa, 
Kentucky, Maine, 
Ma,yland, 
Massachuse_tts, 
Minnesota, Missouri, 
New Hampshlte, New 
Jersey, New York, 
Pennsylvania, Rhoda 
Island, Vermont, Virginia, 
West Vlrg\rlfa, Wisconsin 

Alaska, California, 
Colorado, Hawaii, Idaho, 
Kansas, Michigan, 
Montana, Nebraska, 
Nevada; North Dakota, 
Ohio, Oregon, South 
Dakota, Utah, 
Washington, Wyoming 

Mail.to.: 

Internal Revenue Service 
RAIVSTeam 
Stop6716AUSC 
Austin, 1X 73301 

Internal Revenue Service 
RAIVSTeam 
St_op 6705 s.2 
Kansas_ City, MO 64999 

Internal Revenue Service 
RAIVSTeam 
P.O. Box9941 
Mail Slop 6734 
Ogden, UT 84409 

Chart for all other returns 

Fqr returns not in 
Form 1040 series, 
if the address on 
the return was iil: 

Connecticut, Delaware, 
District Of Columbia, 
Geo,rgia, IU!nois, ltldlana, 
Kentucky, Maine, 
Ma,yland, 
Massachusetts, 
Michigan, New 
Hampshire, New Jersey, 
New York, North 
Carollraa, Ohio, 
Pennsylvania, Rhode 
Island, South Carolina, 
Tennessee, Vermont, 
Virginia, West Virginia, 
Wisconsin 

Alt_tbama, Alaska, 
Arizona, Arl<ansas, 
Callfomla, Colorado, 
Florida, Hawaii, Idaho, 
Iowa, Kansas, Lo.ul!3,lana, 
Minnesota; Mississjppi, 
Missouri, Montana, 
Nebraska1 Nevada, New 
Mexico, North Dakota, 
Ot,;lahoma, Oregon. 
South Dakota, T8xas, 
Utah, Washington, 
Wyoming, a foreign 
counuy, American 
Samoa, Puerto Rico, 
Guam, the 
Commonwealth of the 
Northern Mariana 
ISiands, the U.S. Virgin 
Islands, or A.P.O, or 
F.P.O. address 

Mail to: 

Internal Revenue Service 
RAIVS Tel.lffi 
Stop 6705 S-2 
Kansas City, MO 
64999 

Internal Revenue Service 
RAIVSTeam 
P.O. Box 9941 
MaJI Slop 6734 
Ogden, UT 84409 

Specific Instructions 
Line 1b. Enter the social security number (SSN} or 
individual taxpayer Identification· number (ITIN) for 
the individual listed on line 1a, or enter the employer 
Identification numbei (EIN) for the business listed on 
Hne 1a. For example, If you are requesting Form 
1040 ttiat includes Schedule C (Form 1040), enter 
yourSSN. 

Line 3. Enter your current address. If you use a P.O. 
box, please l_nclude lt on this tine 3. 

Line 4. Enter the address shown on the last return 
filed If different from the addt.ess entered on ilne 3. 

Note. If the addresses on-lines 3 and 4 are different 
and you have not changed your address with the 
IRS; file Form 8822,,Change of Address! or Fon'n 
8822~8,Change of Address or Responsible Party -
Business, with Form 4508. 

line 7. Enter the end date_ of the iax year or period 
request~ in mm/dd/yyyy format. Thls may be a 
calendar year, fiscal year or quarter. Enter each 
quarter requested for quarterty returns. Example: 
Enter 12131/201~ for a cafendaryear2018 Form 
1040 return, or 03/31/2017 for a first quarter Form 
941 return. 

Slgnatul'f3_ and c;late •. i=onn 4-506 must be signed and 
date.d l;ly the til,Xpayer listed Qn Urte 1a_o"r2a, Th~ 
IRS must receive Form 4506 wlth_ln 120 days of the 
date signed by the taxpayer or it will be rejected. 
Ensure that all applicable lines, including Jines 5 
throilgh 7, are completed before signing, 

m You must check the box in the 

signature area to acknowledge you 

h_ave.the authority to srgn and request 
the information. Thr;t form will not br;t 

processed and returned to you if the box is 

unchecked. 

Page 2 

Individuals. Copies of jointly filed tax returns may 
be furnished to either spoljse. Only one signature Is 
reqvfred. Sign Form 4506 exactly as your name 
appeared on the original return. If you changed your 
name, also sign your current name. 

Corporations. GeneraJly, F0rm 4506 ca_n be 
signed by: (1) an officer having legal authority to bind 
the corporation, (2) any person designated by the 
board of dire_ctors or other governing body, or (3) 
any officer or employee on written request by any. 
prin<:lpaf officer ~nd attested to by Hie secretary or 
other officer. A bona fide shareholder of record 
owning 1 percent or more of the outstanding stock 
o1 the _co!'J)Otation rnay submit a Form 4506 but muS:t 
provide docurrientatJon to s4pport the requester's 
right to receive the lnfonnatlon. 

Partnerships, Gene~ly. Fann 4506 can be 
s,!goed by alJY pafl¥)n who was a _member of the 
partnersl)!p during any part_ of the tax period 
requested on tine 7. 

All others. ~e section 6103(a) If the taxpayer has 
died, is Insolvent, is a dlssolved corporatlon1 or if a 
trustee, guardian, executor, receiver, or 
administrator' is actfng for the taxpayer. 

Note: If you are Heir at law, Next of kin, or 
Benefl_cia_ry yol! must be able to establish a material 
Interest In the estate or trust. 

DoCumentatloll. For entities other than lndtviduals, 
you. must _attach _the authorlzatlpn document. For 
example, this could be the letter from tl,'11;! principal 
officer autMrlzing an employee of t~e corporation or 
the letters testamentary authorizing an Individual to 
act fat an estate. 

