SUPERIOR COURT OF NEW JERSEY

LAW DIVISION: BERGEN COUNTY

CASE NO. 624
. MASTER DOCKET NO.: BER-L- -
IN RE STRYKER LFIT CoCr V40 CIVIL ACTION
FEMORAL HEADS HIP IMPLANT - :
LITIGATION '

- PLAINTIFF FACT SHEET.

INDIVIDUALS REQUIRED TO COMPLETE THE PLAINTIFF FACT SHEET

Pursuant to the October _, 2017, Implementing Order entered in the above-captioned litigation, a
completed Plaintiff Fact Sheet (“PFS™) shall be provided for cach individual plaintiff named in a
complaint that hay been filed or transferred into the In re Stryker LFIT CoCr V40 Femoral Heads Hip
- Implant Litigation, Case No. 624, T -

GENERAL INSTRUCTIONS
* Definitions * o DR -
The follqwing-—deﬁnitions shﬁll apply to this PFS:

The “Device” ﬁférs to the LFIT CoCr V40 Femoral Head,

“You” or “Y‘UUI'.’ refers to the person who had the Device(s) implanted.

“Dovument” means any writing or record of any type, however produced an whatever the medium on- -
which it was produced, and includes, without limitation, the original and non-identical copy (whether
different from the original because of handwritten notes or underlining on the copy or otherwise) and all”
drafts of papers, letters, telegrams, telexes, notes, notations, memoranda of cenversations or meetings,
. calendars, diaries or journals, miautes of meetings, interoffice communications, electronic mdil and
othér forms of electronic communication (including but not limited to postings on websites, blogs and/or
social- medin), message slips, notebooks, agreements, reports, atticles, books, tables, charts, schediiles, -
memoranda, medical records, Xerays, explants, devices, advertisements, pictures, photographs, films,
agcounting books or records, billings, credit card-records, electrigal or magnetic recordings or tapes, or

uny other writings, recordings or pictures of any kind or description.




For Those Completing The PFS in Representative Capacity

. If the individual completing this Plaintiff Fact Sheet is doing 5o in & representative capacity on behalf of
- someone who has died or who. otherwise is physically or mentally unable to complete the PFS, the
 individual doing so must answer as completely as possible for that person. :

Additionial Space for Coﬁlpletcneés

In filling out any section -or sub-seotion of this form, additional sheets of paper should be used and-
. submitted as necessary to provide complete and accurate information, :

Accuracy and Supplementation

. The individual completing this Plaintiff Fact Sheet is under oath and must provide information that is .
true and correct to the best of hiy or her knowledge, information and belief. If the response to any
question is-that the person completing this Plaintiff Fact Sheet does not know or does not recall the
information requested, that response should be entered in the appropriate location(s), In addition, if the
~ person completing this Plaintiff Fact Sheet learns that any response is incomplete or incorrect at any

tie, or if the provided information changes, the person is obligated to supplement the pertinent
" responsé(s) o provide the corrected or additional information within 30 days of when he or she becomes
aware of this information. : ' : '

' Nbﬁ_-Waiver of Additional Requesis

" This form iequesté information and documents about your background and medical condition for a
-, specified period of time. However, Defendant reserves and does not waive the right to request
additional information and information for a broader time period on a case by case basis.




CASE IN‘FORMATiON

1. Mame of mdwulual(s) who has/have filed a contplaint or on whose behalf a complamt laas been :
filed (first, middle name or initial, [ast): -

2. State the fo]lbwing for the civil action that you filed:

_ Case Caption:
‘ Docket Number:
Courl i in which action was ongmally filed:

. Name, address, telephone number, fax number and e-mail address of the attorney you retained .
~and the principal altorney representing you in the civil action, if different: .

Name;
Firm:
Address:
Telephone Numbe:
Fax Number:

. Bemail Address:

3. If you are completing this P]amtlﬂ' Fact Sheet in a representative capacity for an individual who

has filed a complaint or on whose behalf a complaint was filed (e.g., on behalf of the estate ofa . - -

deceased person), please complete the following!

" a. Your name:

b. Current Add’ress: -

¢. In what cap EtCltY are you representing the mdwxdual or estate

d. If you were appointed as a rcpresentatwe for the mdmdual or the 1nd1v1dua1 s pstate, state
the following; . ) ‘ . :

Court w]nch appointed you:
Date of Appomhncnt.

6. What is your rolationship to the individual or the estate:

f. Iffou represﬁﬁt a decedent’s estate, ploase state the date and cause of deedent’s death:




1L -

o

™

. Current mari{al/domc'stic partnership/civil union status:

' Date of mamage/’domestm parmﬁrsmp/cml union:

- Namc of spouse/partncr

INSTRUCTION: THE REST OF THIS PLAINTIFF FACT SHEET
' REQUESTS INFORMATION ABOUT THE PERSON WHO WAS
IMPLANTED WITH THE DEVICE(S) AT ISSUE.

PERSONAL INFORMATION FOR IMPLANTED INDIVIDUAL

. Namg (first, middle name or initial, last):
- Maiden or other names used and dates you used those names;
. Sex: Female - Male
Current address and date when yoﬁ began living at this address:
Identify each address at Whl(!h you haye resided for the period from ten (10) years befora your
first h1p surgery up to the present, the dates you resided at each and with whom you resided:
Add_re_ss ' " Dates of Othels Residing With Yuu
' Residence . at this Address
Social Security Nuinber:
Date and place of birthi

3 mamed or in a domestic partnerslnp/cml union, please provide the followmg 1nformat10n

Date and place of blrth of spcuse/partner

Spouse’ s/partner s occumtlon

10, If married: or in a domestic partnershlp!cml union, has your Spousefpartncr filed a Joss of -

consortum or other claim in this action?

Yes : No




11. Name(s) of all former spouse{s)/partner(s), dates of marriage(s)/domestic partnership(s)/civil
union(s) aed-dates the marriage(s)/domestic partnership(s)/civil union(s) were jerminated,
and the nature of the termination (i,e., death, divorce): .

| 12, it you have children, list each child’s name, date of birth and address:

- 13 Identlfy all schools you attended startmg with hlgh school

Name of Schonl  Address Dates of D'egree 7 Major or .
' ‘ Attendance Awarded Primary Field
- 14, Ara you currenﬂy afnploycd"’ Yes _ No =

If yeq please 1dent1fy your current employer with name, address and tclephone number, and state
. your posmon there:

If not currently cmploycd ‘when and where were you Iast employed and what was your last - -
position?

If not currently employed, why did ydur last employment end? -

15. For the period of time from ten (10) years before your first h1p surgery, untll the present,
identify all of your employers, with name, address and telephone numberi your employmcnt
dates, your posmon there, and your reason for leaving: '




Namte of Address and Dates of ‘Describe Your Reéason for

Employer Telephone -Employment | Position or Dutics | © Neaving
' Number . : and Specify if Job .
| Required Manual
Labor

16. For any previous or current cn:'lploymant' involving occupational exposure fo cobalt or heavy-
metals, identify the employer, dates of employment, nature of cxposure and metal(s) exposed -
- to, and dates of exposure: . .

17. Identify your Dnver s License Number and the issuing state and/or provide a copy of your
* license (if you have had drive’s hcenses in more than one state, llst scparate responses for
each state)

18. For the period from five (5) years before your first hip surgf-:ry' until the present, describe
your average daily activities (e.g., household chores, grocery sho;‘;a}:ung5 landscapmg, travel,
child vare, ete.) - ,

Type of Activity - Dates/Years Engaged | Approximate Number of H{iurs .

in Activity Per Week Spent on Activity




19. For the pEI‘iOd from five (5) years before your ﬁrst hip surgery until the' present please
indicate if you have actlvely partlmpated m any SpOTts or exercise:

Yes

No

If yes, state the following:

“Type of Sport/Exercise

Dates/Years Played

Approximate Nnmber
of Honrs You Played
Per Week

| Approximate Nnmber |

‘of Hours You
Practiced/Exercigsed
Per Week

Provide the name, address and dates of membership of ény gyms or fitness clubs to which' you
currently belong or belonged in the five (5) years before your first hip surgery, or at which you

- attended fitness classes during the same period:

20, Set forth any and all email addresses, social media acoount usemameslhandles, personal
website addresses and/or blog addresses that you have maintained or used for the permd from

five (5) years before your first hip surgery until the present:

21. Have you ever served in any branch of the military? Yes-

Branch and dates of service: ‘

No.




If you-were ever dlscharge.d for any reason relating to your mcdlcal physmal psychiatric or *

cmotlonal condition(s), state wha that condition was:

If you were ever denied enlistment into the mlhtary for any reason relatmg to your medical,
physical, psychiatric or emotional condition(s), state the year in which you were denied
enlistment and the condition for which you were denied enlistment:

22, Does any third party have decision making authonty aver the tetms of any settlement or
other resolutmn of y0ur claim?

Yes - No

- If Yes, 1dent1fy the name and addréss of the third party and the basls for the third party s decision
making authority over the terms of army settlement er resolution of your claim:

23, Has any portlon of your potentnal recovery in thls lawsuit heen assigned or othermse
promised to any third-parcty (other than a contingency fee arrangement with your attorneys)? -

" Yes No

If you answered “Yes,” set forth the name and address of ‘rho third-party, the amount of any such ‘
recovery assigned or promised to the third-party, the consideration for such assignment or
promise, and. prowde a copy of any ertten ‘agreement or other documents ewdencmg the
asaugnmcnt or promlse . : ,




1.

II. IMPLANT INFORMATION

Regarding the ]j_evige(s ) at issue in this lawsuit, state:
A, Implant Date(s): B

"B, Identify the Device(s) at.issue in this lawsuit that you received by the name, catang number(s),
. and lot number(g):

Side of Body (for implant af issue): Right [ ] Left [] Both [ ] (check one)

. Identify any other hip replacemenr componenis or ]zardware that you received durmg the surgery

to mplant the Devme(s) by name, catalog number(s) and lot number(s):

-

. D1d you receive. the Device(s) at 13511:‘: in connection with revision of another hip replacemﬂnt‘.

system or component?

Yes g No

. Tf yon answered “Yes,” identify the make and model of the components that were revised during

the surgery in which the Device(s) at issue was implanted and the reason for the revision:

. Name and Address of Implanting Surgeon(s):

. Name and Address of Hospital(s) or Cliuic(s) where implant surgery(ies) was/were performed:




IV. REVISION INORMATION

. Provide the daté of each revision surgery you have undergone, if any, and the name and- address
of the surgeon(s} who performed each revision surgery: - ‘

. Provide the name and address of the facility dt which each revision surgery was performed:

Set forth which components of your hip replacement were removed/explanted during each
revision surgery

8. Were the explanted components preserved?  Yes No,

b, If Yes, identify by name and address the person or enhty that currently has possession of

the explanted components, and also identify all persons/entities who have had possession
at any time sinoe removal/explantation, including the dates of possasswn (chaln of

custody)

.+ Provide ihe name of the manufacturer of ﬁnd identification information for each of the

replacement components implaﬁted during ¢ach revision 'surg'ery:

10




5 Did you pay for your rewsmn surgery and all rclal:ed care?

Yes = . No _ . ) InPart

a I Yes, provide the amount paid by you:

b. If No orIn Part, state who or who €lse paid for the revision surgb_ry:

¢. Provide the apprnximatc amount paid by each person and entity and identify each person
and insurange carriex, including but not limited to payments by Medicare and Medicaid,
and for catriers, provide the name, addrcss, and policy nuriber: - S

6. Did you pay for your nitial surgery' and all related care?

Yes- No InPart -

a. If Yes, provide the amount paid by you:

b. IfNo, or Tn Part, state who or who.else paxd for thc surgery and all relatcd care:

c. Provide the approximate amount paid by each person and entity and idenfify each person -
‘and insurance carrier, including but not limited to payments made by Medicare and
Medeaid, and for carriers, provide the name, address, and policy number: -

. 7. If you have not had your Devme(s) removed surgically, has a date been scheduled for the
surgery o 1emove/repiace the Devme(s)? Yes No

IfYes, please state

‘The date(s) schedu]cd for the Sutgery to 1emovehep]acc the I)ewce(s)

. The name and address(es) of the surgeon(s)

* “Iniitial surgery” refers to ths surgery during which the sthectDevme wiss implanted, even if the Device was 1mplanted as .
part of a revision of an earlier hip :eplacament

1




The name and address(es) of the hospital(é) where the snrgery will be performed:

The reason for surgery:

8. Has any doctor or other healthecare provider told you that you need to have your Devlcc(s) ar any
other component(s) of your hip replacement system removed?

"Yes No
If Yrcs, please provide the name and addresses of each such doctor or heattheare prm.zidcr and the

dates ‘and substance of those: discussions, including identity of the componeﬁt(s)- requiring.

removal;

©9, Hasuny doctor or other healthcare 'provider' told you that atiy medical condition(s) prcvehts you
from having your Device(s) or any other components of your hip veplacement system removed?
Yes No

If Yes, pleass prowde the name and-address of each such doctor or healthcare provider and the '
. dates of those discussions, mcludlng identify of the components discussed: : :

10. Has any doctor or other healthcare provider told you that you required a revision of the Device(s)
due to a problem or defect in the Device(s)? If yes, identify each such doctor or healtheare
provider (mcludmg names and addresses), provide date(s) (including month and year) you wers
{old .and describe in detail cxactly what you were told mgardmg a problem or defect in t‘ne,
Dewce(s) .

11. Have you "had discussions w1th any doctor or other healthcare provider about whether yuur
clauned injury(ies) is related to the Dewce(s) at issue?

.Yes - -No

12




. If Yes, identify each such doctor or healthcare provider with whom you had such dtscusmons
by name and address and the dates and substance of those discussions: :

b. If Yes, identify any individugls who were preseht during the discussions by name and -
.address and the dates of the discussion for which each individual was present: :

12. Have you received any other treatment or testing related to your Device(s)?

- Yes 7 No
' If Yes, state:
“Date | Facility Name Address and Phone Reason - | - Resulis
: ' : Number ' ' ' :
13. Do you claim that the Device{s) disassuciatcd from the femoral stem‘? Yes No

If Yes, desoribe how and when you became aware that disassociation occurred and the
" circumstances surroundmg the OCCUrrence, »

v OTHER PROSTHESES/IMPLANTS '

l 1. Prior to receiving the Devmc(s) at issue, had yOu ever recelvcd any other joint prosthesis or
implant?

