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

Kelly S. Crawford — NJ Attorney ID #029141993
RIKER DANZIG LLP

Headquarters Plaza

One Speedwell Avenue

Morristown, NJ 07962-1981

(973) 538-0800

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

IN RE PELVIC MESH/GYNECARE
LITIGATION,

TO: All Counsel of Record

FILED
AUG 28 2993
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SUPERIOR COURT OF NEW JERSEY
LAW DIVISION - BERGEN COUNTY

MASTER DOCKET NO.
BER-L-11575-14

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

UPDATED AND AMENDED NOTICE AND
ORDER REGARDING SERVICE OF
PLAINTIFE’S FACT SHEETS, REQUIRED

RECORDS AUTHORIZATIONS AND
APPLICATIONS FOR EXTENSION OF
SERVICE DATES
(UPDATED Aungust 2023)

PLEASE TAKE NOTICE that, in accordance with Case Management

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

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

and applications for extension of service dates.

5311036

To the extent any of the below




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

1. SERVICE OF PFSs

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

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

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

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




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

d. PFSs are to be served upon Defendants via email addressed
to éhe following individuals:

i. Butler Snow — nipfs@butlersnow.com

ii. Riker Danzig - RikerPelvicPFS@riker.com

Service to any subset of the above individuals, service to
Defense ]iaison counsel, or service to other employees of the
law firms identified above, is not adequate and may result in
motion practice seeking, among other things, dismissal of the
complaint.

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

the event that counsel chooses this method, the P¥Ss should

be sent to:
Debra Gantert Chelsea Palmer
Francesca Henry Butler Snow LLP
Riker Danzig LLP Suite 1400
Headquarters Plaza 1020 Highland Colony Pkwy
One Speedwell Ave. Ridgeland, MS 39157

Morristown, NJ 07962

Service via regular mail must be supplemented with service
via email to the recipients identified in Section 1{d).

f. To accommodate the size of the files, Plaintiffs’ counsel
may serve plaintiffs’ medical records and authorizations

separately via regular mail. These records are to be sent to




2.

Debra Gantert, Francesca Henry and Chelsea Palmer as
indicated in Section 1(e).

g. PLEASE TAKE NOTICE OF THE PROCEDURE CHANGE
REGARDING RECORDS COLLECTION SET FORTH
INITIALLY AT Paragraph 5 OF THE JANUARY 19, 2023,
ORDER REMAINS IN EFFECT AND IS REITERATED
BELOW AT Paragraph 5. If plaintiffs choose to opt-out of
records collection by the medical records vendor, which is
not preferable, notice must be sent via email and regular
mail to Debra Gantert, Francesca Henry and Chelsea Palmer
ag indicated in Section 1(e} & (f).

APPLICATIONS FOR EXTENSIONS
- a. Applications to Defendants for extension of the PFS service
date are to be sent via email to the following individuals:

i. Butler Snow — njpfs@butlersnow.com

ii. Riker Danzig - RikerPelvicPFS@riker.com

b. Each application must include the name and docket number
of the plaintiff at issue and the length of time needed to
complete the PFS.

¢. Extension requests are expected to be the exception, and not |
routine.

COMMUNICATIONS REGARDING DEFICIENCIES IN PFS
RESPONSES




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

i. Butler Snow — nipfs@butlersnow.com

ii. Riker Danzig - RikerPelvicPES@riker.com

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

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

4., GENERAL OBLIGATIONS REGARDING PFS RESPONSES

a. PFS forms shall be completed with full and correct
information to the best of plaintiff’s knowledge. A
completed Fact Sheet shall be considered interrogatory
answers and as responses to requests for production pursuant
to Rule 4:18 of the New Jersey Rules of Civil Procedure.

.Such responses require the execution of a dated PES
Certification signed by the Plaintiff(s). Failure to ﬁrovide

an answer or respond, or failure to properly certify




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

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

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

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

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

as Schedule A. Prior forms of authorization appended to

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

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

)




Last updated: August

So Ordercd’:

4890-4993-6754v.2

, 2023

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

4506 and 8821.

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

December 2, 2021 and Amended CMO 3, Records Collection
will be conducted by LMI (not the Marker Group). For all

cases filed prior to December 2, 2021, records will continue

to be collected by the Marker Group, unless otherwise

agreed between the parties to a particular case.
All parties are to comply fully with this protocol and those

of Amended CMO 3.