Signature by a representative. A representative 
can sign Form 4506 for a taxpayer only if this 
authority has been specifically delegated to the 
representative on Form _2848, line 5a. Form 2848 
showing the delegation must be attached to Form 
4506. 

Privacy Act and Papt!twOrk Reductloo ~ct 
Notice. We ask for the information on. this form to 
establish your right to gain access to the requested 
'retum(s) under the Internal Revenue Code, We need 
this information to property identify the retum{s) and 
respond to your request. If you request a copy of a 
tax return, sections 6103 and 6109 require.you to 
provide this infon'nation, including your SSN or EIN, 
to process·youfrequest. If you do not provide this 
information, we may not be able to process your 
request. Providing fatse or fraudulent information 
may subject you to penalties. 

Routine uses of this Information 'include giving it to 
the Department of Justice for civil and criminal 
litlgatlon1 and cities, states,. the District of Columbia, 
and U.S. commonwealths and poss~lons for use 
i_n administering their tax \_aws. We rnay aJso 
disclose this Jrlformation to other countries under a 
tax treaty, to federal and state agencies to enforce 
federal nontax crtmlnal laws, or to federal law 
enforcement ai'ld intelligence agencies to combat 
terrorism. 

You a_re not required to provide the information 
reql,iested on a form that_ is suJ>Ject to the Paperwork 
R~uctJon Act unless the torm displays a valld 0MB 
control number. Books or records relating to a form 
or its instructions must be retained as long as thelr 
contents may becorrie material in the administration 
of any I.hternal Reve_nua law. G_e_ner.t1ty, tax retur_ns 
and return information are confidentiaJ, as required 

by section 6103. 

Toe time needed to complete and {lie Form 450.6 
wili vary depending-on Jndlvj~ual circumstances. The 
estlmated average time is: Leaming abounhe law 
or the fonn, 10 mln.; Prepari_ng the fonn, 16'min.; 
and Copying, a_ssembl!'ng, and sending the form 
to the IRS, 20 min, 

If you have comments concemin!J. the accuracy of_ 
lhese tiine estimates or suggestions for making 
Form 4606 sitnpler, we would be happy to heat from 
you. You can write lo: 

Internal Revenue Service 
Tax Forms and Publications Division 
1111 Constitution-Ave. NW, IR•6526 
Washington, DC 20224, 

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



Form 4506 Request for Copy of Tax Return 

(September2024) 

Depa,tm,nt of the Treasuy 
Internal Revenue Service 

► Do not.sign this form unless all applicable lines have been completed~ 

► Request may be rejected If the fonn Is incomplete or illegible. 

0MB No. 1545-0,429 

► For more Information about Form 4506, visit www.lrs.gpv/form4506. 

Tip: Get faster service: Onilne at www.irs.gov, Get Your Tax Record (Get Transcript) or- by calling 1 .. 800-9()8-9946 for specialized assistance. We 
have teams_ available to assist. Note: Taxpayers may re_gister to use Get Transcript to view, •print, or download the following transcript types_: Tax 
Return Tran$Crlpt (shows most line items including Adjusted Gross Income (AGI} from your original Form 1040~series tax return as filed, along with 
any fonns and schedules), Ta]I( Account Transcript (shows basic data such as return type, mar~al status, AGI, tax:able income and all payment types}. 
Record of Account Transcript (combines the tax return and tax account transcripts Into one cori1plete transcript), Wage. and Income Transcript 
(shows data from infonnatJon returns we receive such as Forms W-2, 1099, 1098 and Form 6498), and Veriijcation of Non .. fillng 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 t<'P{ return. If a joint return1 enter the name shown first. 1b First social security numbel'.' on tax return, 
lndi\lldual 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 number or Individual 
taxpayer Identification number if Joint tax return 

3 Current name1 address Oncluding apt., room, orsuite no.), city, state, and ZIP code {see instructions}. 

4 Previous addres.s shown on the last return filed If different from line 3 (see Instructions). 

5 If the tax return Is· to be mailed to a: third party (such as a mortgage Company), enter the third party's name, address, and telephohe number. 

RIKER DANZIG LLP, Attn: Kelly Crawrord. Esq .• 7 Giralda Farms, Suite 250, Madison, NJ 07940-1051 
Caution: If the tax return Is being sent to the third party, ensure that lines 5 through·? are completed before signing .. (see instructions}. 

6 Tax retum re_quested. Form 1040, 1120, 941, etc_. and ~II att~chments as originally submitted to the IRS, including Fonn(s} W-2, 
schedules, .or amended returns. Coples of Fomis 1040, 1040A, and 1040EZ are generally available for 7 years from flllng before they are 
destroyed by law. Other returns may be available for a longer" period of time._ Enter only one return numb_er. 1f you need more than one 
type of return, you mlist complete another Form 4506. ► ______________ _ 

Note: If the copies must. be certified tor court or administrative proceedings, check here . 

7 Year or period requested. Enter the ending date of the_ tax year or period using ·the mm/dd/yyyy format {see Instructions). 

I I I I / I I 

I I I I I I 

8 Fee. Th.El!re Is a $30 fee for each return requested. Full pay_ment must be: Included with your request-or it will 

be rejected. Make your check or money order payable to 11Unlted States Treasury." Enter your SSN, ITIN, 

or EIN and 11Form 4506 request" on yooi' check or money order 

a Cost for each return . 

b Number of returns requested on llne 7 . 

c Total cost. Multiply line Ba by line Bb . 