Yes L ~ HNo

13




. Identify the type of other joint prosthesis or implant(s) received:

., Provide the date(s) (including month(s) and year(é)) you received the other joint prostheéis or
imp]ant(s)‘ ;

. Set forth the name(s) and address(cs) of the surgeon(s) who performed your other Jomt prosthems
- or implant surgery(ies): :

. Set forth the name(s) and address(es) of the hospital at whxch your joint pIDSthCBIS or 1mplant
surgery(ws) were(was) performed:

. Date(s) (including mouth(s) and year(s)) of any revision surgery(ies) you underwent for the other
joint prosthesis or implant{s) referenced in response to this question: :

. Name(s) and address(es) of the surgeon(s) who performed your revision surgery(ies) for the

other joint prosthesis or implant(s) referenced m response 16 this quéstion: -

. Name(s) and address(es) of the hospital(s) at which your revision surgery(les) was(were)
_perfonned for the other joint prosthesis or 1mplant(s) referenced in response to this questlon

. Reason(s) for your revision surgcry(les) for the other joint prosthesis or implant(s) referenced in
TESpOnse to this question: :

VI. INFORMATION AND HISTORY REGARDING: RECEIP’I‘ OF THE DEVICE(S)
' AT ISSUE '

. Des_cnbc the condition for which the Device(s) was(were) implanted:

-4




2. Who dlagnosed you with the condition(s) for which you received the Dewcc(s)'? Idcntlfy the
doctor or other healthoare prov1der by name and address:

3. Did you request that the Device ‘or implant system tht - you recawed be uscd in Your
surgary(les)’7 .

Yes No

If No, who suggested that you receive the Device or implant system that you received? Identify
‘the doctor or other healtheare provider or other individual by name and address: -

4. Before the implantation of the Device(s), did you receive non-surgical treatment for your hip?:
Yes : No

“a. State the period during which you received non-surgical treatment:

b. State the nature of the non—-surgmal treatment (e.g., rest, physmal itherapy,- medmatlon
lD_]CCtIODS) : .

c. Statc the name and address of alt dociors or health care prmndars mvolvcd in your non-
Su.rglcal treatment:

' 5. Did you read or rely upon any documents (ineluding brochures, DVD’s, etc) or other
' information from Howmedica Osteonics Corp., which may have been referred to as “Stryker
) Orthopaedlcs,” in making your decision to have thc Device(s) implanted?

Yes "No

: If Yes:

a, Tdentify-each documeni/source of information:

b. Stete when you read the document/received the information;

c. State how you obtained the document or information:

15




d.

Do you have a eopy of the document(s)? If so, please produce & copy of-it together w1th_ _
your response. o

Yes | ] No

If you no longer have the document or -writlen information in your possession,
describe the information that you received to the best of your ability:

6. Prior to your surgery, did you read or rely upon any documents, brochures, DVD’s or other -
mformatmn :relatmg to the Device(s) you; recelved‘?

L Yes

If Yes:

No

Tdentify each document/source of information:

State when you read the document/received the information:

State how you obiaincd the document or iﬁfmmaﬁon‘

Do you have a copy of the docu.ment(s) in your possessmn? If so, produce a copy -

- together with your response. -

Yes _ No

CIf you no longer have the document or written information in your possession,

describe the information that you received to the best of your ability:

7. Were you given any verbal or written mstruchons, wamings or other mformatlon regarding the
Devme(s) or 1mp1aut system?

Yes

a.

Tf Yes, when did you receive the infbnnation‘?

Who g’av.c yéu the information?

No

Do you have the written information in your possessmn‘? If 50, please produce A copy of
it with your-response, _

Yes - No

Desoribe the oral instructions and/or warnings you received regarding the Dcwwe(s) or
mlp]ant system:

16




8, Were you given any verbal or written instructions, wamings or other information regarding the
implantation surge.ry'? '

10.

| If Yes:

Yes .

a.

surgery: -

No

If Yes, when did you receive the information?

Who gave you the information?

Do you have the written information in your possession? If so, please produce 4 copy of
it with your rssponse

Yes_ " - No

Descnbe the oxal instructions and/or watnings you received regarding the 1mplautatmn '

Did you view or hear any commercials or advertisements regarding the Device(s) prior to your
implantation surgery(les)‘? )

“Yes. No _
If ch, state'
a Date(s) (including mnnth(s) and year(s)) you viewed or heard the commcrclal(s) or
advertisement(s): .
b. 1dentify the city and state in which you were located when yon viewed or heard the
commercial(s) or adveriisement(s):
c. Identify each person present when you viewed or heard the commercml(s) or
advertiserment(s):
 d. Ifavailable, provide a copﬁ of the commercial(s) dr'advertisqmént(s) viewed or heard and
identify any spokespetson(s), and, if not available, provide a summary 0f same:
Have ydu been told that the Device you received has been recalled?

17
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b Siate how and when you learned that your Device(s) has/have been recalled?.

¢. Have you discussed the recall with any docior ot other healthcare provider and, if so,
identify each doctor or healthcare provider, their address(es), and the approxlmate date(s) antl
substance of the dlscusslon(s) _

Have you had eny. communications with any present or former employees of Howmedica
Osteonics Corp., which may have been referred to as “Stryker Orthopaedms or any Device
distributor or sales rcpresentatwe concerning the Dewce or matters in any way related to this

- lawsult’? Yes No

If Yes, for each communication, state:

a. Date of the conununication:

b.. Name of the person(s) with whom you communicated;

¢. Mode of communication (e.g., in person; by phone, email of mail, etc.);

d.. Describe the substance of the communication (attach copies of any related documents):

HEALTHCARE PROVIDERS

Identify each doctor or healthcare provider (including but not limited fo family/primary care
physicians, physical therapists, chiropractors, practitioners of the healing aris) from whom you

. have received medical care and treatment not related 6 your legs, hips or knees for the pertod ten

(%) years before your fi:st hip surgery to the present.

« Name and Specmlty Address and Phone ~ Approximate T Reason

_Numiber Dates/Years of Visits

18




-2, Hdentify -each hospital, clinic, surgery center, healthcare facility, physical therapy or
rehsbilitation centers where yoy have received medical treatment (in-patient, out-patient, or
.emergency room visit) not related fo your legs, hips or kinces for the period ten (10) years béfore

_ your fitst hip surgery to the present. '

“Name “Address | Admission Reason . Type of _ Name of
: Date(s) Surgery (if Surgeon (if
applicable) applicable)

3., Tdentify each doctor or healthcare provider (including but not limited to famﬂy/pnmary care. o

physicians, orthopedist, orthopedic surgeon, physical therapists, chiropractors, practitioners of -

the healing arts) whom you have seen for medical care and treatment r@latgd 0 your legs, hips or
knees at any time through the present.

.

Name and Specialty

Address and Phone
Numiber -

Approximate
Pates/Years of Visits

Reason
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4, Xdentify each hospital, clinio, surgery centér, healthcare facility, physical therapy or
rehabifitation centers where. you have teceived medical tréatment (in-patient, out-patient, or
emergency room visit) relaied to your legs, hips or knees at any time through the present.

Name Address ~Admission Reason Type of - Narie of
' - Date(s) Surgery (if |  Surgeon (if
applicable) [ applicable)

5. Tdentify each facility at which radiographs (x-rays, ultrasounds, MRIs, CT scans, bone scans)
were taken of your legs, hips or knees at any time through the present.

Name

Address and Telephone
Number

Approx, Date
Taken

Reason .

-6.  Identify each laboratory at which your blood was tested in the last 20 years for blood levals of
any metals 1ncludmg cobalt and chmmlum

"Name

Address and

Telephonie Numiber

Approx. Date

Taken-

Resson

- Results (if known

by you)

20




7. Identify each laboratory at which your blood was tested for any reason from five (5) years prior
to your first hi p implant surgery through the present '

Namie

-Ad_dréss and

Telephone Number Taken

" | Approx. Date

Reason - | Results (if known
by you)

.

8. Ideh_tif‘y each pharmacy, drugstore or any other facility or supplier (including but not Timited to
mail order pharmacics) where you ever received any preseription medication for the period seven
- {(7) years before your first hip surgery to the present.

Name of Pharhacy/Suﬁpﬁer

Address and Telephone

Approx; Dates/Years You Used |

Number of Pliarmacy/Supplier Pharmacy/Supplier

VIH MEDICAL BACKGROUND AND I-]ISTORY

- L. Current Helght

2. State your weight at the following times:

a. Current:

b. Time of implant at issue:

c. 'Time of revision surgery (if any):

21




3. Smoking History

a. Have you ever smoked cigareties?

- Yes No
State amount smoked: _ packs per day for years, ‘ during the’
years to : ' :

" b. Have you ever smoked cigars or pipe tobaceo of used smokeless'tobaccp? )

Yes No _
State amount smoked/utilized: cigars/pipes/smokeless tobacco per day for
years, during the years. to - .

4. Tor the period of time five (5) years before your first hip surgery up to the present, set forth the -

: amount and type(s) of alcoholic beverages you consume(d) on a wéekly or monthly basis on

- average and the type. If the amount has materially changed over this permd of time, please
describe/explam

5. Have YOU ever expcnenced an allcrglc reactmn, mcludmg ta any tood, lnedlcatmn, jewelry or
mctal?

Yes i No

If Yes, ploase state the following:

Type of Food, Wll_.en- Allergy | Symptoms of | Name & Address of Health Treatment
Medication, Diagnosed Allergy . Care Provider Who - Received, if
Jewelry or Metal _ Diagnosed Alergy ANy

6. A.re you clalmmg in this lawsuit that you have suffered mental or emotional distress as a result of
your recclpt of the Device? - :

Y_'eé N-o

1. Only if you are claiming damages for mental or emotional distress in thiy Tawsuit as u
© . consequence of your receipt of the Device(s), state whether you have experienced or been
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treated for any psychological, psychiattic or emotioral condition prior to developing the
injury(ies)/condition(s) alleged, including, but not limited to, panic attacks, anxiety, post
traumatic stress disorder, depression, thoughts of hurting yourself or other people, schizophrenia,
bipolar disorder, personality disorders (e.g. obsessive compulsive disordor, paranoid borderline,
histrionic), generalized anxiety disorder, social phobia/anxiety disorder, mania, poor sleep, poor
concentration, suicidal thoughts/attempts and:"ol drug or alcohol addiction.

Yes ' No
IfYes, state:
a. Name.and address of each healthcate provider who treated you:

b.  Conditions for which trc_aa;ed:'

c. Dates (inciudin’g months and 'yéars) treated:

d. ' Medications presonbed for such condition(s):

8 Other Conditions

a. To the best of your knowledpe or understanding, have you ever experienced or been -
- diagnosed with any of the following conditions from the time beginning ten years before
your first hip surgery to the present? Please select Yes or No for each condition. For
each condition for which you answer Yes, please prowde the additional mfonnai:lon
‘Tequested in the table following this chart. '

Condition Expenenca_d or Diagnosed Yes No IDon’t
) : ’ Know -

! Acet&bu‘iar perforation |

Allergies, such as hay fever, asthma, eczema, hives, .
sensitivity to drmgs or ofher substances, including allergic
reactions to metals or minerals, including jewelry

Aseptic Lymphocyte-Dominated Vasculltls-Assoclated
Lesion (ALVAL)

Any pathological condition of the acetabulum (e £y
arthrokatadysis)

Arthritis (e.g., osteoarthritis, traumahc arthritis,
degenerative arthritis) -

‘Arthritis- Rheumatoid

Associated Reactions to Metal Debris (ARMD) (mcludmg
Adverse Local Tissue Reactlon (ALTR)}

Avasenlar necrosis

" | Neck or spinal injury or medical condltmn

Bone fraciure
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Condition Experienced or Diagnosed

. Yes

No'

1 Don’t
Know

.| Cancer (including blood ¢ancers such as Jeukemia)

Chatcot’s or Paget’s disease

Chronic Fatigue Syndrome

Chronic hip, leg or lower back pain

Colitis or Ul¢erative Colitis treated with medication

Congenital dysplasia of the hip

Crohn’s Disease treated with-medication

| Deep Vein Thrombosis (DVT)/blood clots

Degenerative joint or disc disease

.| Diabetes -

| Disabilities of joints

Dislogation or subluxation of the hip joint

| Drug and/or alcahol addiction

Elevated Metal Ion Levels (Blood/Serom/Urine/Tissue)

Femoral head dissociation (i.e., head coming apart, either
partially or completely from the femoral stem)

Fracture or visible dcgradatmn/dctcnorahon of the
femoral stem trunnion

Femoral shaft perforation, ﬁssurc or fracture

‘Fibromyalgia

Heart attack/Myocardial Infarction (MI)

leitis treated with medication

Immunodeficiency disorders

.| Infections lasting longer than a week OF OCCUITINg TROTE
frequently than monthly

Inflammatory bowel disease treated with mcdlcatmn

Itching (petsistent lasting morg than one week) treated
with medication

" Join{ pain lasting more than a few days

Leg Length Discrepancy

| Lupus -

Lyme Disease

Neuromuscular compromise or vascular deﬁclencuy

Obesity

Osteolysis

Periarticular calcification or osmﬁcahon )

Peripheral neyropathies or nerve damage

Poor bone guality (e.g., osteoporosis)

Reflex Sympathetic Dystrophy Syndrome (RSDS) or
Complex Regional Pain Syndrome (CRPS)

Renal insufficiency |

Skeletal hyperostosis

Slipped Capital Femoral Epiphysis:
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Condition Experienced or Diagnosed

Yes

No I Don’t

- Know

' Trochanteric fracture

Tumors or Pseudo-tumors

b." ¥or each condition for which ‘you answered “Yes” in the previous chart prowde thc
information requested below:. . -

) Cﬂndition You
Experienced

Approx,
Date of
Onset

Name, Address and Phone
Number of Treahng Physician (1f

- Treatment Receivn:d ’

9. State whether you-ever underwent any of the fol]owmg treatments or dmgnostlc procedures and

prov‘lde all mfon'natlon requested:

e. Joint-related, non-implant, surgeries, other than what has previously been- identified -
above, including specifying the condition(s) for which the surgery was performed:

Surgery and condition(s) for which it was pexfonned:

Date-(month and )-rear):
Treating physician and address:

. Hospital and addres.s:

b. Any other surgcfies, from ten {10) years before your first hip implant surgery to the:
present, specifying the condition(s) for which the surgery was performed:

Surgery and condition(s) for which it-was performed:-

Date (month and year):

Treating physioian and address:

Hospital and address
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c. Other than the implantation of the Device(s) at issue, have you had implanted in your
body any other medical product, not Jomt-rclated of any kind (excluding dental ﬁlhngs, )
crowns and bridges)?

Yes ."—' No
If ch,‘ pi'ovide the following information:

- Product Name ]
Date of Procedure Placing the Devige:
Name and Address of Implanting Physician:
Condition Sought to be Treated:
Any complications encountered with device or procedure;
Does the device remain implanted inside of you today? Yes No

10, Have you ever participated in any clinical trials or studics relating to any medtca1 dewces drugs
or tréatments for any Jjoint-related mcdical condition{s)?

Yes No. T am unaware if I have
participated in any such
clinical frials or studies

If Yes, set forth:

Name of trial of study:
Sponsor of (ral or study:
Drug, device or treatment studied:
Purpose of the drug, device or treatment studied;
Name and address of the investigator in charge of your care-and treatment in the trial or study

The dates (months and years) you ‘participated in the trial or study: .
I\IEDICATIONS '

1. List all medications (prescription and over the counter, including any v1tamms) you c,urrbntly
- take.

Medication. | Dose/Frequency/ | - Physician - Pharmacy Purpose -
: Dates of Use . Ordering - Dispensing : ‘
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2. Tothe best of your vecollection, list each prcscnption or over the counter medications (including
vitamins) you have taken regularly (i.e., for more than 90 days) startmg from five (5) years prior
to yout first Irip implant surgery to the present, other than those already identified above.

Medication

Dose/Frequency/

Physician
Ordering

Pharniacy

7 Purboée

Dates of Use

Dispensing

3. To the extent not already provided, list each prcscnptlon or over fhe counter medicine (mcludmg '

vitamins) you have taken during the time the Device(s) at issue was in your body. -

‘Medication

_DoselFr'equen cy/

Dates of Use

Physman

Pharmacy

Purpose

Ordering

Dispensing

4. To the hest of your recollection, state whether you took or were treated with any, steroids from
ten (10) years prior to the date of your first hip implant surgery through the present, If so,
* provitle the names of the sieroids you have used, the dates (including months and years) you took
the steroids, how frequently you took the steroids, the names-and addresses of the docters who -
prescribed the steroids and addresses of the pharmacies at which you fill the steroid prescription.

INSURANCE INFORMATI_ON

1. Are you a Medicare recipient? Yes

¥ Yes, please specify the following:

No
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()  State your Health Insurance Claim Number (HICN):

(b)  Provide the date on which you first-began receiving such benefits:

[Please note: If you are nol curvently 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 io comply with Medicare regulations. See 42.U.S.C.
- 1395y(b)(8), also known us Section 111 of the Medicare, Medicaid and SCHIP Exiension Act of
2007 and 42 U.S.C. 1393y(b)(2). also known as the Medicare Secondary Payer Act.}

. Has any insurance company or other coﬁ']pany provided medical coverage o you (either dircetly

. or through a group including any employer of yours) or paid medicel bills on your behalf at any

time, beginning ten (10) years before the date of your first hip surgery to the present? 7
Yes _ No
If Yes, then as to-each company, separately state:

Name of company;
. Address of company: ‘
The account/policy number or designation;
Dates of coverage:
When claims wefe made:

. Have you -ever been denied life insurance or medlcal insmance fDr Ieasons rcla’ung to your .
medicdl or physical condition(s)?

 Yes _ A No

If Yes, state the date (including month and year), the naﬁw of the company and the company’s
stated reason for denial:

. (Answer this question only if you are claiming damages for mental or emotional distress in
this lawsuit.) Have you ever been denied life insurance or medwal insurance for reasons relating
to your mental or emotional condition(s)?

Yes - : No

 If Yes, state the date (including month and year), the name of the company and the company §
- stated reason for denial: :
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XI. - PRIOR CLAIM INFORMATION

1. Have you ever been involved in an acc:dent, mmdcnt or other event s a 1esu1t of which you
suffered any: personal injuries to your legs hips, knees or pelvic arga? Yes No

If Yes, provide the following information and attach copies of any'accident or incident reports:

Place and Date Circumstances, Nature, Natuore of Acﬁ\}ity Names and Addresses of
‘of Accident - Location, and Extent of . | at Time of Injury Treahug Physmmn(s)
Injury

2. Have you ever filed a lawsuit or made a claitn against anyone related to-any bodily injuries,
including but not limifed to a medical malpractice lawmlt or a lawsuit against & pharmaceutmal
and/or medival device company? : :

Yes -~ Ng

If Yes, provide the following information and attach copies of all pleadings, releases or
settlement agrcemcnts, and deposition transcnpts

. Party You Court in Which Case/Claim Attofney Who | Nature of Claim

Sued/Made Claim Suit Filed/Claim Number Represented Yon and Injury
. Against Made 1. : '

If an insurance carrier was 1nvolved in the ¢laim(s) or complamt(s), provide the poltcy number
the claim number, the clalms representative and the determination made by thc insurance carrier: °

-3, Have you or your spousefpartner ever declared bankruptey since the date of your or 1gma1 hip
implantation surgery? Yes . No
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If Yes, when and in what court was the baﬁkruptcy petition ﬁled? (inchude the docket number of
the petition): ] -

. Have you ever been out of work for more than thirty (30) consecutive days for reasons related to
your health, beginning ten (10) years before the date of your first hip implant surgery to the
" present? If yes, set forth the dates (including months and years) and the reason. -

Yes ' .Not

Dates:
Reason(s): _
Dafes:

Reason(s):

. Have you ever been on or applied for workers’ compensation, social security, and/or state or
-federal disability benefits? '

Yes . No _
If Yes, then as to each application, separaicly state the following and aftach any documents you

“have which relate to the'application and/or award of beriefits:

-a.  Date (or year) of appliéation:
- b Place of employment, including name, address and (elephone number, at the time of
* application; : : '
c, Job description/duties at the time of app]ieaﬁon:,

d. Type of benefits:

e Nature of_claifned injury/disability;

f. Period of disability:

g Amount awarded:

h. Basis of your claim:
i Was claim denied? Yes - No
i: “To what agency or company did you sabmit your application:
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k. Claim/docket number, if any:

XII. INJURIES & DAMAGES

1. Are you claiming any physical injurics, condition or illness as a result of the Device(s)?

Yes - No
a, If yes, desoribe in detail all of the Ijllyéical‘injuries, r,:_onditions or illnesses that you claim
are related to the Device(s) and indicate when the symptoms began:

b. For each of the above-described injuries, cond1txons or illnesses that ave continuing,
please state your current condition and describe any on-going limitations and/or
symptoms that you claim were caused by or are related to your Devwe(s)

2. Kentify each injury or. ﬂlness you suffered either durmg or subsequent to the revision surgery: -

i Disassociation of the femoral head . Yes | | No ]
ii, Debridement of Necrotic Tissue - | Yes [| No [
i, | Bone loss reéuiping bone grafting - Yes [] No []
iv.  Osteolysis _ ‘ . Yes [ No [[]

v.  Damage to abductor muscle requiring surgical repair beyund surgical technique
Yes| | No []

vi. | Damage to the abductor muscle too extensive or severe to repair

31




" Yes D No [ ]

vil, Uniotended Femur Fracture Yes [ | No [_]

viii. Ostectomy for Stem Reinoval : Yes | ] No []
ix. Placlement-of Cabling or Hardware for Fracture - Yes L] No .I:l
x. Infection - : | Yes [ ] No []

Infect_ion-related treatinent:

l. IV Antibiotics : Yes [ | No [ ].
| 2.  Antibiotic Spacer Surgery‘— ) Yés'[] No [
3. Surgical Placement of Wound Vacuum Yes [} No []
4, Irrigation and Debridement ;é';urgery Yes [] No [] ‘
xi. - Complications ofAnésﬂlcsia Yes [] ﬁo L]
xil. Hip Dislocation , ' Yes [ | No E] ’
1. Closed Reduction l Yes D No D

Nurmiber of Closed Reductions
2. Open Reduction . Yes ] No []
Number of Open Reductions

xiii, “Additional surgery(ies) for Complications of Revision Yes [ | No.[ |

xiv, Other;

a. Provide the approximate date of treatment for each -condition, -
and identify the name and address of each healthcare provider
that you have seen for these problems: -

Condition You Experienced | Approx. Dates of Nante, Address and Phone Number of

~ Trentment - Healtheare Provider (if any)
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b. Did you ever suffer any of the injuries or conditions identified in this section prior to having

been implanted with the Devive(s)? If yes, identify the date (including month and year) -

of diagnosis and who diagnosed the condition at that time:

€. Do you claim that your receipt of the Device(s) worsened a condition(s) that you already
have or had in the past?

Yes - No

If Yes, describe the preexisting injury(ies) or condition(s); whether yoﬁ hed already
tecovered from that injury(ies) or condition(s) before you 1ccelved the Device(s); and
date of recovcry, if applicable;

‘3. Do you claim any psychological or psychiatric injury as a consequence of having‘the Device?

Yes - . . No

If Yes, please state the following as it pertams to your treatment for any claimed psychiatric_
and/or psychological condition(s): .

Condition - Name and Address of Mental Aﬁprox.. Dates/Years of
: Healtheare Provider (if any) Treatment/Visits (if any)

[

4. Since you received your Device(s), have you posted a commient, letter, message, blog entry or
posting on any social media, infernet site or in a newspaper in which you have discussed or
described your Deviee(s) experience, injury, disability, pain or physical conplaints related fo the
Device(s), or your physical or emotional health? (You should include postings on social network
sites such as Twitler, Facebook, MySpace, Linkedn or “blogs.”) :
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Yes . _ No

If so, 1dent1fy where and when you made such postmgs and set forth the substance of what was
posted Provide c0p1es of any posts identified. -

5, Since you received your Device(s), have you .deleted or destroyed -any comments, ']ettcrs;
- messages, blog enlries or postings on any social media, internet site or in 2 newspaper which
- disoussed or described your Device(s) experience, injury, disability, pain or physical complaints
. related to the Device(s), or your physical or emotional health? (You should include postings on

‘'social network sites such as Twitter, Facebook, MySpace, LinkedIn or “blogs.”)

Yes = No =

If you answered “Yes,” identify where and when you deleted or destroyed any such pOStmg, the

substance of the posting, and the reason for the deletion or destryetion. .

6. Are you making a claim for lost wages or lost earning capacity?
Yes No

a. If yes, deseribe your claim and attach your W-2 forms for the five (5) years before your first
hip implant surgery through the present. The deseription of your claim must inchude the total
-amount of time (and amount of income) yon have lost or will lose from work as a resualt of any
_condition that you claim or believe was caused by the Device(s), and an explanation of how

~ those amounts were calculated: :

b. If you claim a Joss of earnings, state your earned income from five (5) years prior to your
first hlp implant surgery through the present;
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YEAR

INCOME

¢ Ifyou claim a lass of earnings, identify your accountant for the five (5) years prior to your

first hip 1mplant surgery through the present, and identify the individual(s) who prepared'

your tax returns for the same period of time:

XIIL -MEDICALANI) OUT-0 F—POCKETEXPENSES

1. State the wnount of medical expenses, by provider, that you have mcurred including amounts_
billed to insurers and other third party payors, which are related to any condltlon which you
claini or believe was caused by the Device(s) for which you seelc TeCOVETY in ﬂns_a(_:tmn ‘

Name and Address of Provider

Dates of Trgatfnent

Amount of Medical
Expenses

For any medical expenses clairied above, have those expenses been reimbursed by any third party?

Yes _ ‘ No -

If Yes, identify which expenses, the amount reimbursed, the date reimbursed and identify the -

_..reim‘bursin g third party:
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. For any liens or potential liens on a recovery in this action, identify the name and address of the

lienholder, set forth the nature and amount of the lien, and provide an itemized list of payments
for which a lien has been or may be asserted;

XIV.

DECEASED INDIVIDUALS AND AUTOPSY INFORMA'fIOi\I _

1. If you are completing this PFS on behalf of an individual who is deceased, then please state the .
following from the Death Certificate of the individual, and attach a copy of death certificite and the
letters of administration:

Date of death: -

Place of death {city, state and country):
Facility or location where death occurred:
Name of physician who mgned death certificate:

* Cauge of death:

2. Ky you are ﬁlhng this out on behalf of an individual wha i is deceased, was an autopsy pcrformad

"~ onthe deceden’c? _
Yes o No
If Yes, please state the foIlowmg from the Autopsy Report of the individual, and attach a copy of
the Autopsy chort
Date of autopsy:

. XV.

Name of physician who ﬁerfo_rmed' autopsy:

FACT WITNESSES

Please identify all pelsnns whom you beheva possess mformatmn concerning your injury(ics) axd
current medical condmons, other than your heelthcare prDVlderS and please state their name, address -
and relationship to you: '

Name;

~ Address:
" . Relationship to you: -

Name:

- Address: .

Relationship to you:
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XVL DOCUMENT DEMANDS

Please produce the following doouments:'

1.

All medical records from any physician, hospital or healthcate provider who has treated you for

: any injury, illness and/or disease identified in response to this Plaintiff Fact Sheet,

Please attach a copy of: (l) the operative report(s) for the 1mp1a11t of the Devwe(s) at issue in
this case, including the product identification information/stickers where available, and; if the
Plaintiff has undergone one or more revision surgeries, (2) the operative report(s) and product
identification information/stickers from the surgery(ies) to remove and replace the Device(s) at
issue in this onse. :

Al radiogra hs (x-rays, ultrasounds, 'MRI’s, CT scans) that relate to the condition and ‘injuries
p .

alleged in Plaintiff’s Complaint, show any portion of Plaintiff’s hip and/or depict the Device(s).

All Taboratory reports and results of blood tests performed on Plaintiff that show the level of
cobalt and chrominm ion levels in the blood.

All laboratory, histology, cytology and/or pathold gy (originals and recuts) specimens pertaining
to Plaintiff, mcludmg but not hnmed to specimens taken. from Plaintiff during any joint

‘replacement or revision surgery.

All documents and/or ﬂOthBS received by Plﬂlntlff W1th respect to thnd party lien holders,

“including but not limited to, insurance compames, workers compensation, MedlcarelMBdlcmd

and/or other governmental entities,

All records of any other expenses allegedly mcurred as a result of the injuries alleged in the
Complaint, .

All photogTaphs or videos of Plaintiff’s surgery(ies), all photographs or videos depicting the

' Devme{s) at issue, and all photographs and videos of Plaintiff which. show Plamtlff’s condition

since the date of the original me]antanon

All rccordmgs mcludmg but not Iu-mted to, audio recordmgs and v1dco recordings, chronicling
the injuries alleged in the Complaint.

10. All doctiments (including photographs ot images) that depict the injuries, and/or aan:iages

alleged in the Complaint, including, but not limited to, any audio tapes, CDs, v1d<:otapcs, DVDs,
or photographs depicting any. rehabﬂltation or treatment related tothe injuries alleged in the
Complaint. :

11, Any documents, including but not limited to, literature or warnings réceive'd by you from

surgeons, physicians, or other healthcare professionals who have treated you for any condition
related to the Device(s).

12, Any and all notes or memoranda prcﬁared by Plaintiff reflecting or _summarizing'

communications with his/her implanting surgeon(s) and/or any other healtheare provider
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regarding the Device(s) at issue in this case, the surgery to unplant the Dewce(s), and/’or
Plamtlff’s health or medical condition or treatment.

i3, Coples of all advertisements or promotions for the Device(s) received or rcwewcd before filing
this action, '

i4. Any documents includirig diaries, journals, calendars, emails, texts, letters, or oﬂ:lcr npics
prepared by Plaintiff or Plaintiff’s representative, conceming Howmedica Osteonics Corp.,,
which has done business as Stryker Orthopaedics, the-Device(s), Plaintiff’s injury, disability,
pain or physical complaints related to the Device(s) and/or Plaml:lff’s physwal and emohunal
health,

15, Any postmgs on, websltes, blogs or social media accounts (e. g Facehook, MySpace, Twitter,
Instagram, Vine, LinkedIn) prepared by Plainfiff or Plaintif’s representative concerriing
Howmedica Osteonics Corp., which has done business as Stryker Orthopacdics, the Device(s),
Plaintiff’s injury, disability, pain or physu:al complaints “related fo the Dewce(s) and/or
Plamtlff’s physical and emotional health.

16. All documents. that refer or relate to the Devnce(s) at issue obtained from the Fuod and Diug
Administration or other government apgencies.