I 

$ 

$ 

9 If we cannot fihd the tax return, we will refund the fee. If the-refund should go to the third party listed on line 5, check here 

Caution: DO not sign thiS form unless all applicable lines have been complete 

I 

I 

30.00 

.□ 

.o 

Signature of taxpayer{s). I declare that I am either the taxpayer whose name is shown on line 1a o_r 2a, or a person_ authorized to obtain the tax re tum 
requested. If the request applles to a joint refum, at least One spouse must sign. If signed by, a corporate officer, 1 percent Or more shareholder, partner, 
managing member, guardian, tax matters pa(tner, executor, receiver, administrator, trustee, or party other than the taxpayer, I certify that I have the authority to 
execute Form 4506 on behalf of the taxpayer. NOte:'This fortn must be received by IRS within 120 day_s of the signature date. 

D Signatory attests that he/she has read the attestation clause and upon so reading Phone number of taxpayer on line 

declares that he/she has the authority to sign the Form 4506. See Instructions 1a or 
2
a 

Sign 

Here 

► Signature {see instructions) 

► PtinVType name 

► Spouse's signature 

► PtinVType name 

For Privacy Act and Paperwork Reduction Act Notice, see page 2. 

Date 

Trtle Qt llna ia above Is a corporation, partnership, estate, or trusij 

Date 

Cat. No.41721E Form 4506 (Rev. 9·2024) 



Form 4506 {Rev. 9-2024) 

Sectroo 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.lrs.gov/form4506. 

General Instructions 
CauHon: Do not sign this form unless all appllcabfe 
lines, lncfudlng fines 5 through 7, have been· 
~ompfeted, 

Designated Recipient Notification. Internal 
Revenue Code, Section 6103(c), Umits disclosure 
and use of return Information received pursuant to 
the taxpayer's consent and holds the recipient 
subject to penaltles for any unaulhorit.ed access, 
other use, or redisclosure without the taxpayer's 
express permission or request. 

iaxpayer Notifi_cation. Internal Revenue Code, 
Section 61M(c), limits disclosure and use of return 
information provided pursuant to your consent and 
holds the recipient subject to penalties, brought by 
private rtght.of action, for any unauthorized access, 
othe'r use, or redisclosure without your-express' 
permission or request. 

Purpose offonn. Use Form 4506 t9 request a_copy 
of your tax: return. You_ can a_lso designate (on line 5) 
a lhi~d party to reqeive the tax return, 

How long will It take? It may take up to 75 
calendar days for us to process your reque$t. 

Where to file. ~\tac~ payment and mall Form 4506 
to t:ne address below for the elate you IJved in, Of th_e 
state your business was In, when that return was 
filed. There are two address charts: one for 
indlvldu8I returns {Form 1040 series) and one for all 
other returns. 

If you are requesting a return for more than one 
year or period and the c;"hart below shows two 
different addresses, send your request based on the 
ad(:tress of your most-recent retµm. 

Chart for Individual returns 
(Form 1040 series) 
If you filed an 
individual return 
and lived In: 

Alabama, Arizona, 
Arkansas, Florida, 
Georgia, Louisiana, 
_Mississippi, Nim Mexico, 
~Orth Carolina, 
Oklahoma, South 
Carolina, Tennessee, 
Texas, $ foreign country, 
Am131ic:an samoa, Puerto 
Rlco1 Guam, the 
Commonwealth of the 
Northern Marlana Islands, 
the U.S. Virgin Islands, or 
A.P.O. or F.P.O. address 

Connecticut, Delaware, 
District of Columbia, 
IJllnois, lndlana, Iowa, 
l(entucky, Maine, 
Mruyland, 
Massachuse~s; 
Minnesota, Missouri, 
New Hampshire, New 
Jersey, New York, 
Pennsylvania, Rhode 
Island, Vermont, Virginia, 
West Virginia, Wlsconslll 

Alaska, Callfomia, 
Colorado, Hawaii, Idaho, 
Kansas, Michigan, 
Montana, Nebraska, 
Nevada, North p~ota, 
Ohio, Oregon, South 
Dakota, Utah, 
Washington, Wyoming 

Malito: 

Internal Revenue Setvice 
RAIVSTeam 
Stop6716AUSC 
Austin, 1X 73301 

Internal Revenue Service 
RAIVSTeam 
Stop 6705 S·2 
Kansas City, MO 64999 

lntema1 Revenue Service 
RAIVSTeam 
P.O. Box9941 
Mall stop 6734 
Ogden, UT 84409 

Chart for all other returns 

For returns not In 
F_onn 1040 series, 
if tbe address on 
the return was In: 

Connecticut, Delaware, 
District of CbluMbia, 
Georgia, Illinois, lndlana, 
Kentucky, Maine, 
Maryland, 
MaSSachU$ElttS, 
Michigan, New 
Hainpshite,_ New Jersey, 
New Y0rk, North 
Carolina, Otllo, 
Pennsylvania, Rhode 
lsla!}d, South Caronna, 
Tenne5$ee, Vermont, 
Virginia, West Virginia, 
Wisconsin 

Al_abama, Ali;iska, 
Arizona,_Arkansas, 
Caltfomla, Colorado, 
Florida, Hawaii, Idaho, 
Iowa, Kansas, Lo_uislana, 
Minnesota, Mississippi, 
Mlssouri1 Montana, 
Nebraska, Nevada, New 
Mexico, North Dakota, 
O!dahoma, Oregon, 
South Dakota, T8xas, 
Utah, Washington, -
Wyoming, a foreign 
country, American 
Samoa, PUerto Alco, 
Guam, the 
Commonwealth of the 
Northei'n Mariana 
Islands, the U,S. Virgin 
Islands, or A.P.O. or 
F.P.O. address 

Mall to: 

fntemal Revenue Service 
RAIVSTearn 
Stop 6705 S-2 
Kansas City, MO 
64999 

Internal Revenue Service 
RAIVSTearn 
P.O. Box 9941 
Mall Stop 6734 
Ogden, UT 84409 

Specific Instructions 
Line 1b. Enter the social security number (SSN) or 
individual taxpayer Identification number (ITIN) for 
the Individual !lsted on line 1a, or enter the employer 
Identification.number (EIN) for the business listed on 
line 1a. For example, lfyou are requesting Form 
1040 thaUnCIUdes Schedule C (Form 1040), enter 
yourSSN. 