17. All documents you received concerning the recall of ceriain lots of LFIT Anatomic CoCr V40.
" Femoral Heads, whether created by Howmedica Osteonics Corp,, which has done business as
Stryker Orthopaedics, yom healtlicare prowdei or any othe,r third party. .

' 18. Decedent’s death certtﬁcate letter of administration and/or autopsy report (if ﬂpphcable)

19. All bankmptcy petitions and orders of discharge (if apphcable) for all bankmptcy elaims made
by you or your spouse since the date of your first hip surgery..

20. Documcnts that telate in any way to your application for, or award of, workers' compensation
- benefits. for any mjury or condition during the permd from ten years before your first hip surgery .
to the present.

21, Copies of any accident rep‘ort(s) related to any accident or event, in which or as a result of which
you suffercd any personal injuries for the ten (10) years before your first hip implant surgcry o
the present,

- 22. Copies of all p]eadmgs releases or settlement ugreements and dep051tmn transcnpts rclated to.
any lawsuit or claim against anyone related to any personal injury.

23, Documentation of any agreément you have gntered into, o_ther than your retention agreement
with your atforney or any lien or repayment oblipations related to medical expenses, which
creates an obligation to pay or repay money that is contingent on the outcome of your case.

. 24, Copies of any documents from Howmedica Osteonics Corp., which has done business as Stryker

Orthopaedics,- that you read or relied on in makmg your decision to have the. Device(s)
nnplanted

38




25. Coples of any written instructions, warnings or other mformatmn received from any source
regarding the implantation of the Device(s), including any informed consent form.

26. Copies of any communications with any present or former Howmedica Osteonics Corp;, which
has done business #s Stryker Orthopaedics, emiployee, any Device distributor or sales
representative concerning the Device(s) or matters in any way related fo this lawsnit.

27. All documents, 'mcluding but not limited to medical bills, related to the medical é}(penses
{whether pald by you, insurers, Medieare/Medicaid vr other third parties) for which you seek
recovery in this lawsuit,

AUTHORIZATIONS

"Completc and Sig{l the attached Authorizations, -
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YERIFICATION

1, , dec]are under pcna]ty of per_lury that all of the

' mfolmatmn pravided in this Plaintiff Fact Sheet is true and cotrect to the best of my knowledge upon
information and belief, that T have supplied all the documents requested in this Plaintiff Fact Sheet, to
the extent that such documents are in my possession, custody, or control, or in the possession, custody,
or control of my lawyers, and that I have supplied the authorizations attached to this declaration.

© Date:

Sigﬁatur’e =
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ACKNOWLEDGEMENT ON USAGE OF MEDICAL AUTHORIZATIONS

L . ' \ acimowledge and understand that the attached authorizationis wifl be _

- sent hy Shook, Hardy & Bacon L.L.P. to all health care professionals and/or entities who have

provided me health care services/treatment,

I acknowledge and understand that the names of these health care professionals and/or entities will
be inserted into the guthorization by Shook, Hardy & Bacon L.LP. upon identification of said

" professionals and/or entities,

(Signatune)

(Name « Prlit) ' S (Date)

Shook, Hardy & Bacon L.LP, -
{Law Firm Narme) . . (Witness Signature).
600 Travis, Suite 3400 '
HOUSfOl’!, Texas 77002~2 926 7 . (Witness Nariie -T‘j’iﬂt.) ) i
(Law Firm Address) ‘ A

As Revised Febvuary 18, 2008
288945v1 )




StooK, Haroy & BacoNLLP
HIPAA COMPLIANT AUTHORIZATION FOR RELEASE OF INFORMATION PURSUANT TO45C.F, R 164.508

Patient Name:

ldentiflcation: Date of Birh i Soc. Seo. #
Parenls NamefPrevious Name(s)

Provider: * . Drpanlzation, Individual, o Class of Persons)

(Who [s releasing A ‘ )

. the Informatian) Arldress (leave Mank If used fer Class of Pargons)

Requestor: ’ Name___Discovery RESQURGE

{to whom the information-  Address__1511 West 34 Streot

will he provided} Houslon, Texas 77018

‘ {713) 2223-3300

Infor_mélloh Requested: | authorize the dlsc':!osixre of all protected health Information in any fatm {including orgl, writleh end elelc:truhlc] for the
- pupase of reviaw and evatualion in connection wilh & lagal clalm. | exprassly réquest thal e covered enlities under

HIPAA idenfified above disciose full snd complete protacled hesith Infomation spanmng Iha tiine parlod ln the present

date inclliding, bt nct fimited 1o, the following:

s Al medical records, Indluding, but ol limited to! Inpallent, outpatien! & emérgenay roont realment; all clirical -
tharls, reports, documents, correspandenice, test resutls, slalemants, questionnairesfistories, ofice and
doctor's handwritten noles; and records recelved froim other physldans of tieallh care providers;

® - All autopsy, aboratory, hisloiogy, eystology, pathology, radlology, CT Scan, MRI ecrmardiogram & cardlac
calheterizatlon raports;

s Al radiology flms; manimograms; myelograms: GT Scans; pholagraphe; bone scans; patholsgy, cytology,
histotogy, autopsy, Immuno—histo—chemlslry speclmens; perdiac catheterizallon wdaasrCDsﬁr[mereels and
echocardiogram vileos;

® Al pharmacy prescription fecords, including, bul not limited to: NDC numbers and diug -infornation
hahdouls/monogeaphs .

8 Allbilivg recouds, Fnduding, but not fimlted to: all statements, ilamized bills, and| |n5uranoe Trecards,

Purpose of Release:

X Forlhe purbose of teview and evaluation in connection iith 2 Iegal clalm, 0 Other

This authortzation I effeclive for one year, or when the folfowing event occurs: _The final resolution of all lalms related to
Howmadlca Oslaonlcs Compotation, afal, | undersland thal | may revoke this euthorization al any ime, excep! to the extenl thal ackan has alraady
bean taken in reltanes upon It by giving wiilten notics to_Shook, Hardy & Bacon LLP, Alin: Gerie Willtams, 660 Travis St., Suite 3400, Houslan,

Texas 77002, | understarsd thal the covered entily fo whom this authorizallon is directed may nol condiion fisatmant, paymen, enrellmen ar
eligibility beneﬁts on whether or not | slgn fe authotization. This Informallon, once it ks relensed, may be te-disclosed by the redplent, and If re-
disclosed, the Information would no longer be protecled by the federal privacy huls. Any fosimile, copy or phoiompy of the authorizalion authorizes
you forelease the repords mquested hergln, :

Signature of Palent If 18 yoars of ags or older___ : Pate___

Slgnature of Parent o Legal Representative . Date -

Relattonship lo Fatlent, If not slgnad by Paitent

- SPECIFIC AUTHORIZATION FOR RELEASE OF INFORMATION PROTECTED B ¥ STATE OR FEDERAL LAW

As Revlsed Febriary 16, 2008
28894 5v1




| T adidilon to the authorization and ether provislens contalned above, hereby incomorated Hiy referenice, | autharlze; () the release of data
and Infamation to $hook, Hardy & Bacon LLP; and (1) Shook, Hardy & Bacon LLP's re-disclosure of the data and information to s
consullants, experts, agents, andfor other l:oum;el, any ghd all dats, notes, records, reports, andlor any other dwurnenls and Ihformation
relating fo:

4 1. Substancs Abuse (A]cohoHDrug} + 2. Mental Health (Includes paychalaglcal testing) \f 3. HIV-related Tnformation (AMS
related testing) :

This form does nol guthorlze re-lisclosire of madical information beyotid fhe Hmits of thls consehl. Where information hag been disclosed from
reconds profecled by fedatal law fet aleohol/dhug abuse records or by stale faw for mentat heaith records, federal requirements (42 C.F.R. Part 2) and”
slate requirements probibil further dlsclasure withoul apedific wiitlen consen of the patienl, or as olnerwise pemmilted by such law andfor regulations.
A geneial aulhorization for the release of medical or ofher informalion is not sulfident for these purposes. Chil andler ariminal penaties may attach
for wnauthorized distlosure of aleaholidiug ablse or mantal health information, Federal regulalions stale thal ahy person who vidales any provision
ofthis Yaw shall be fined nol more than $500, In the case of a first offense, and not more Lhan $5000 In he case of each subsamguent offanse, Diug

Abuse Office and Treatmen Act of 1972 (21 U.8.C. 1175); Comprehensive Alcchol Abiise Alcoholism Preventan, Treatment and Rehabiitafion Actof |
1970 (42 EX:7 48 4582)

Slgnnture of Patlent If 18 yeais of age or older Date

Slgnature of Parent or Legal Represantafive : Date

Relatlanship ta Pafient, If not signad Ey Palent

As Revised February 18,2008
28894591




Authorization for Disclosure of Health Information [Please Prin}.
Thie form is used to ralease your protectad heakln infermation as required by federal and state privacy laws. Your authorlzation ailows the -
Haalth Plan {your healih insurance carrier or HMO) to releage your protected nealth information to a pereon or organization that you choose.
You can ravoke this authorization at any fime by submitting a request in wriling to the Health Plan (contast Member Services tor furthar
instructions). Hevokm th|s au(horlzallon wlll not affact an achcn Taken
ﬂ,&.&.;ﬁl:“;‘lﬁ E Sikeinioky *'
Name: (Firs!, Mldd!e, Laat, Tme)

Address: {including zip code)

Telephone Numbaer: (Includlng area code)
713/223-3300

F ax ng%l‘s ’ ]f {If available)

Person’s Name or Organlzation:
Discovery Resaurce

"Adqlrgf i @s?tl%ﬂ%lree dl-Pnustnn Texas 77018

LY DNE box; :
O Psychotherapy notes - Federal law requlres a separate authorization to use or retease psychotherapy notes.

If you ohack this box, you may not chack another box below,

CIAll information ralatad to the provision of and payment for my health care beneflts or services*
[ 8pecific information ea deacribed on the ling betow*

Examples: The cfaim relaled o my service on (date); Appsal ‘Informatlnn related to my olaln on {date)

*NOTE: State law requlres that you give spectfic permission to refease the information below even if you checked a box above,
Indicate your permission for the Health Plan to release any of the following Information by mlllallng all that apply.

Genatic Information {Initiais)  HIV/AIDS {Inltials)
Substance/Aicohol Abuse _ {Initials) Mentalfﬂehavibral Health : {inlltals)

Putpose of Helease:

Examples: Atmy request; to resalve my appeal; To asslat with my heakh insurance sorvices

I Thls authorlzatlon WI[I axptre (Gbeck ONLY ONE box)'
] Whent revoke this authorization*

| Upon the following date, event ar. goridition®; _
* The parly Identified in Secnon B must ba nollﬂad in wrll]ng nfthe evanﬂcondttlon to cartcil oy mvoke thls authonzaimn
R ; T e i, e e
BEHD E@‘ﬁ&m ';r" AT ; ﬂkim@ﬂ Ezﬁ!ﬁg :

| understand Ihal this authorization to release informaltion is voluntary and is not a cnndltion of enroliment in.this Health Plan. allgfblllly for
benefits, or payment of claims, | also underatand that If the person or arganization | authorlze to Teceive the Information described above is
| not subject to fedaral health |n{crmatmn privacy laws, they may further relense the pmtacted naalth information and It may no langer be

profecied by faderal privacy laws

{Print Nan{a) ' {Printed Nama of Personal Hepreséhtatlva) " {Description of Rapreseniativa's Al’.ltharlly}‘

{Signature of Mamber)

“(Date) (Signature of Personal Réb}esantati\re} {Telaphone Number)

(Date)

PLEASE.KEEF A COPY OF THIS FORM AND THE INSTAUCTIONS FOR YOUR RECORDS 08161 {11/18)




o T LT N PR IR , AT
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| Thisforr is used for you or your Personal Representatlve to autharize the Health Plan to releasa your protected health
infarmation to amather person of organizaflon at your requaest, : . : -
"Protected health information,” means individually Idertifiable heatth infarmalion. Itis information about you, inclyding your name,

“address and medical nformation and may relate to your past, presant or future physleat or mantal health o condition. The
Health Plan maintains informatlan that may include eligibility, hensfits, olaims of payment information.

ST R e S e e
il 3

—m. Jl:'-“-, AR RN 1 102 et
ate-of-blith and telephone number,

n the front of your Mealth Ptan identiflcation card, Be sure 1o Include

| The raciplent Is a persen or organization that you choose (0 ressive your protectad heallh
must provide all of the contact Intormation in order for the informatlon to be released,

l-_{.“(.#-ﬁ": AT

{nformation from the Health Plan, You

. L} .
» Identify the parson, family member or organization to receive your Information.
« _ Providé the contact Infarmatlon about the person, family member or organization to recaive your information,

Cheok ONE hox that best describes your roquast.
There are three cholces. The first cholce Is Psychotherapy Notes. The sesond cholce is All Infarmation. The third choics Is
Speclfie Information that you must describe on the line provided. - GHECK ONLY ONE BOX. -

If this authorization is to release psycholherapy notes, 1he Health Plan cannct relsase any other information unless
you complete another Authorization ta Release Information form. ' :

» Psychotherapy Notes are notes recotded by a mental health professional documenting or analyzing the contents of a
conversation durlng a private counseling session or a group, joint, or family counseling session, These notes are
separated from the rest of the individual's medical record. Psychotherapy nofes cannot be combined with an .
aulhorlzation to release any other type of Information, ' :

»  Allinformation. If you check this box, the Health Plan may release all Information related o the provision of a paymant
for your health care benefits or services. It someone is directly (nvolvad in aoordlinating your health care or benefits, you
may want hem 1o have access to all of your information, :

»  Speclfic Information. By checking this box, you Indicate thiat you want only specific information to be release, Descrlbe
the specific information on the line provided, :

Purpose of Release. Pravide a brief description of the reason you want this Information released. The statemant, "At my
request” Is sulficient, .

IMPORTANT: State law requires ihat yol give specific permission to release certain health informallen, Your Injtials are
required on each line in order for the Health Plan to release information for HIV/AIDS, Substance/Alcohol Abhuse, Genetic
Information or Mental/Behavigral Health infurmation o _ L

SReHORE il :
Print either an axplration date OR
release of informa

i et o s

Personal Representative Information. ityou are the Personal Represenlative, the
member's signatura is nol retjuired. However, you must provide 1he requested information,
slgnatura and date. A copy of the legal aulharily, such as a Power of Attornay or olher legal

1 you are the Individual whose
informatlon will be relenasd, you mus!
sign and dale inthis section, -

documient, must be an file Bt the Health Plan or ba submitted with this form.

PLEASE KEEP A COPY OF THIS FORM AND THE INSTRUCTIONS FOR YOU_H RECORDS ) oslé (11ne)




| C'M.f/ ‘ o .Medicare

rwmmmm'mm;mmmi / Benahcmry sarvicesl-600- ML—DlCAHF {1-B00-631-1227) -
o TTYTOD-877 -486-2048

Thisg form is used to advise Medicare of the pm'son or parsum you have chosen to have acéess to your
. personal health inforination. :

: .Whele to Retura Your Completed Authorization Forms:
_ After you complete-and sign the authorization form, return ito the add1 ess below:

Medicare BCC, Written Authurizaﬁon Dept,
PO Box 1270
Lawrénce, ](S 66044

For New York Medicare Beneficiaries ONLY

The New York State Public Health Law pratects information that reasonably coulcl ldc,ntlfy SOMEORG as
having HIV symptomns or infeetion, and information regarding a person’s contacts, Because of New York's
laws ptotecting the privacy of information related to alcohol and drug abuse, mental Lealth trealment, and
HIV, there are special instructions for how you, as a New York 1351denl; should complete this form,

= TFor quesﬂon 2A, check the box fm Lm;-rfed Infm marwu, even if you want to anthorize Medmaie
o release ¢ any and all of your personﬂl hm‘.ﬂﬂl information.