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

Line_ 4. ·Enter the addre$s shown on the last return 
flied if different from the addtess entered on ilne 3. 

Note. If the addresses on Hnes 3 and 4 are dffferent 
and you have not changed your address with the 
IRS, file Form 8822,,Change of Address, or Form 
8822-B,Change of Address or Responsible Party -
Business, with Form 4506. 

Line 7. Enter the end date of the t;:u< year or period 
requested in mm/dd.lyyyy fonnat. This may be a 
calendar year, fiscal year or quarter. Enter each 
quarter requested for quarterly returns. Example: 
Enter 12131/2018 fora calendar year 2018 Form 
1040 return, or 03(31/2017 for a first quarter Fonn 
941 return. 

Signature and d_ate. Fonn 4506 must be signed and 
dated by the taxpayer listed on line 1~_ or 2a, The 
IAS must receive Form 4506 within 120 days of the 
date signed by the taxpayer or it will be rejected. 
Ensure that alt applicable l_lnes, In.eluding Jines 5 
through 7, are completed before signing. 

m You must.check the b<>x In the 

signature area ta acknowledge you 

have the autho.rlty to sign and request 
the information. The form wfff not be 

processed and re tu med to you if the box Is 

1mcheckad. 
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Individuals. Copies of Jointly filed tax returns may 
be furnished to either spciqse. O_nly one signature ls 
required. Sign Form 4506 exactly as your name 
appeared on the origlnal return. lf you changed your 
name, also sign your current name. 

Corporations. Generally, Form 4506 can be 
signed by: (1) an officer having legal authority to bind 
the corporation, (2) any person designated by the 
board of directors or other governing_ body, or (3) 
a_ny officer or employee on wrl_tten 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 outstanding stock 
of the_coq>0ra.t1on may submit a Form 4506 but mus,t 
provide documentat_lon to s~pport the _requester's 
right to receive the lnfonnatlon. 

Parl.nefships. Gen.era.fly, Fonn 4506 can be 
signed by al)y pe~on who was a ,membe_r of the 
partn!:!rstJfp during any part_ of the tax period 
requested on ltne 7. 

All others. See section 6103(e) if the taxpayer has 
died, is insolvent, Is a dissolved oorporation, or if a 
trustee, guardlan,.executor, receiver, or 
administrator' is acting tor the taxpayer. 

Note: If you are Heir ;;tt law, Next of kin, or 
Beneficia_iy you must be able to establish a material 
Interest tn the estate or trust. 

Documentation. For entities other ttian Individuals, 
you must attach Uie autho~tlon t1:ocument. For 
example, this c9uld be the t8tter from the principal 
o_fflcer autt}ortzlng an employee ot t~e l'.;Orpo!c!atlon or 
the letters testamentary authorizing an individual to 
act tor ail estate. 

Slg_nature by a representative. A representative 
can sign Fonn 4508 for a taxpayer- only lf this 
autt')Ority has been specif!Cally delegated. to the 
representative on Form 2848, line 5a. Form 2848 
showing the delegation must be attached to For01 
4506. 

Privacy Act and Pap&rwork Reduction Act 
Notic&. We ask for the Information on this form to 
establish yo_ur right t9 gain access to the requested 
retum(s) under the lnternaJ Revenue Code, We peed 
this information to properly identify the reti.lm(s) and 
respond to your request. If you request a copy of a 
tax return, sections 6103 and 6109 require you to 
provide thls lnforination1 including your SSN or ElN, 
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 to penalties. 

Routine uses of this Information 'include giving it to 
the Department of Justice for civil and criminal 
lit!gatlon1 and cities, states, the District of Columbia, 
and U.S. commooweaiths 8.0d possessions-for use 
In administering their tax. laws. We may also 
disc lose this lnformatlon to other countries under a 
tax treaty, to federal and state agencies to enforce 
federal nontax criminal laws, or. to federal Jaw 
enforcement artd intelllgence agencies to combat 
teirorism. 

You ar_e not required to provide the information 
reqvested on a form that is svb!ect to the Paperwork 
Reduction Act un_less the form displays a valid 0MB 
control number. Books or records relating to a form 
or its instructions must be retained as long as the1r 
contents may become material in the administration 
of any Internal Revenue law. Generally, tax retur_ns 
and return information are confidential, as required 
bysecti0n6103. 

n,e time needed to co_mplEjte and file Fonn 45.06 
wi!i yaiy depepding on individual circumstBJ1ces. The 
estimated average time ls: Leaming about-the law 
or the fo,:m, 10 min.; Preparing the fonn, 16'min.; 
and Copying, assembling, and sendlilg the fonn 
to the IRS, 20 ll)in, 

If you have comments concerning the accuracy of_ 
these tiine.estlmates or suggesllo_ns for making 
Form 4506 siinpl_er, we would ba happy to hearf(om 
you. You can write to: 

Internal Revenue Service 
Tax Forms and Publications Division 
1111 Constitution Ave. NW, IR-6526 
Washington, DC 20224. 

Do not send the form to this address. fnstead, see 
When, to file on this page. 



Fonn 4506 
(September 2024) 

Department of the Treasu,y 
Internal Revenue Service 

Request for Copy of Tax Return 

► Do not sign .this form unless all applicable lines have been completed. 

► Request may be rejected if the fonn Is Incomplete or Illegible. 

► For more Information about Form 4506, visit www.lrs.gpv/fom,4506. 