. Ther_! proceed to question 2B.

feclleare RBCG, Whitlan Aulhurmauon Depst..
PG oy 1270
Lawrency. KB BE0A




Instructions for Completing Seetion 2B of the Authorization Form:
Please select one of the following options.

v Optmn 1 To inchude all information, in the space provided, write: "all information, including
information about alcohol and drug abuse, mental health treatment, and HIV", Plowﬂd with the test
of the form.

»  Option 2 To exclude the infarmation listed above, write "Exclude informatioh about nicohol and
drug abuse, menigl health treatment and HIV" in the space provided. You may also check any of the
remaining boxes and include any additlonal mitations In the space provided. For gxample, yml
could W |te "payment infor mation”. Then pFOLEbd with the rest of the form.

If you have uny questions or need sdditional assistance, please feel free to call us at [-800-MEDICARE
{1-800-633-4227), TTY users should call 1-877-486-2048, ’

Sincerely,

1-800-MEDICARE
Customer Service Representative

Enel,




Tnformation to Help You Fill Ont the
“]-800~MEDICARL‘ Author lzaﬁon to Disclose Persenal Health Information” ]“01 m

By faw, Medicare must have your written permission (an “authorization™) to nse 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 (“revake®) your written
permission at any time, exeept .if Medicase has already acted based on your permission.,

If you want 1-800-MEDICARE to glve your personal health information to someote other than
you, you need to let Medicare know in writing.

Ifyou are requesting personal health information for a deceased beneficiary, please inclode a

" copy ol the legal documentation which indicates your anthority to make a vequest for
information, (For example; Executoi/Execntrix papers, next of kin altested 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 pupers with a court stamp and
judge's signature.} Also, please explain youl relationship to the beneficiary.

Please' use this step by step instruction shset when completing your “1~800-MEDICARE
. Authorization to Disclose Personal Health Information” Form. Be sure 1o complete all sections
-of the foim to ensure tunely processing.

1. Print the name of the person wii;h Medicﬂre.

Print the Medicare number exadt]y a4 it is shown on the red, white, and blue Medicare
card, including any letters (for example, 123456789A).

Print the birthday.in month, day, and yeaf (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 24 to indivate how much information Medicare can disclose, ITyou cnly want
. Medicate to give out litnited information (for example, Medicare eligibility). also check
the box(es} in Zb that apply to the type of information you want Medicare to give out.

3. This section tells Medicate when to start and/or when to stop giving ot yout personal
* health information. Check the box that applies and fill in dates. if necessary.

4, Medicare will give your personal health information to the person(s) or organization(s) you
fill in hete. You may fill in more than one person or organization. Ifyou designate an
organization, you must also tdentify one or more individuals in that organization to whom

- Medicare may disclose your personal health infor rration.




The person with Medicare or personal representative must sigri then name, fill in the dte,

and provide the phone numbel and address of the person with Medmare

If you are a personal representative of the person with Medicare, check the box, provide
your address and phoné number, augl attach a copy of the paperwork that shows you can

act for that person (foz example, Power of Atloruey).

Send your completed, signed authorization to Medwai e at the address shown here on your

-authetization form.

If vou change yout mind and don't want Medicare to give out your personal health
information, write to the address shown under number.six on the suthorization 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 miolman i
Medicare has already given out based on your permission).

You should make 2. copy of yom signed authorization for your tecorda bcfcue mallmo itto
MEdlCdIG :




ILSOO-MEI;)ICARE Authorization to Disclose Peréonql Heqlfh Information

Use this form if you want 1-800-MEDICARE to gwe your personal health information to
someorie OﬂlE] than you,

+ Print Name Medicare Number Date of Birth
+ (Il and Inst name of the person with Medicar g) (E.xacﬂy as shown on the Medicare Card) (mm/dd/yyyy)

. Medicare will only disclose the pémonal health information you want disclosed,

2A; Cheek omly ane box below to tell Medimre the speul“lc pelsnnal health
information you want dlscloch .

[ lelted I nim mation (go to queshon 2b)

Any Information { £0 to guestion 3)

2ﬁ: Complete only if you selected “limited information”. Cheek ail that apply: |
O Inforfnation ‘%;tb().llt your Medicare é'ligibility.
N Ir;foﬂnation about your Medicarc claims
. Lnfnrrﬁa.tion about plan (')1]1‘01'11]1;‘.111: (e.g. drug or MA P]gﬁ)
[ Information about premium payme;its

O Otha;‘ Specific Information (please wrile below; for example, payment information)

. Check only ong box below indicating how Iong Medicare can use this aﬁthorizatipp .
fo 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:

Disclose :r_nj personal health information indefinitely.

L1 Disclose my personal health information for a specified period only
beginning; (mm/dd/yyyy) _ and ending: (mm/dd/yyyy)




4. Fill in the name and address of the person(s) or organization(s) to whom you want
Medicare to disclose your personal health information, Please provide the specific
name of tho persun(s) for any organization you list below:

-1, Name; Discovery Resource

Address; 1511 West 34th Sireet

Houston, Texas 77018

2. Name:

Adﬁfess:

3 Name:
- Address:

above to the person(x) or erganization(s) I have named on this form. I
undexstand that my personal health information may be re-disclosed by the
per SOn(s) or organization(s) and may no longer be protected by law.

Sigl-laﬁu'a ' Te]ebhoﬂ(: Number . Date (mm.fddijyy)

" ] Check here if you are signing as a personal representative and complete below.
‘Please attach the appropriate documentation (for example, Power of Aftorney),

Print the Pepsonal. Representative's Address (Street Address, City, State, and ZIE)

Telephone Number of Personal Representative:

Personal Representative's Relationship to'the Beneﬁciary:.

¥ authorize 1-800 M]JDICARE to disclose my [iersonill health information listed

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

This only applics if son1éoxie other than the person with Medicare signed above, -




6. Seml the cnmpleted sigued authorization to:

Medicare BCC, WI itten Authorization Dept,
PO Box 1270
Lawrence, K8 66044

7. Nute'

You have {lie right to.take ba.ck (“revoke™) yaur authouzatlon at any time, in w11tmg,
except o the extent that Medicare has already acted based on your permission, If you
would like to revoke your -authorization, send a written request to the addl 58 shown
above.

Your authorization arrefuse] to autharize disclosure ol your personal health : o i
mformatlon will have no effect on your envollment, eligibility for benefits, or the o _i
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
“colleetion of information vnless it displays a valid OMB control nuinber. The valid OMB-
conttol mumber for thig information collection is 0938-0930, Thie time required to completes
this information collection is estimated to average 15 minuntes per response, including the
~ lime 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 o
CMS, 7500 Security Boulevard, Atin: PRA Repor(s Clearance Qfficer, Mail Stop C4-26~ Of)
Baltimore, Maryland 21244-1850,




" AUTHORIZATION FOR RELEASE, OF INFORMATION

TO:

In con_]unctlon Wlth pending 11t[gat|0n you are harcby authonzed to release to my attomeys
and/or their authorized representatives or
affiliated counsel and to SHOOK, HARDY & BACON, L.L.P. Attorneys for Howmedica
Osteonios Corp., and/or thmr authorized representatives, including but not limited to Discovery
Resonrce, 1511 West 34™ Strect, Houston Texas 77018, the following:

Any and alI.records in your possession or under your control pertaining tothe
employment of , including but not limited to applications for

- . employmert, employee health files, descriptions of job functions, evaluation, reviews,
and job performance summaries, payroll and carnings statements, and correspondence
aud memorandums regarding the undersigned.

" This aufhonzatlon is an information congent for the release of records, and T understand that T
_'havc aright to receive a copy of this Authonzatmn upon request.

A copy of this signed Authorization shall be decmed as valid as the original

Iunderstand that the information requested éannot be released without my specific consent.
These records shall be used or disclosed solely in connection with the current litigation and
which involves the person named above. This authorization shall cease to be effective as of the
date on which the litigation concludes, :

‘This consent is subj ject to revocation by the undersigned at any time except to the extent that
action has been taken in reliance thereon. Tunderstand that once the information I have

authorized to be disclosed reaches the noted recipient, that person or organization may re-
disclose it, at which hme it may no longer be protected under Privacy laws,

DATED; -

SIGNATURTE.

DATE OF BIRTH .




 Farm S8A-7050-F4 (10-2016) UF o Page 2 of4
| REQUEST FOR SOCIAL SECURITY EARNINGS INFORMATION

1. Provide your name as it appears on your most recent Social Security card-or the name ofthe individ;igl whose
Bamings you are requesting,

First Name: 1t || | [ | ] | | |__| Middie Inilial:lj

-LgstNanje: !| I : | | [ I | , || | I

Sociat Securlly Number (5sN)| | | | - il | | One 88N per roquest

Date of Birh: J ! J_J 1T I | ‘.DatgofDealh: 14 3! I |
Other Nama(s) Used , ' :

(Include Melden Name)

2. Whal kind of eamings in_format‘ion do you need? (Choosa ONE of the following types of earnings or SSA must return thls request.)
[] temized Statement of Earnings $115 . . . Yaar(s) Requested: T to - -
{Includes the names and addresses of employers) ' l—l—l—l—l I—I—[~I—|
. . ) r . Year(s) Requesied: T ‘o | [" ‘|_ | I
¥l you check Yhls box, 1elt us why you need this informatlan balow. I I ( R ] ,

D Gheck Whia box if you wanl e earhings informalicn
CERTIFIED for an addilional $33.00 fee.

[] Certifiedt Yoarly Totals of Earnings $33 - Year(s} Raquested: |~ 1o P '
(Doss not inciudé ine hames and addresses of employers) N :l:l:m L | i J
Yearly edrnings totals ara FREE te the public if you do not Yoar(s) Raquested: ] —l to I_l_m
require cerlification, To obtain FREE yearly totals of garnings, ’ ‘ ] _
visi our website at waww, 558 aovfmyaccolnt. i - ] : .

3. If you would liké this information sent to someone else, please fill in the information below.
1 authorize the Sacial Security Administratton to release the earnings information to:

Name Discovery Resourcs

Address 1511 West 34th Glrest - ' State X

Cil’.j . Houston ) ) 7 ZIP Code 77018

4.1 am the individual to whom 1he recard pertains (or a person authorized to sigh oh behalf of that indlvidual), |-
understand that any false representation to knowingly and williully obtain information from Social Security records is
punishable by a fine-of not mare than $5,000 or one year in prison.

Signature AND Printed Name of ldividuat or Legal Guardian SSA st racatva U1 Torm wihin 126 gy from Tha Bele Sioned
| | e OO [TLT
Rejationshlp (If applicable, you must attach proof) - Daytime Phoue: '
| Address“ : o ) - o . Staier
City - ' S - N P Cade -

Witnesses must sign this form ONLY if the above signalure is by marked (X). It signed by mark (X), two witne3ses to tho slgning who-
know 1ha slgneé must sign below and provide thelr full addresses. Please print he slgnee's name next to the mark (X) on the signature
line above, - ‘ - .

1, Signafure of Wilness C * |2 Slghature of Wiinses

Addrass (Vumber and Sireel, City, Slate antl ZIP Code) Addrass (Nomber and Sireel, Cily, Slale and 2P Coéa)




Form SSA-7050-F4 (10-2016) UF
Discoritinue prior editions - i _ " Page1ofd -
Social Sevurily Administration ) : OMB No. 09680-0525

REQUEST FOR SOCIAL SECURITY EARNINGS INFORMATION

*Use This Form [f You Nead

. , DO NQT USE THIS FORM TO REQUEST
1 Cert!fledmo{a Cerlified Detalled Earnings Information YEARLY EARNINGS TOTALS
Includes parjods of employment or self-employment 1. .
and the hames and addresses of employers, ' Yearly aarninge totals aro FREE 1o the public
. - : if you do not raquire cetification. .
OR .
- . I » _ To oblain FREE yearly totals of earmings.
2, Certified Yeaﬂy_Tr:-tals of Earnings isit oUT Website at . .
Includes total earnings for each year but does not
- irclude the names and addresses of employers. - ‘ '

; Privacy Act Statement
Collection and Use of Personal Informatlon

Seclion 205 of the Social Securlty Act, as amendad, authorizes us i collect the information on this form. Wé will
use the information you provide to [dentify your records and send the earnings Information you request,
Completian of this form 1s voluntary, howaver, failure lo do s0 may prevent your request from being protessed.

We rarely use the information In your earnings record for any purposs other than for determining your entitlement
to Social Security benefits. However, we may use it for the administration and integrity of Social Security programs._
We may also disclcea Information o another person or to another agency in acecordance with approved rouline
_ uses, which incude but are not limited to the followlng: .
1. To enable & third party or an agency to assist Social Security in establishing rights to Social Seaurity
‘benefits and/or coverage; - - ) : ) :
e. To comply with Federal laws requiring the release of information from Social Security ragords {e.g,, to the
Government Accountability Office and Deparimeant of Veterans' Affairs); ) _ )
3. To make determinations for eligibility in similar health and income maintenands programs at the Federal,
State, and local level, and, - ‘ L -
4. To facifitate statistical resaarch, audit, or investigative activities necessary (o assire the integrity and
improvement of Social Securily programs. '

A complete list of routine uses for earnings information is available in our Systems of Retords Notices entitled, thi
arnings Recording and Self-Employment Incomie System (60-0059), the Master Beneflclary Record (60-0090),

- and the §8A-initlated Personal Earnings and Benefit Estimate Statement (60-0224). B
In-addition, you may choose lo pay for the eamings information you requested with g credit card.
31 C.F.R. Part 206 specifically authorizes us to collect credit card Information. The information you provide about
your eredit card is voluntary. Providing payment information is only riecessary if you are making payment by credit
card. You do not naed tofill out the credit card information if you choose another means of payment (far example,.
by check or money order). If you choose Lhe credit card paymant option, we will provide the infarmation you give us
to the banks handling your credit card account and the Soclal Security Administration's (S8A) account. . '

Rotiline uses applicable to credit card Information, include but are not limlted 1o . ]
{1) to enable a third party or an agency to assist Social Security to effect a salary or an adminlstrative ‘offset ar to !
an agent of SSA that s a consumer reporting agency for praparation of a commercial credit report in aceordance
with 31 U.8.C. §§ 3711, 3717 and 3718; and (2) to a consumer reporling agendy or debt collsction agent to ald in
tha collection of outstanding deblsto the Federal Government, .

A camplete list of routine uses for credit card Information is avaliable in our System of Records Notice entitled; the
Financial Transactions of SSA Accounting and Finance Difices (60-0231). The notice, additionai information
regarding this farm, routine uses of Information, and our progiams and systems Is available on-line at
www.soclalsecutily.gov or at your local Social Security office. -

Paperwark Reduction Act Statement - This information collaction meets the requirernents of 44 U.S.C. § 3507,
as amendad by section 2 of the Paperwork Reduction Act of 1895. You do not need to answer (hese questlons
unless we display a valid Office of Management and Budget control number, We estimate that it will take about 11
minutes to fead the instructions, gather the facls, and answer the questions. Send only comments refating fo
our tlme estimate above to: SSA, 6401 Secuilty Blvd, Baltimore, MD 21235-6401. '




Form BSA-7050-F4 (10 2018} UF

Page 3 of 4

REQUEST FOR SQCIAL SECURITY EARNINGS IN FORMATIDN

INFORMATION AE!CJUT YOUR REQUEST

' You may use Ihis forin 1o request earnlngs Infarmallon for only ONE Soclal Secuifly Number {S5N)

How do | got my earnings statement?

You must complete lhe attached form. Tell us the specific

years of earnings you wanl, type of exrnings record, and

provide your mailing address, The lemized statement of
earnings will be mailed to DNE address, tharslore, if you
want the stalaman! sefit to sormsone other than yoursali,

" provide their address In section 3. Mall the completet form

ko $8A within 120 days of signature. If you sign with an "X",

'your mark must ba witnessed by two Impartlal persons who

must pravide their name and address in the spaces provided,

Selact ONE tyns of aarnlngs statemant and include the

apprapriate fae.

1. Certified/iNon-Cartifled Itemizod Statemsnt of Barnings
This statermant includes years of self-employment or
employmeant and tha namas and addresaes of
smployers.

2, Genifled Yearly Totals of Earnings
This statement Includas the total earnings for each year
réquested but does not include the names and
addresses ofemployers

1t youi require one ol each type of earrings statemenl, you 7
musi complate two separate forme, Mail each form to §SA
wilh bne form of payment attachad to each request.

How do ! get someone else’s varnings statement?

Youmay get sorhacne else’s samings Information if you
mesl one ofthe followlng criteria, attach the necosaary-
documents fo show your entillament fo the eamings
inforrnation and include the appropriale fee.

1. Someohe Elsa's Earnings
The natural er aduptive parent or legal guardian of a
minar child, or the legal guardian of & legally declared
incompetent individual, may oblain samings information
if acling in the best interest of the minar child or .
incompetent individual. You must include proof of your
relationship to the Individual with your request, The proof
may include a birth certificate, cotirt arder, adoption -
decres, o other legally binding document

2K Decaasﬁd Parson s Earnings

You can requast earmligs information irarn the record of
d deceased person If you arer

* The legal répresentalive of the esfate;

-« A survivor (that is, the spouss, parent, child, divorced

spouse of divorced parent); or

.~ Anindividual with a material interest {e.g., financlal}
‘who is an heir at law, rext of kin, beneficiary under {he
will or donee of property of the desedent.

You musl include proof of death and proof drynur
rolalionship 1o the decsased-with your requast.

Is There A Fad For Earnlngs Informatlon?

YYes. We charge a $115 fee for providing information for
purposes unrelated ta the adminisiration of gur programs, -

1. Cerﬂﬂed or Non Certifled ltemlzed Statement of
Earnings
In most instances, Individuals retjuest Itemlzed )
Statements of Eamings for pusposes unrelated to our
programs such as a private pension plan or petsonal
injury sult. Bulk submitters may email QGO Pensign,
Fund@ssa.goy for an aiternate mathod of obtammg
|Iemized eamings lnforrnatlon )

Wo will cartify the llemlzed earnings Infarmauon foran
addiional $33.00 fee. Certification is usually not
necessary unless you are specifically requestad to obtain
a certified earmings regond.

Somatimes, there Is no charge for itemized earings
information. 1fyou have reason to believe your eamings
are not correct (for exampla, you have previously recalved
aarnings informalion from Us ard it doss not agree with
your records), we wilt supply you with more datall for the-
year(s} in queslion. Be sure to show the year(s) involved
on the fequest form and explain why you nead (ha
Informatich, It you do not tall s why you nead the
information, we will charge a foa.

2, Cetlified Yeatly Totals of Earnlngs
Wa charge $33 to ceriify yearly totals of earmings.
However, if you do not want or need cerlification, you may
obtain yaarly fotals FREE of charge at
www.s58 gov/myaceount. Cerfification |s usually niot
necassary unless you are advised spacifically fo oblain a
certified eamings record.

Method of Payment
This Fae |s Not Refundable, DONOT SEND CASH.

You may pay. by credit card, chack or money order.
» Credit Card Insttuctiona
Complete the credit cart sec;llon on page 4 and
retuin 1t with your request farm,

» Check oF Money Order Instructions
Enclose one check or money. order par requast lom
payable ta the Soclal Securlty Adminisiration and
write the Soclal Securlly numbar In the memo. - -

How long will It take S56A to procese my request?

Pleasa allow SSA 120 days to process this requesl. After
120 days, you may conlact 1-800-772-1213 to leava an

Inguiry regarding your request,
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REQUEST FOR SOCIAL SECURITY EARNINGS IN FORMATION

. Where do | send my complete request?

Mail the complétasd form, support]ng documentation,
and applicable fee to:
Social Security Admm_:stratlon
Diviston of Earnings and Business Services
P.O. Box 33011 -
Baltimore, Maryland 21290-3002

If using private contractor such as FedEx malf form,
supporting documentation and applicable fee to;
Soclal Securlty Administration
Division of Earmings and Business Serwces
6100 Wabash Ave,

Baltimora, Maryland 21215

. Hr;}\i\.r much do 1 have to pay for an ltemized Statement of Earnings?

Non-Gertlfied ltemlzed Statement of Earnings

$115 00

Caniﬁed llemized Statement of Earnings
) $148.00 . .

* Howmuch do | have to pay for Gartified Yearly Totals of Earnings? '
Ceitified yearly tolals of eamings cost $33.00. You may obtain non-certified yearly totals FREE of charge at
Mgwlnygggpu_m Certification is usually not navessary unless you are apecifically asked to obtain

a certified eammgs record.

YOU CAN MAKE YOUR PAYMENT BY CREDIT CARD

..Ae a convonlencs, wa offer you the option to make your payment by cradlit card, However, regular credit card ruies wm,

apply. You may alao pay by check or monay order. Make sheck payable to Soclal Securlty Administration,

CHECK ONE

[} MasterCard [_] Discover

3 Visa : " [C] American Express -

Credit Card Holder's Name =~
- {Enter the name from the cradii card)

First Narme, Migdle Tnifial, Last Name

Gredit Card Holder's Address

Nomber & Street

City, State, & ZIP Gode

Daytime Telephone Number

CLLOT - [T

Aroo Coda

Credit Card Number

TT10 - [0T0 - [T

" Credit Card Expiration Date

- (MMIYY)

Amount Gharged
Sea above 10 salect the cotrecl fee for yaur requast,
Applicable fees are $33, 3115, or $148
S84 will relurn forms withoul 1he approprigle fee.

. Credlt Card Holder's Signature

DO NOT WRITE IN THIS S_PACE
- "OFFICE USE ONLY

Aulh prization -

Name . T Dale

Remiltanice Gonlrol #




K X ‘ Form A o
Socinl Security Administration oMb NS,P 08t BES-DEGG

Consent for Release of Information

Instructlons for Using thls Farm

Complets this form on1y ‘It you want us to give Informatlon or racords about you, b niinor, or_a tegally incompsetant adulr, to ah

individual or group [for example, a doctor or mn insurence coinpeny).  you #rs the natuweal of adopﬁva parsnt of Jegal guardian,
acting on bahalt of & minor, you may complete this form to reloase only the miner‘s non-medical recardn, 1F you are requssiing
tnformg tion for a purpose not dreetly rélated to the administratlon of any pragram undor the Zoeln| Sanyrity Acf ‘a fae may be

charged, -

NOTE: Do not uye this form Lo;

v Request us ta ralensn the madical raaords of a minor, Instead tontact your local offics by ealling 1-800-7732-1213
{TTY-1-800-325-07 7B, ar :

« Requast information about your eamings of employment history. Instead, complots form S8A- 7050-F4 at auy Soglal
Becurity office or online &t wwyw. ssa.gov/oniine/sga-7050 pdf,
‘Haw 1 Complate this Form

We will not honor this farm unless all raqulred flelds are completed. An astarisk *Y indicatas a raquirad Jlald. Also, we will -
not honor blankst requests for "all records” or the "entire Ale.” You mus! specify the infarmetien you arg reguesting and vuu
st sign and date this form.

= Bl In your name, data of bfnh and seclal security number or the pame, date of birth, ood goclal _,acurlty rumher of tha
© person te-whom the lnlormalmn applies,

*. Fillin the hate and address of the individual {or arganizstlan).to whom You want us 1 ra!eaae your inferpation,
+ Indicate the season you are requesting us to diselose the informalion,

' Dhock the box(os) next 1o the 1ypels) of Information yau wani us to releaee including the date ranq‘es, if applivable.

" You, the parent or lapat guardian acting on behall of a miaor, or the legal goardian of 5 legally Em:ompatum adult, must
sign and date Lhia form and provide a daytime phone numbar whera you aan ke reached,

« Jf you ore not the parson whose informaiion is requested, atals your relationship ta thal pPrsnn We may sequire prool of

relotionetip. PHIVACY ACT STATEMENT

Seclion 208{s) of tha Social Set:urlty Ack, as amﬂndad aulhorizes us to coliect the informaiion raquestad on this torm., Thﬂ
information you provide will be used to respond to your request far SSA records Information of procass your request when wa
relerse your records o v 1hird pary. You do net have to provide the requestsd information. Your response la valuntary:
howaver, wa cannat henor yeur mquam ta ralaasa Infarmatlon or records aboul you te another person of orgﬂmzahon without -
yaur-zonsent. .

We rei're]y uca the Infarmation provided on this form for any pipose oYher than to respond Lo roquests for B84 racords

information. However, In acconiance with 5 U,5,C. § B4Za{b) of the Privacy Act, we may dizclosa the information provided on

this form In accordance with approved routine uses, which include but are nol fiirfted to the followlng: 1. To enable an agency
or third party to asslst Soeia]l Securily In asabliahing rights 1o Soelal Sacurlty hanaelits and/or eoverage; 2, To malte
datermitatlens for eligibllity In simllar health and Ingome malntenanog programs &1 the Fodernl, State, and local level; 3, To
zamply with Fodera] Isws requiting the disclasura of the inforthatleon: froin our ragords; and, 4, To fuciliteto s‘taﬂsﬂcal resaarch,
aud, or inveatigatlve artivities nauesuasy to aseura the ihlagrity of SSA programs.

We may also use the infarmation you provide whan wa match records by computer, Gomputer matching prograps tompare our
racerds with those of other Federal, State, or local govemmens apenclas. Infermatlon from Ihese matching progrars can he
‘used lo eslablish or verily a parson's oligibllity for Federmlly-fundsd or administered benefit programs and for rapaymart of
. pnyrr‘entﬂ ot delinquent debts under thesa pragreme. .

____Addmurlal Tnformation regarding this fnrm, routing uses of information; and olhar Saciel Securty pmgmms are avallable Trom
aur’ Internat wehbsita at W, soclalsecutity.flov ar at your lecal Social Security office.

PAPERWO IEDUCTION AGT S ATEMEI"ﬂ'

Thia miofmatlon cuilectmn meets tho requiraments of 44 U.5,C. & 3607, as amﬁndad by section 2 of tha Paparwork
Reduetlon Act af 1936, You do not pead to answor thesa quaations unlass wa display a vulid Offiea of Management and
Budget control pumber, We estimate fhat It wlil take ahout 3 mindkss ta read the instructions, gathar the facts, and answer
tha questlons, SEND OR BRING THE COMPLETED FQRM TO YQUR LOCAL EGCIAL SECURITY OFFICE, You can fiod your
locnl Saclu) Seourlly oifice through SSA's webslte ot www.sochlsecurlty, uov, Offloac are atso lisied under U5, Government
agancles In your 1eleplione dlrectory or you may oall 1-B00-77Z-1213 {TT1Y 1-BO0-326-0778), You imay send conunents on
our thme asiimate abova to! SSA, 6301 Sacurity Bivd,, Feltimoro, MD .27235—6‘40 1. Bend only nummenl‘s refating to ooy fime
astimata fo this addrass; not tha cumplatgn‘ farm,

_Form BEA-3209 (07-2010) EF {07-2010) Destroy Prior Editions




Yot e N . Form Approved
Social Security Administration | ‘ OME No» 0960-0666

Consent for chleasr: of Information

SSA will not honor this fotm unless all requived Flelds have been completed (*signifies required field).

TO: Social Security Administration

*Name. © *Date of Birth ~ FHoclal Security Number

| aurthorize the Socisl Security Administration to releass information or records about me to:

CNAME . "ADDRESS A- L ¥

Discovery Resourge . _ 1611 Wast 34th Street

Housloﬁ. TX 77018

*| want this Infarmation released because:

. For infermsation purposes parlaj 1o clvil litigation.
There may ba a2 tharge For relassiug: Infornmtion. = -

*Plaase release the following information selacted from the list below:
You must check af least eng box, Aigo, 584 will not disalose racorts unloss ppplicable date ranges are included, -

[ ] Sovial Security Number
ol Current monthly Secial Sacurity benefit amount

[ ] Current monthly Supplemanta) Security Income paymenit amout
[x )i] My benefit/paymant amounts from to

{X] My Medicare entitlement from to

- |} Medical records from my claims folder{s} from ] ta
IF you went S8A to tefopse a minor's medicaf reeatds, do yiol use this form bt inslend genfaot your lneal SSA offfcs.

|x] Complats medicat regorde from my claima foldet{s)

|x] Other recordis) from my file {e.n. applications, questionnalres, cunsultauva examination
reports, determinations, ete.) Assessments; Questionalres, Aoblications far Glalns;

Dbs Detemmatlons Award or Denial i efters: §8A Form 021 & S8A Farm 3368

| am tha mdividual 1o Whoin the requasted mfnrmatrnniracnrd appies, of the parent of legal guordian of a minor,
ot the Tapal gunrdian of n legully incompetent adult, | dedlare undsr penalty of perjury In accordance with 28
G.F.H. § 16.41[d]12004} that 1 have examined all the Informalion on this Torth, 4nd on sny nceompanying
ststpments or forms, and it is true and corect to the best of my knowledgae, | underetand that anyone who
‘knowingly or wiltfully seeking ot oblaining access to rocords about ahother person undar folse pretenses is
-pumshable by a fine af up to 45,000, | alse understand 1hat any appllcahlo faes must be pald by me.