0MB No. 1545-0429 

Tip: Get faster service: Onlin_e at www.irs.gov, Get Your Tax Record (Get Transcript) or by calling 1·800-908·9946 for specialized assistance. We 
have teams avallable to assist. Note: T~payers may register to use Get Transcript to view, print, or downl_oad the fpllowing transcript types: Tax 
Return Transcript (Shows most line Items including Adjusted Gross Income (AGI) from your original Forni 1040•series tax returri as filed, along with 
any forms and schedules), Tax _Account Transcript (shows basic (jata such as return type, marital stat.us, AGI,_ taxable income and all payment types), 
Ae"cord of Account Transcript (combines the tax return and tax account transc;:tipts Into one complete transcript), Wage. and Income Transcript 
{shows dat_a ·from Information returns we receive such as Forms W-2, 1099, 1098 and Fann 5498), and Verification of Non-filing Letter (provides 
proof that the I_RS has no rec_ord of a filed Form 1040-series tax return for the year you request). 

1a Name shown on tax rel.urn, If a joint return, enter the name shown first. 1 b First social security number:- on tax return, 
indiVidual taxpayer identifiCation number, or 
employer identific(lti_on number (see instructions) 

2a If a joint return, enter spouse's name shown on tax return. 2b Second soclal security number or Individual 
taxpayer Identification number lf joint t~x return 

3 Current name, address (lnc!Udlng apt., room, or suite no;), clty, state, and ZIP code (see instructions). 

4 Previous adc;fress shown on the last return filed If different from llne 3 (see Instructions). 

5 If the·tax: return ls to be mailed ta: a third party (such as a mortgage company), enter the third party"s-name, address, and telephone number. 

The Marker Group, lnc .. 13105 fllorthwest Freeway, Suite 300, Houston, TX 77040 713-934-2740 and Litigation Management Inc., 7976 Mayfield 
Rd Suite 150 Chesterland OH 44026 800-778-5424 
Caution: lfthe tax return is being sent to the third party, ensure that !Ines 5 through 7 are completed before signing. (see Instructions). 

6 Tax return requested, Form 1040, 1120, 941, etc. and all attachments as originally submitted to the IRS, including Form(s) W-2, 
schedules, or amended returns. COples of Forms 104_0, 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 one return nunibel'. 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, check here . 

7 Year or period requested. Enter the ending date of the tax year or period·using the mm/ddlyyyy format (S8e Instructions), 

I I I I I I I I 

I I I I I I 

8 F~ .. There Is a $30 fee for each return requested, Full payment must be lnc.I1.,!ded·with your request or It will 

be rejected. Make your check or money order payabie to "United States Treasury.'• Enter your SSN1 ITIN, 

or EIN and 11Form 4506 request" on your check or money order 

a Cost for each return . 

b NiJinber Of returns requested on line 7 . 

c Total cost Multiply line 8a by line 8b . 

I 

$ 

$ 

9 If we cannot find the tax. return, we will refund the fee. If the refund should go to the third party listed on llne 5, check here 

ca·utlon: Do not.s!gil·thlS fori'n unless all applicable lines have been complete 

I 

30.00 

.□ 

□ 

Signature of taxpayer(s}. I dedare that I am either t_he taxpayer whose name Is shown on line 1a or 2a,.or a person aut~orjzed to obtain the tax return 
requested. If the request applies to a joint return, at least one spouse must sign. If sfgned by a corporate officer', 1 percent or more shareholder', partner, 
managing member, gu_ardlan, tax matters partner, e.xecutor, receiver, admlnlstrator1 trustee, or party other than the taxpayer, I certify that I have the auth9rlty to 
execute Form 4506 on behalf of the taxpayer. Note: This fortn mus_t be received by IRS within 1io days of the signature date. 

D Signatory attests thathelshe has read the attestation clause and upon so reading Phone number of taxpayer on line 

declares that he/she has the authority to sign the Form 4506, See instructions 
10 

or 
28 

Sign 

Here 

► Signature (see instructions) 

► PrfnVfype name 

► Spouse's signature 

► PrlnVType name 

For Privacy Act and Paperwork Reduction Act Notice, see page 2. 

Date 

rdle Qf Una 1a above ls a corporation, partnership, estate, or trust) 

Date 

C_at. No. 41721E Form 4506 (Rev. 9-2024) 



Form 4506 (Rev. 9·2024) 

Section references are to the Internal Revenue Code 
unleS!J otherwise noted. 

Future Developments 
For the latest information about Form 4506 and its 
Instructions, go to www.frs.gov/fofm4506. 

General Instructions 
Ca~on: Do·not sign this fonn unless all appllca,ble 
lines, fncfudlng lines 5 through 7, have been 
completed. 

Designated Recipient NotfficatiQn, Internal 
Revenue Code, Section 6103(c), !lm!ts dlsclosure 
and use of return Information received pursuant to 
the taxpayer's coOsenland holds the recipient 
subject to penalties for eny une.uthoiized_acces$, 
other use,_or redlsclosu,re withouf the taxpayer's 
express permission or request. 

Taxpayer Notification. ·internal_ Revenue Qode, 
Section 6103(c), U,rnits disclosure and use of return 
Information provided pursuant to your consent and 
holds the recipient subject to penalties, brought by 
priVate· right of action, for any unauthorized access; 
othef use, or redlsclostire without.your expre35 
permission or request. 

Purpose of form. Use Form 4506 to request a copy 
of your tax return. Yo1,1 can also deslgna,te (on line 5} 
a tt]lrd party to receive the tax return. 

How long will It take? It may ta~e Up to 75, 
c:al8ndar days for l.!S to prqcess your request. 

Where to file, A\tach payment and mall Form 4506 
to the address beJow for the sta_te you.lived In, or the 
state your business.was In, when that return was 
filed. There are two address charts: one for 
Individual returns (Form 1040 series) and one for all 
other returns. 

If.you are requestl_ng a r.etum for more- than one 
year or period and the chart below s_hows two 
different addresses, send your request based on the 
address of your most recent return. 

Chart for individual returns 
(Form 1040 series) 
If you filed an 
Individual retum 
and lived in: 

Alabama, Arizona, 
Mansas, Florida, 
Georgia, Louisiana, 
Mississippi, New t,,,texlco, 
Nqrth Carolina, 
Oklahoma, South 
Carolina, Tennessee, 
Tei,cas, a foreign country, 
American Samoa, P~erto 
R!cq, G1,1am; the 
CommonweaJth of the 
Northern Marlana Islands, 
the u.s, Virgin Islands, or 
A,P.0, or F.P.O. address 

Connecticut, Delaware, 
Dl$trlct Qf Columbia, 
ll!lnois, lndlana, Iowa, 
Kentucky, Maine, 
Maryland, 
Ma_ssachu_setts, 
Mlnnes_ota, Mtsso_utl, 
New Hampshire, New 
Jersey, New York, 
Pennsylvanla, Rhode 
lsIa·nd, Vermont, Virginia, 
West Virgitila, Wisconsin 

Alaska, Cal!fomla, 
Colorado, Hawaii, Idaho, 
Kansas, Michigan, 
Montana, Nebraska, 
Nevada, North Dakota; 
Ohio, Oregon, South 
Dakota, Utah, 
Washington, Wyoming 

Mail to: 

Internal Revenue Service 
RAIVSTeam 
Stop6716AUSC 
Austin, TX 73301 

Internal Revenue Servk::e 
RAIVSTeam 
Stop 6705 S-2 
Kansas City, MO 64999 

Internal Revenue Service 
RAIVS Team 
P.O. Box 9941 
Mail Stop 6734 
Ogden, UT 84409 

Chart for all other returns 

For returns not In 
Fonn 1040 series. 
if the address on 
the return was in: 

Connecticut, Delaware, 
Distlict of Columbia, 
Ge_orgla, IUlnols, lndlana, 
Kentucky, Maine, 
Maryland, 
Mass:achusetts. 
Michigan, New 
Hampshire, New Jersey, 
New York, North 
C11rollna1 Ohio, 
Pen.nsyJvanla, Rhode 
Island, South Carollna, 
TEtnnessee, Vermont, 
Virginia, West Virginia, 
Wisconsin 

Alabmpa, ·Alaska, 
Arizona1 Atk,ansas, 
CaUfornla, Colorai;lo, 
Floiida, Hawaii, ldatio, 
Iowa, Kctnsas.- Loul$I8na, 
Minnesota, Mississippi, 
Missouri, Montana, 
Nebraska,-Nevada, New 
Mexico, North Dakota, 
Oklahoma, Oregon, 
South Dakota, Texas, 
Utah, Washington1 

Wyoming,.a foreign 
country1 American 
Samoa, Puerto Rico, 
Guam, the 
CommonweaJth of the 
Northern Mariana 
Islands, the U.S. Vltgln 
Islands, or A.P.O. or 
F.P.O. address 

Mail to: 

Internal Revenue Service 
RAIVSTeam 
Stop67~S·2 
Kansas City, MO 
64999 

Internal Revenue Service 
RAIVSTeam 
P.O. Box 9941 
Mail Stop 6734 
Ogden, UT 84409 

Specific Instructions 
Line 1b. Enter the social security number ($SN) Or 
individual taxpayei" Identification niJmber ((TIN) fot 
the Individual listed on line 1a, or enter the employer 
Identification number (EIN)_ for the business listed on 
line 1a. For example, if you are requesting Form 
1040 that Includes Schedule C (Form 1040), enter 
yourSSN. 

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

Lfne 4. Enter the address shown on.the last r~rn 
flied If different from the address entered on line 3; 

Note. If the addresses on lines 3·and 4 are different 
and you have not changed your address with the 
IRS, me Form 8822,. Change Of Addi"ess, or Forni 
8822·6,Chenge of Address or Responsible Party -
Business, with Form 4506. 

Line 7. Enter the end date Qf the tax year or perlOQ 
requ&sted in mr,rt/dd/yyyy fonnat._Thls may be a 
calendar year, fiscal year or quarter. Enter each 
quarter requested for quarterty returns. Example: 
Enter 12/31/2018 for a calendar year 2Q18 Form 
1040 re1um, or 03/31/2017 for a first quarter Form 
941 return. 

Signature and date:, Form 4506 must_ be signed and 
dated byttie taxpayer listed on fine 1a or2a, The 
IRS ,n_ust receive Form 4506 within 120 days of the 
date signed by the taxpayer or it wlll be rejected. 
Ensure that all apj)llcable !Ines, lncludftlg line$ 5 
thrr;tigh 7, are completed before signing, 

m You must check the box in the 
signature area to acknowledge you 
have the authority to sign and ~uest 
the information. The fonn will not be 

processed and returned to you if the box Is 

unchecked. 

Page 2 

lndivlduafs, Coples of jointly fifed.tax returns may 
t?e furnished to either spouse. Only one signature Is 
required. Sign Form 4506 exactly as your name 
appeared on the original return. If you changed your 
name, also sign your current name. 

Corporations, Generally, Form 4506 can be 
signed by: (1) an officer having legal autl:lority to bfnd 
the corporation, (2} any person designated by the 
board of directors or other governing body, or (3) 
any officer or employee on written 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 OUtstandlng stock 
of t~e corporatlori may submit a Form 4506 !)ut must 
provide_ Qocumentat\on to St.Jpport the requester's 
right.to receive the Information. 

Partnstshif}S. Ge,neraily, Form 4506 can be 
signed by any person who was a member of tlie 
part_nershlp during any part of the tax period 
requested on lfne 7. 

All others. See sectfon 6103(e) if the taxpayer has 
d!ed1 18 Insolvent, Is a dlssolved corporatlcn, or- If a 
trustae, guardian, executor', receiver; or 
administrator Is acting for the taxpaye_r. 