*Signature: | _ - - -~ *Date:

Relationskip (i mot the -!nd.r'\{fduall: ] o *Daytime Phane! _

Form B9A-3788 (07-2010} EF (07-2610)




8821 , ‘ Tax Information Authorization S

Form ‘* Infarmation about Form 8821 and ita instruations Is at www.irs, gov/form8821, Fociys by:

{Rev. Masch 2015) kDo m:: ;ign thly iu;m urg;s?tﬂll app]luablelllnaat have haan{cnhlpleled. _ :;’:;h—m:-—__.
L . a not use Form 8821 to request coples ot yéur {ax refurms : —_——

Departmant bf e Trd - -

" nig:\ral ;Swg\un Se:wiﬁ:w o to authorize sometna ko ropresent you, ;‘:’:T““"‘

1_Taxpayer information. Takpayer must slgn and date this form on line 7. "
Taxpayer neme and address Taxpayer identillcation numbar{s)

2 Appolm‘.aa it you wish to,name more than one appointes, atlach a Hist to tis form. Chack here If a Iist of addltmnal
appointees is attached b [

Neme and address T CAF No.
: ) PTIN -
- | Telephone No,

- | Fax Na,

............................

. . - .| Gheck If new; Address EI Talephone No [ FaxNec. ]
3 Tax !nlormatlun Appomlee is authorlzed to Inspect andot receive confidential tax infarmation for the type of tax, forms
perods, Bnd apeclnc maitera you llst below. See the ling 3 instructions,

{a) ‘ th) e} {d)
Type of Tag Informallon (Income, ) i
Empioyinent, Bayroll, Exclss, Eslate, Gifl, (1{}:)1() ng?} J;lgtr)ni;t;.; | Yetr(s) or Petiodis) Speciffc Tax Matters

. Glvil Penalty, Sce, 4800H Paymenls.‘alc.)

4 S'peciﬁc-use not recorded on Gentralized Authorization Fils (GAF), If the tax information authofizalion is for & apacific
use not recarded on GAF, cheok this box, See the instructtonis. If you check this box, akip ines Gand 6 . . . . o

5 Disclosure of tax information (you mustit:heck a box on line 5a or Bb unless the box on line 4 is checked):
ail you want.aoples of tax: Inrnrmatlon notices, and other written communicationa sert to the appmntae on an ongomg

basis, check thlsbox . . . e e e - N
Note. Appuintess will ng longer feceive rorms, publlcat:ons and olher relatad matarials w[lh 1he nohces

"b ! you do riot want any coples of notices ar communications sent to your appaintea, check this hox N El

- 6 Retentionfrevocation of prior tax nnfurmahun auihonzaﬂons If the: line 4 box Is checked, skip this Ine. W the lina 4 box
Is not shesked, the IRS will automatically revole all prior Tax Information Authorizations on e unl&ss you check the line 6
hex and attach a copy of the Tax Inforrmation Authorization(g) that you wanttoretaln, . . . -, . AN N

To revake & pror tax informatlon authorization(s) without submitting 3 new autharlzatlon, see the line 6 nstructions.

7 Signetura of taxpayer. If signed by a corporate officer, pariner, guardian, executor, receiver, adminfstrator, trustea, or
parly olher than the taxpayer, | certily that | have the authority in execuie ths form with respect 1o the tax matters and tax
perinds shown on line 3 above :

»IF NOT COMPLE’TE. SIGNED, AND DATED, THIS TAX INFORMATION AUTHORIZATION WILL BE F_tETURNED.

¥ DO NOT SIGN THIS FORM IF IT I3 BLANK OR INGOMPLETE.

Signalure ‘ ’ ' Date

VPfinanrf've - Tilia {it applizabla) -

¥or Privaoy Act and Paparwork Reduction Act Notice, see Instructions, © Cal.No. #5989 Form BB2T Rov. 520185

Daytime telaphone number Plan number (if applmable)




(Rev. March 2015)

Tax Information Authorization

Instructions for Form 8821  §7ij emmmomi e

Seclion referehces are to the (nternal Revenue Goda
unless olherwise notad,

Genaral Inatructions

Future Davelopmenis. For tha latest Infalmation about

davalopments telaled to Form 8821 and its instructions,

suich as lagistation enacted after they were publishod, go
" 10 www. frs. qovdoimigaet.

. Purposs of Form

Form 8821 authorizas any Individual, corporation, firm,

- organization, ar partnership you designate to inspact
and/or recaive your confidential Information verbally or in
writing for the type of fax and tha vears of pariods you list
on Form 8821. Form 8821 Is also used to delete of revoke
prlor tax Information authotizatione, See the inslructions

for ling &, later.

Y¥oumay flle your own fax information authorizatlan
without using Form 8821, bul it mus! include all the
infarmation that |s requestad on Form B821.

Fotm 8821 does not athorize your appointee to speak

on your bahalf; to execute areguest 1o allow dis¢losure of

raturn or relurn infermation fo another third parly; to

" aglvocate your position with respect to fadaral tax laws; to
adectle walvers, consents, closifig agraemaents; or
rspresenl you h any oiher manner before the 1RS. Use
Form 2848, Power of Attorney and Declaration of
Representatlve, to authorize an individual to represant
you before the IRS, The appointea may not subslitute
anpthar party as your authorlzad designes,

~ Where To File Char?

. Authorizatlons |isted on prior Forms 8821 are

‘aUlomatically revokad unless you attach copies of your

prior Farms 8821 {o your new submissions.

' Your appointes s never allowed to endorsa or
4 hegotiale a taxpayer's refund check or receive g

(Immr) taxpayer's rafund via direct daposit,

Need a copy of tax raturn information? Gota irs.gov
and click on "Giet Transcripl of Your Tax Records” under
“Tools" to obtain and print a transcript of your past tax
refurng, or raquest the transcript be mailed 1o you. IRS
transcripts of your tax return are often used Instead of a
copy of the aclualiax refurn fo validate incomea and tax
filing &tatus for mattgags applicatlons, student and small .
business loan applcations, and duilng tax praparation.

You may also ratjuest ranscript information by mail by
completing Form 4506-T, Request for Transerlpt of Tax
Retumn, or Fotm 4506-TEZ, 8hort Form Requastior
Indvidual Tax Relurn Transcript. '

If you want a photocopy of an origihal ax teturn, use
Farm 4508, Raquest for Copy of Tax Return. Therels a

-~ fa for aach return orderad, which must be pald with your

request,

Whan a propetly exscuted Form 8821 is on fle with the

IRS, your appolniee can also get on-line tax Information

through a-Services - Onfine Tools for Tax Professionals at.

irs.gov. ‘

Form 56. Use Form 56, Notice Concerning Fiduglary
Relationship, to notlfy the RS of the existence of a
fiduclary relatioriship. A fidugiary {trustes, exegutor

oo

IF you live in... - 'THEN use this address... Fax number
Alabama, Arkansas, Connecileut, Delaware, Dlgtrict of
Columbia, Florida, Georgla, Mnots, Indiana, Kentucky, Interhal Revenue Sarvice
Lontsiana, Maine, Maryiand, Massachusells, Michigan, Mernphis Accounls Managemen! Centar
Misaisaippl, New Hampshlrs, New Jeraay, Naw York, 5333 Getwell Aoad, Slop B423 g55-214-7519
North Garolina, Chlo, Pannsylvanla, Rhode [stend, South Mernphis, TN 28118
Carofina, Tennessee, Yermont, Virglnia, or West Virginia
Alasks, Arizona, Galitomia, Colorade, Hawall, ldaho, lowa, ’ . .
Kansas, Minnasota. Migsourl, Montana, Nabragha, internal Ravenye Seorvice
Nevada. New Mexico, North Dakota, Oklahoma, Oregon, 1973 N. Rulon Whila Blvd, MS 6737 B55-214-7500
South Dakata, Texas, Uteh, Washinglon, Wiseansin, or Ogden, UT 84201 .
Wyoming . : : )
All APO andl FPO addresses, American Samoa, Initernal Ravenue Service, - BSB-773-3158
nonpsmanent sasldarils of Guam or the U.8. Virgn Internationat GAF Team
Istands™, Puerto Rieo {or i excluding Income under 2070 Markel Streel 267-941-1017
Interrat Ravenue Code sectlon 938), & forelgr ountry, MS:3-E08,123 (Oulslde the United
U.8. ellizens and those ling Farm 2556, 2555-E2, or 4563. Phlladelphia, PA 19104 . ) Slaleg)

* These numbars may change withoul aatice. For updales, go i www.fs gqv#orin&ah and search under "Razent Devalopments.”
*'Permanaht resisents of Guam should use Dapariman of Taxalion, Government of Guam, P.0O, Box 23507, GMF, GU 56021; permanent-yesidents af tha

U.5. Viriin 12landa shauld yse V.1, Buread of Intemal Revsnue, 6115 Estale Smith Bay, St. Thomas, VI, #0802,

Rar27, 2015

Gat. No. 667042




adminislrator, receiver, or guardlan) stands in the position
- of ataxpayar and acts as the taxpayer, not asa
representalive, A fiduciary may autharlze an individual 1o
_represent or parform certain acts on bahall of the person
- ar enlity by filing a power of attarney that namas the

" eligibla individual{s) as representative(s) for the person or
entity, Bucause the flduclary stands in the posltion of the
person or entily, the fiduciary must sign the power of

- attorney on hehalf of the parson or entity. :

When To File )
If you are stibmitting Form 8821 10 awuthorlze dizclosure of
your confldential tax information far & purpose ather than
addrassing or rasolving a tax matter with the IRS (a.g., for’
income verltication raguired by alander}, the 18S must
recelve the Form 8821 within 120 days of the taxpayer's
signafura date on the farm. Thls 120-day requirement
does not apply to a Form 8821 submifted to authorize
disclosura for the purpose of assislance with a tax matier
" with the IHS. s

Where To File

If you check the box on line 4, mall or fax Form 8821 to the
IRS offica handling the specific malter, Otherwlse, mait or
.fax Form 8021 diractly to the IRS address according to the

Whers Yo Flie Chart, eariier. )

Taxpayer Identification Number (TIN)

A TIN s used to confirm the identity of a taxpayer and
identlfy the laxpayer's return and return information. it [s
Impartant thal you furnlsh your correct hame, sociat
securily number (SSN), individual taxpayer identification
number (ITIN}, and/or employer identilication number
{EIN},

Partnorship ltems , _

A lax matters partner is avthorized to petform cerlgln gets
on bahalf of an affected partnership, Rulea govarning the
usa of Form 8821 do not replace any provislons of Jaw
conceming the tax treatment of parinership iterns.

Appointes Address Change

IFyour appoinise’s address changes, a new Form 8821 Is
not required. The appointee can provida the IRS with tha
new Information by sehding written notification of the new
addrass lo the localion whers the Form 88271 was flled.
Your appolntze mus! slgn and date the writtén notice of -
eddress changa,

Specific Instructions

Ling 1. Taxpayer information

individual. Enter your name, TIN, and your streat
address [n the space provided. Do not enler your
appointes’s name or address informaflon tn the Taxpayer
Information box. ¥ e return is a foint feturn, the _
appointea(s) fdentified wiif only be authotized for you,
Your spouse, or farmer spousa, must submit a sapatate
Form 8821 lo deslgnate an appointee. :

Corporation, partneiship, or assoclalion, Entertha
name, EIN, and buginess addreas.

- Employee plan or exempt organization. Enter the

name, address, and EIN or SN of the plan sponaor/plan
name, exempt organization or hond lasuar, Enter the
three-dlgit plan number when applicable. 1 you are the
plan's trustee and you ate avthorlzing the IRS to.disclose
the tax information of the plan‘s trust, see tha Instructlons.
relating fo the trust. |

Trust. Enter the name, lifle, and address of the trustoe,
and the name and FIN of lhe frust.

Eslate. Enterthe name and address of the.estate. If the,
eslate does not hava a separale Idaniification riumber,
onter Ihe decedant's 38N or [TIN.

Line 2. Appointee

Enter your appolntee's fuil name, Use the identicat full
name on all submissions and correspondence, Enler tha
nine-digit GAF number for each appointae. If an appointag
has a GAF number for any previously filed Form 8821 or
power of attorney (Form 2848), use that numnber. If a CAF
nurnber has not been assigned, enter *NONE," and the
JAS will Issue one dlractly to your appointas. The IRS
does not asalgn GAF numbers to requests for employee
plats and exempi organizations.

It you want lo nama more than one appolntee, chack.
tha box on line 2; and attach & fist of appointess fo Form
8821. Provide the atldress, and raquestad numbats for
each appointee named, -

If Form 8821 is being submiited for the sole purgose of
updaling tha appointee’s addrass or talaphoneftax
number, check the applicable box, .

Line 3. Tax Information

Enter the type of tax Informatlon, the tax form number, the
years ar periods, and the speciflc malier, For axample,

yau may list “Inaome, 1040" for catendar year "2014* and - -

“Exclsa, 720" for "2014" (this covers all Guartars in 2014).

Far multiple yoars or a series of inclusive perfods,
Ingtuding quarierly patiods, you may enter, for axample,

“2012 thiu 20147 or "2nd 2013-3rd 2014." For flscal years,

enter the ending year and month, using the YYYYMM
format, -

Do not use a genaral referenda such as "All years,” “All

pariods,” or “All taxes." Any tax information authorization
with a ganeral reference will be returnad.

You may list the cufrent yaar/period and any tax years
or perlods that have alrsady ended as of the date you sipn
the tax Information authorizaflon, You may also list future

tax years or periods. However, the 185 will not record

on the CAF.system future tax years or perlads listed
that exceed 3 years from December 31 of the year
that the JRS receives the tax hformation '
authorization, '

Youmust enter the description of the matter, the tax
form pumber, and the fulure year(s) or perlod(s). If the
matter relates lo estate tax, enter the date ofthe -. ’
daceden's death Instead of the vear or period. }f the
matler relates lo an employee plan, Include the plan
number in the déscription of the matter.

. If you appoint sorrizone only with respect fo a panalty
and interest due on that penzlty, enter “clvil penalty” in

Instructions for Form B&21 (Rev, 3-2015)




columa (a), and If appllicable, enter the tax year(s) lor the
penalty. Enter "NA" {not applicable) In cofumn (b). You do
not have 10 enter the specitic penalty,

It the taxpayer is subject to penalties related to an
individual retirement accaunt {IRA) anter *IRA civil
penally” in column (a). .