Note: If you are Heir at Jaw, Next.of kin, or 
Benaflci!lfY you must be able to establish a material 
Interest In the estate or trust. 

Documentation. For entitles other than lndlvfduals, 
you must attach-the_ authorization document. F_or 
example, this could be the .letter from ttte principal 
officer authorizing an employee ohhe corporation or 
the letters testamentary authorizing an Individual to 
act for an estate. 

Signature by a representative. A representative 
can sign Form.4506 for a taxpayer only If this 
authortty has been spe<.lfically delegated to the 
represet1tatlve on Form 2848, line 5a. Forin 2848 
showing the del8ijatlon mu_st be attached to Form 
4506. 

Privac;y Act and Paperwork Reduction Act 
Notict. We ask for the information on th I$ form to 
establish your right to gain access to the req1.,1ested 
retum(s) under the Internal Reveoue_Code,, We need 
this_ lnfonnatlon to properly identify the retum(s) and 
respond to your request. If you request a copy of a 
tax return, sections 6103 and 6109.requlreyou to 
provide this ihfotmation, including your SSN or EIN, 
to process yourtequest. If YOI.J do not provide this 
Information, we.may not be able to process your 
request. Providing false or fraudulent lnfonnation 
may subJect you to peilaltles. 

Routine uses of this lnformat_lon Include giving it to 
the Department of Jus_tlce for civil and criminal 
lltlgatlon, and cities, states, the District of Columbia, 
and ll,S, c9rnrnonwea_lths 811d possessions for use 
in ad_min_lsterlng thel~ tax Jaws., We may- also 
disclose this information to other countries under a 
tax treaty, to federaJ and state agencies lo enforce 
federal nontax criminal laws, or to federal law 
enforcement and lntelllgenc8 agencies to combat 
terrorism. 

You are not required to provide the.infonnatlori 
reqUE/Sted on a form that is subject to the Paperwork 
Aedl,lctlon Act unless the fonn displays a valid 0MB 
contcol number. E3ooks or records relating to a form 
or Its Instructions must be retained as long as their 
contents may become material In the administration 
of any lnternal_Revenu_e law._ Generally, tax returns 
and return Information are confidential, as required 
by section 6103. 

The time needl,KJ to complete and file Form 45® 
will vaiy depending on individual circumstances. The 
estimated average time lsi Learning about-the law 
or the fonn, 10 min.; Preparing the fomt1 16 min.; 
and_ Copying, assembling, and sendlilg the form 
to the IRS1 20 min. 

If you have comme'nts concer'nlng the accuracy Of 
these time estimates or suggestions for making 
Fo1111 4506 simpler, we would be tiappy to hear from 
you, You can-write to: 

Internal Revenue Service 
Tax Fonns and Publlcatlons Division 
1111 Constitutton Ave. NW, IR-6526 
Washington, DC 20224. 

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



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

Fann Approved 
0MB No. 0938-0930 

Expires: 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 form. 

• 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". 

lnstrudions for Completing Sedion 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. 

• 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 i-800-MEDICARE 
( 1-800-633-4227). TTY users should call 1-877-486-2048. 

Sincerely, 

1-800-MEDICARE 
Customer Service Representative 

Enclosure 

Form CMS-10106 (12/21) 
IMtructlons 



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

Information to Help You Fill Out the 

Form Approved 
0MB No, 0938-0930 
Expires: 11/30/2025 

"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-a00-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 
Autho.-i;i:ation 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 health 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). 

Form CM>-10106 (12/21) 
Instructions 



DEPARTMENT Of HEALTH ANO HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

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

authorization form. 

Form Approved 
0MB No, 0938-0930 

Expires: 11/30/2025 

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 personal 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 you feel you've been discriminated against. Visit Medicare.gov/about-Us/ 
accessibility-nondiscrimination-notice or call 1-800-MEDICARE (1-800-633-4227) for more information. TTY 
users can call 1-877-486-2048, 

Form CMS-10106 (12/21) 
fnstructtons 



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

Form Approved 
0MB No, 093S..0930 
Expires: 11/3012025 

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 

Medicare Identification Number (if issued), exactly as shown 
on the Medicare Card 

Date of Birth (mm/dd/yyyy) 

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

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

D Limited Information (go to question 2b) 

l&1 Any Information (go to question 3) 

2B: Complete only if you selected "limited information". Check all that apply: 

□ Information about your Medicare eligibility 

□ Information about your Medicare claims 

□ Information about plan enrollment (e.g. drug or MA Plan) 

□ Information about premium payments 

□ 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 ooly_ one box.) 

D Include all information. This includes information about alcohol and drug abuse, mental health 

treatment, and HIV. 

□ Exclude information about alcohol and drug abuse, mental health treatment, and HIV. 

f<>rm CMS.10106 (12/21) 



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

Form Approved 
0MB No. 0938-0930 
Expires: 11/30/2025 

3. 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): 

181 Disclose my personal health information indefinitely 

D Disclose my personal health information for a specified period only 

beginning: _______ (mm/dd/yyyy) and ending: ________ (mm/dd/yyyy) 

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

Civil Litigation 

5. Fill in the name and address of the person or organization to whom you want Medicare 
to d.isclose 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 

Name 
Litigation Management, Inc. 

Address 7976 Mayfield Rd., Suite 150, Chesterfield,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 SERVICES 

Form Approved 
0MB No. 0938-0930 

Expire&: 11/30/2025 

6. 

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

and may no longer be protected by law. 

Signature Telephone Number Date (mm/ dd/yyyy) 

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

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

Please attach the appropriate documentation (for example, Power of Attorney. This~ 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: _______________ _ 

Forni CMS-10106 (12/21) 



DEPARTMENT OF HEALTH ANO HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

7, Send the completed, signed authorization to: 

Medicare CCO, Written Authorization Dept. 

PO Box 1270 

Lawrence, KS 66044 

Form Approved 
0MB No. 0938-0930 
Expires: 11130/2025 

Note: You have the right to take back ("revokJ;!") 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 revoke 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 enrollment, 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 to a collection of information 
unless it displays a valid 0MB control number. The valid 0MB control number for this information collection is 0938-0930. 

The time required to complete this information collection is estimated to average 1 S 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. 

f<>rm 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, C:hesterland, OH 44026 

4871-$646-7&28, I,'. 1 
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Form SSA·3288 (02-2023) UF 

Discontinue Prior Editions 
Social Security Administration 

Instructions for Using this Form 

Consent for Release of Information 

Page 1 of3 

0MB No. 0960-0566 

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 adml11istr€!tion of a program under the Social Security Act. If you are requesting 
information, such qS a Social Security Stat.ement. or benefit verification letter, you can also access this information by creating an 

account at https://www.ssa.goy/myaccount/. 

NOTE: Do 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-1-800-325-0778), 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.gov/online/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 mustspecify 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 ofa minor child or legally incompetent adult, 

you must state how the release of information is in the best interest of the minor child or legally incompetent adult. 

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 servicing office. To locate the appropriate servicing office, 

visit https://secure.ssa.gov/lCON/main.jsp. and input the subject of the record's ZIP code. 



Form SSA-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 
(MM/DDNYYY) 

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

*Full Social Security Number 

'NAME OF PERSON OR ORGANIZATION: *ADDRESS OF PERSON OR ORGANIZATION: 
•• PHONE NUMBER OF PERSON OR ORGANIZATION: 

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

'*713-934-27 40 

Litigation Management, Inc. 7976 Mayfield Rd Ste 150, Chesterland 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. If requesting medical records, do not check both boxes 7 al)d 8. We will not disclose records unless you 

include specific date ranges where applicable. 

1. D Verification of Social Security Number 

2. D Current monthly Social Security benefit amount 

3. D Current monthly Supplemental Security Income payment amount 

4. D Social Security benefit amounts from date ______ to date 

5. D Supplemental. Security Income payment amounts from date to date ------

6. D Medicare entitlement from date ______ to date _____ _ 

7. D Medical records from date to date 

8. D Complete medical records 

9. D Other Social 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 adult. I declare under penalty of perjury (28 CFR § 1746) that I 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 false pretenses is punishable by a 
fine of upto $5,000. 

*Signature: *Date: 
-------------------------- -------------

**Address: **Daytime Phone: 
--------

**Re I at ions hip (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 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 Sec:;urity 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 contractors and other Federal agencies, as necessary, for the purpose of assisting SSA in the efficient 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 delinquent 

debts under these programs. 

A list 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 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 SORNs, is available on our website at www.ssa.gov/privacy. 

Paperwork Reduction Act Statement 

This information collection meets the requirements of 44 UsS.C, § 3507, aii 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 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. 



Form SSA-3288 (02-2023) UF 
Discontinue Prior Editions 
Social Security Administration 

Instructions for Using this Form 

Consent for Release of Information 

Page 1 of 3 
0MB No. 0960-0566 

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 yol! are not the Sl!bject of the record. We may charge a fee for providing the information, if you are requesting the 

information for a purpose unrelated to the adrnlnistr~tion of a program under ihe Social Security Act. If you are requesting 
inforrnation, such as a Social Security St!!t.ement. or benefit verification letter, you can also access thi$ information by creating an 

account at https://Www.ssa.gov/myaccounU. 

NOTE: Do 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-1-800-325-0778), 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.gov/online/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 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 ofwhere you want us to send the requested informaiiori. 

• 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 in the best interest of the minor child or legally incompetent adult. 

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, ii 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 servicing office. To locate the appropriate servicing office, 

visit https://secure.ssa.gov/lCON/main.isp. and input the subject of the record's ZIP code. 



Form SSA-3288 (02-2023) UF Page 2 of3 

Consent for Release of Information 
You must complete all required fields. We will not honor your request unless all required fields are completed. r•s;gnifies 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 
(MMIDD/YYYY) 

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

*Full Sociai Security Number 

"NAME OF PERSON OR ORGANIZATION: 'ADDRESS OF PERSON OR ORGANIZATION: 

•• 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 

'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 ooe 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 applicabie. 

1. D Verification of Social Security Number 

2. D Current monthly Social Security benefit amount 

3. D Current monthly Supplemental Security Income payment amount 

4. D Social Security benefit amounts from date ______ to date 

5. D Supplemental. Security Income payment amounts from date ______ to date _____ _ 

6. D Medicare entitlement from date _____ _ to date _____ _ 

7. D Medical records from date _____ _ to date 

8. D Complete medical records 

9. D Other Social 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, benefitapplications, 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 adult. I declare under penalty of perjury (28 CFR § 1746) that I 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 false pretenses is punishable by a 
fine of up to $5,000. 

'Signature: *Date: 
-------------------------- -------------

*'Address: *'Daytime Phone: 
--------

**Re I at ions hip (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 witness 2.Signature of witness 

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 infonnation 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 contractors and other Federal agencies, as necessary, for the purpose of assisting SSA in the efficient administration 

of its programs. 

In addition, we may share this infotmalion in accordance with the Privacy Act a.nd 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 delinquent 
debts under these programs. 

A list 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 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, entitle<! FOJAand Privacy Act 

Record Request and Appeal System, as published in the FR on July 13, 2016, at 81 FR 45352. Additional infonnation, and a full 
listing of all our SORNs, is available on our website at www.ssa.gov/f;)rivacy. 

Paperwork Reduction Act Statement 

This information collection meets the requirements of 44 U.S.C. § 3507, as amended PY 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 an<! Budget control 

number. We estimate that it will take about 5 minutes to read the instructions, gather the facts, and answer ihe 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. 