Note. If Form W-2 is fisted on ine 3, then the appolntes Is
antitled to recalve taxpayer notices regarding any civil
penallias and paymenls related to that Farm W-2. A Form
8821 thal lisls & perticular tax return will also entitla the
appolniee 1o receive the taxpayer notices ragarding any
return-related. clvil penaltles and paymenis. For axample;
if Form 104046 listed, the appointes is enliled 1o recelve
taxpayer notices regarding the saction 5000A Indlvidual
sharad respanhsibilily payment. Specific refarence to those
penalties and payments (s not required. However, any civil
" penally or heallhcare-relatad payment that is not
relurn-relatad, such as the section 4880H employer
shared responsibflily payment, the annual fee for branded
prasatiplion drug sales under section 8008 of tha
Aftordable Care Act (AGA), or healih Insuranca pravider
166 under section 8010 of the ACA, 1s not covered by {he
Form 8821 unless column (a) references “civil penaltles”
or the name of a spectiic penally ar payment,

Colurmn (d}. Enter any specific information you want the
*IRS 1o provitle. Exarnpies of ¢elumn (d) infosmation: lien
informalion, balance due amount, a specific fax schedule,
saction 48801 smployer sharad raspansibility payment
Information, ar a tax liabllity, _ o )

Enter not applicabla” in celumn (d) if vou ara not
limiting yourappointes's authorlty to inspect and/or
racelve all cenildentlal tex informatlon described in
salurnns {a}, (b), and (c). _

"Forrequests regardlng Form 8802, Application for
"United Staies Resldency Certification, enter "Form B802"
in coluinn {d} and check the speciic bax on line 4. Also,
entet the appointee's information as instructed on Form

BA02. ;

Line 4. Specific Use Not Recorded on CAF
Generally, the IRS records all tax information
auihorizations on the GAF gysiem. However, :
authorizations relating lo certaln Issues are not recorded.
Check the box on line 4 if Form 8827 1a being submlited
for any ot the following reasons,

1. Reguests 1o disclose Information 1o [caﬁ campanies
or educational instiulions. ’ -

2. Requests to disclose information to federal or state’
agency Investiyjators for background ochecks.

8. Bequegts for Infermatlon regarding the tollowing

- torms:

a. Foim 85-4, Application for Employer Identification
Number, '
b. Form W-2 Setles, .
‘6. Form W-4, Employes’s Withholding Allowance
Cenllficais,

d. FormW-7, Application for IRS Individual Taxpayer

ldantificalior; Numbar,
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8. Form 843, Glaim for Refund and Reguest for
Abatement, : o

f. Form 986, Corporate Dissolution or Liguidation,

g. Form 1096, Annual Summary and Transmittal of
U.S, Information Relurns,

h. Form 1098, Motigage Interest Statement,
i, Form 1090 Serlas,

. | Form1128, Applieation'ld Adopt, Change or Relain
atax Year, '

k. Form 2583, Elaction by a Small Business

Gorporation, or

L. Form 4361, Application for Exemption From
Sell-Employmeni Tax for Use by Ministers, Mambers of

" Religtous Orders and Christlan Solence Practitioners.

{l'you chack the box on Iine 4, your appointaa should
mall or fax Form 8B21 to the IRS office handiing the -
matter. Otherwise, your appointea should tiring a copy of
Form 8821 to each appolntment to Inspact or receive
information. A spacific-use tax informalion suthorization.
will not revoka any priar text Information authorizations,

Line 5. Disclosuts of Tax Infarmation

The IRS will serxd coples of noticas and communleations
to no mare than iwo appointees. I} you chack the box lor
Ine 5a and the (RS has a privr Form 2848 or 8821 from.
you that aulhorlzed ofher appointeas to recaive coples of
hotices and communications for the sams ax and tax
years, the IAS will stop sending notices and
communicafions to.the appoirtees deslgnalod on the prior
Form 2848 or 8821, . o

Line 6. Retentlon/Revocatian of Prior Yax
information Authorizations

“Ifthe Jine 4 hox is checked, skip line &, 1f line 4 is not

checked, the IRS will automatically ravoka all pricr tax
informalion authorlzations on flle unless you Instruat
otherwlse, if you do not want a prior tax Shformation
athorizalicr submisslon to be revoked, you must attach a
copy ol the tax information autharizalion that you want to
retain and check the line 6 box. )

Revacation reguest. If you want Lo revoke & prior tax
Information awthorfzation without submitling a new
autharization, write "REVOKE® egross tha 1op of the
particular authorizalloh that you wantto revoke. Provids a

- Gurrent taxpayer signalure and date under the original

signalura that was provided on [ine-7. :
If you do not have a copy of the tax Information :

- authorfzation you want lo revoka, send a nollfication to the

IRS. In the notification;
1. State that the authorlty of the appofntee s revoked,

2. List the name and address of each appointee
whose auihority is being ravoked, o

3. List lhe tax matters and tax patiads, and
4. $8lgn and date the notification.
1fyou are completely revoking the authority of the

appointae, state "revoke all ysarsipariods” Instead of
lsting the specfic tax matters, years, or periods,




Torevoke & specific use tax informalton authorization,
send the 1ax information authorization or notlfleation of
tevocation o the [RS office handling your case, using the
above insttucllons,

" Line 7. Signature of Taxpayer

individual. You must sign and dala the suthorization. if a
[ont return has been filed, your spouke must execute his
ar har own authorizatjon on a separate Form 8821 to
designala ap appoirtes,

Corperation. Generally, Form 8821 oan be slgned by:

. 1. Anofficer having authority under applicable slale
law to bind the corporation, '

~ 2, Any person desighated by tha board of dlrectors or
othar governing hody, :
3. Any officer of employee on written request by any
principal ofllcer and altested to hy the secratary or other
_offiger, and- Co o

4, Any gther persop authorized to access infarmation’
under eaction 6103{a){"1}(D), axcept fora person
described in saction 6103(a){1)(D)(i) (bona fide
sharsholtsrs ol record owning 1% ar more of the
outstanding stock ol the corporatian),

Partnership, Genarally, Form 8821 can be slgnsd by any

person whe was a mambaet of the partnership during any

part of the tax pariod covered by Form 8821, See

Partngrship llems, earlior. If the Form 8821 covars moré
than one tax yaar or tax patlod, the person must have

" been amember of the partnership for all or part of each

tax year or petiod covered by Form 8821.

Employee plan. i the planis listed as the taxpayer on
ine 1, a duly suthorized individual having authority to bind
the taxpayer must slgn and that Individual's exact title
must be enteretl.

Trust. A trustee having the authority to bind the trust
mugt glgn wih [he title of trustee enterad. If the lrusl has
not previausly submitted a completad Form 58, Notlce
Conceming Flduclary Relatlonshlip, Identliying the current

" trustee, the rust must submit 8 Form 56 to identify the
current trusise. ' :

Estate. Anexgcutor having the authorlly to bind the
astate must sign. A Form 58 should be filed to identlly the
sxgcutor. Il ters is more than one exaculer, only ane
exscutor having the authority to bind the estate Is requirad
1o sign. See Ragulations secfion 601.503(d).

- All others. See section 6103(e) if the taxpayer hus dled,
is insolvent, ls'a dissolved corporation, or if a trustas,

“guardlan, exacutor, receiver, or adminisirator s acting for
the taxpaver,

Privacy Act and Paperwork Reduction Act |
Notice ' :

W ask for the Infotmation on this form 1o carry out the

Internal Revenue iaws of the United Blates, Form 8821
authorizes the IRS o diaclose your sanfidantlal fax
infoymation to the parsan you appolint. This form Is
pravided far your convenience and its use Is voluniary.
The Information is ysad by the IRS to determine what
conlidential tax information your appolites can inspact
and/or receive. Section 6103(c) and its regulations require
you to provida this information if you want to designate an’
appointee to inspecl and/or receive your contidentlal lay
Informiation. Under section 8108, you must disclose your
iclentification numbst, I 'you do not provide all tha .

_ information requested on this form, we may not be able to

honor the authorization, Providing false or fraudulent
inlormaton may subject you ta panaltles. -

We may disclose this informaltion to the Depariment of
Justice lor qivll or criminat litigation, and to cities, states,
tha Dfstrlct of Columbia, and U.S. sommonweelths and
possessions for use in administering thelr 1ax laws, We
may also disclose this information to othet countrlos under

- ataxtrealy, o ladetal and stafe agancles to onforce

federdl nontax criminal laws, or i fedaral law
enforcament and infelllgence agencles o combat
terrorism.

You ara not required to provide the information
requested on a form that is aubject to the Paperworic
Reduction Act unless tha form alsplays a valld CMB
contro] number, Books of tecords relaling to a form or its
instructions must be relalned as long ae thait contants

-may become materlal In the administration of any nternal

Revenue law.

The time neaded lo complate and file this form will vary
depending on Individual clrcumstances, Tha estimatad
avarage time is: Recordkeeping; 6 min.; Learning
about the law or the form,12 min.; Prepating the forrm,
24 min., Copying and sending the form fo tha IRS, 20
min,

A you have commants conearning the accuracy of
these time estimates or suggestions for making Form
BB21 simplar, wa would ba happy 1o hear from you. You
¢an send yoLr comtnents fram wiaw.irs. goviformspubs,
Click on "More Information" and then on “Qive us K
feedback.” Or you oan sand your sommants ta the Internal
Hevenue Service, Tay Forms and' Publications, 1141
Conslifution Ave, NW, IR-6526, Washinglon, DC 20224,
Po not sand Form 8821 1o this address. Instead, see he
Whara To [lle Chart, eanller,

nslructions for Form 8821 (Rev. 3-201-5') .
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' AUTHORIZATION TO DISCLOSE WORKERS’ COMEPNSATION INFORMATION

To: ' .

For. mformatmnal pulposes pertaining to civil lmgatlon I authorlze and request the Custodmn of
Records at the above-nmned entity to disclose to the agents or designees of the law fitm of:

. Shook, Hardy & Bacon LLP, 600 Travis Street, Suite 3400,: Houston, Texas 77002

s . (Plaintiff Atiorney)

» _ (Local Counsel) .

-» Discovery Resource, 1511 West 34"1‘ Street, Houston, Texas 77018

Any and all records containing Workers’ Compensation information, regarding
, whether created before or sfter the date of signature. This authonzatlon- .
should also be construed fo permit agents or designees of Shook, Hardy & Bacon LLP,
, and/or Discovery Resource to copy,
inspect and review any and all such records Records requested may include, buf are not lmntad
to:

All workers’ compensation claims, including claim petitions, judgments, findings, notices

of hearings, hearing records, transcripts, decisions and orders; all depositions and reports

of witnesses and expert witnesses; employer’s accident reports; all other accident, injury,

~ or incident reports; al medical records; records of compensation payment made;
-+ investigatory reports and records; applications for employment; records of all positions
held; job descriptions of any positions held; salary records; performance evaluations and
reports; statements and comuents of fellow employees; attenddnce records; all
Pphysicians’, hospital, medical, health reports; physical examinations; records relating to
health or digability insurance claims, including correspondence, reports, olaim forms,
questionnaires, records of payments made to physicians, hospitals, and health institytions

or professionals; statements of account, itemized bills or invoices; and any other records
relating to the above-named individnal. Copies, NOT originals, of all x-rays, CT scans,
ME] films, photographs, and. any other radiological, nuclear medicine, or radiation
therapy films and of any correspouding reports. I expressly request that all covered

. entities under HIPAA. identified above disclosure full and complete protected medical -
mformatmn spanmng the time pcnod of (DOB) to prcsent

Becase ﬂns ht1gat1m1 is ongoing, it is imperative that you preserve the original workers’
compensation records. Plesse take all stops that are uccessary to preserve the workers’
compensation records that remain in your possession.




Unless revoked in writing, this authorization shall be valid for the period of litigation, including
any and all transfers and the exhaustion of all appeals. In addition, a copy of this authouzatlon
may be used in place of and with the same force and effect as the original.

NOTICE '

The individual sighing this authorization hag the right to revoke this authorization
at any time, prm‘qded the revocation is in writing to Shook, Hardy & Bacon 1LP,
(PItf. Atty.) : , (Local Counsel) _
and/er Discovery Resonrce, except to the extent that the entlty has already relied

~ upon this Authorization fo disclose protected heath information (PHT).

The individual signing"this authorization understand that the covered entity to .
whem this authorization is directed may not condifion freatment, payment,
enrollment or eligibility benefits on whether or not the individual signg the
authorization. ‘
The individual signing this authorization understands that protected health
information (PHI) disclosed pursuant to this suthorization may be subject to re- -
disclosure by the recipients and thaf, in such case, the disclosed PHI will no longer
be protected by 45 CFR Section 164, Subpart E. ' '

-1 have real this Authorization and understand that it will permit the entity identified above to -

disclose PHI to Shook, hardy & Bacon LLP, (PItf. Aity)

3

: (Local Counsel) -, and/or o Discovery Reéource
Signature : - ) Print Name
Date Former/Aliss/Maiden Name ©

Date of Birth

Social Security ﬁumber

Address

Ciity/State/Zip Code




HIPAA COMPLIANT AUTHOREZATION FORM
FOR THE RELEASE OF PSYCHOLOGICAL RECORDS/PSYCHOTHERAPY NOTES,
PURSUANT FO 45 CFR 164,508()(2)
NOTE: SIGN ONLY 1F CLAIMING PSYCHOLOGICAL DAMAGES PER SECTION VII(7) AND/OR xn(a) OF THE PFS

Name or specific identification of the provider, person{s), or clasg of persons, authorized to ‘make the requested disclosure:

Patient Naine: )
Daie of Birth: . © Social Security Number: ‘
Address; . - ) . 7 : ,

I anthorize the disclosure of all psychiatric, psychological or other confidential records relating fo ny emotional or othet
’ ‘psy'uhmlrialpSyc]mlogicn] sondition, including substaree abuse (ineluding drug and alcohol information) for the purpose of review
and’evaluation in connection with a lpgal claim. I expressly request that all covered entities under HIPAA identified above
disclose fislt and complate proteoted medical informatian, including the following: ’

All psychistrie/psycholopical recerds, incloding mpatienr, utpatlent and emergency room treatment; uil elintenl
- charts, reports; documents, correspondence, test vedulls, statements, questionnaires/histories, therupy notes, office and
docter’s handwritten notes, records veceived by other physicians, pharmacy and prescrlpﬂan records and billlag
- records.

‘This autliorizatien is given in compliance with 42 CFR 231, the restrictions of which have been spesifically cmls_‘idered and expressly
waived.

I au{horlze you to releage the protected health information to:

Discovery Rasanrge

1811 West 34™ Street ' ‘
Houston, Texas 77018 -

{713) 223-3380

The individual signing this aufhorization understands, information authorized for release may include records that may indicate the
ptesence of A communicable disease.

I acknowledge the right to revoke this aothorization by writing to Shook Hnrdy‘ & Bacou, LLD. at the above referenced nddress,
However, I understand lhat any actlons already taken in reliance on this anthorization cannat be reversed, and iy rcvocatmn w1Il nat
affect those actions. .

I acknow]edge the polential for information disclosed pursuant to [hlS authorization to be subject to rednsc]osure by the rempleut and no
longer be protected under 45 CFR 164.508.

I acknowledge the right to inspect the materinl 1o be released,

1 undersiand that the covered entity to whom this authorization Is directed niay not condition treatment,. payment, enrol]ment or
eligibility benefits on whether or not T sign the authorization.

Any facsimila, copy or phctocopy of the nuthorlzatlor{ shall authorize you ta release the records herein.

Thls aulhor:zahnn explres twa years from the date below.

Signnture ' - Date:
Relationship ta the person who is The Suh_]l:ct of the records: )
Selft X ) Other:

Deseribe authority:




AUTHORIZATION FORM
FOR THE RELEASE OF ADVERSE EVENT REPORTS
PURSUANT TO 21 C.F.R. § 20,63

I, , hereby authorize and consent to the

release of any and all Adverse Event reports relating to my medical condition(s) and care at
issue, and with my name unredacted, including FDA Medical Device Reports and manufacturer-

generated Issue Reports, to my counsel of record as indicated below:

NAME:

ADDRESS:

PHONE:

Date:

Signature of Individual or Representative

Printed Name of Representative and Relationship to Individual (if applicable)

Description of Representative’s Authority (if applicable)