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

matter of her lawsuit. (18).




AUTHORIZATION AND CONSENT
TO RELEASE RECORDS AND PROTECTED HEALTH INFORMATION

(Excluding psychotherapy notes)

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

Provider Name:

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

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

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

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

The undersigned individual hereby authorizes each entity included in any of the above categories
to disclose and furnish to Butler Snow LLP, P.O. Box 6010, Ridgeland, MS 29158; Riker
Danzig LLP, Headquarters Plaza, One Speedwell Avenue, P.O. Box 1981, Morristown, NJ
07962-1981; McCarter & English, 100 Mulberry Street, Four Gateway Center, Newark, NJ
07102; The Marker Group, Inc., 13105 Northwest Freeway, Suite 300, Houston TX 77040,
and Litigation Management, Inc., 6000 Parkland Blvd., Mayfield Heights, OH 44124; and
their authorized representatives, true and correct copies of all records, reports, files, documents,
correspondence, memoranda and all other information related to the physical and mental health
of the undersigned individual, regardless of the form of such information, including, without
limitation, all notes of physicians, nurses, psychologists, counselors, dentists and other persons
who have provided or who are providing health care to the undersigned individual, all radiology,
pathology (including HIV test results, genetic testing information, and alcohol and drug abuse
treatment) and other diagnostic test and laboratory results, records and reports, all prescription
records, all surgical procedure records and reports, all dental records, all histories and
summaries, all forms and other information related to admission of the undersigned to or
discharge of the undersigned from a clinic, hospital or other health care facility, all surgical
procedure and other consent forms, all bills, invoices, claim forms, records and other payment
information, including payment by Medicaid/Medicare and other public assistance programs,
insurance companies and by other persons. Notwithstanding the broad scope of the above
disclosure request, the undersigned does not authorize the disclosure of “psychotherapy notes” as
such term is defined by the Health Insurance Portability and Accountability Act, 45 CFR
§164.501.




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

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

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

«  This authorization provides for the disclosure of the above-named patient’s protected health
information for purposes of the following litigation matter: \2
Ethicon, Inc. and Johnson & Johnson, et al.

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

+ The undersigned individual is hereby notified and acknowledges that he or she may
- revoke this authorization by providing written notice either to Butler Snow LLP, P.O.
Box 6010, Ridgeland, MS 29158; Riker Danzig LLP, Headquarters Plaza, One Speedwell
Avenue, P.O. Box 1981, Morristown, NJ 07962-1981; McCarter & English, 100
Mulberry Street, Four Gateway Center, Newark, NJ 07102; The Marker Group, Inc.,
13105 Northwest Freeway, Suite 300, Houston TX 77040; and Litigation Management,
Inc., 6000 Parkland Blvd., Mayfield Heights, OH 44124 and/or to one or more entities listed

in the above calegories, except to the extent that any such entity has taken action in reliance on
this authorization.

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

« The undersigned is hereby notified that he/she is aware that any and all protected health
information disclosed and furnished to Butler Snow LLP; Riker Danzig LLP; McCarter &
English; The Marker Group, Inc., and/or Litigation Management, Inc. pursuant to this
authorization will be shared with any and all co-defendants in the matter of

v. Ethicon, fnc. and Johnson & Johnson, et al and is subject to

re-disclosure by the recipient for the purposes of this litigation in a manner that will not be




protected by the Standards for the Privacy of Individually Identifiable Health Information
contained in the HIPAA regulations (45 CFR §§164.500-164.534).

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

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

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

I have carefully read and understand the above and do hereby expressly and voluntarily authorize
the disclosure of all of my above information to Butler Snow LLP, P.O. Box 6010, Ridgeland,
MS 29158; Riker Danzig LLP, Headquarters Plaza, One Speedwell Avenue, P.O. Box 1981,
Morristown, NJ 07962-1981; McCarter & English, 100 Mulberry Street, Four Gateway Center,
Newark, NJ 07102; The Marker Group, Inc., 13105 Northwest Freeway, Suite 300, Houston TX
77040; and Litigation Management, Inc., 6000 Parkland Blvd., Mayfield Heights, OH 44124;
and/or and their authorized representatives, by any entities included in the categories listed
above.

‘Date:
: Signature of Individual or Individual’s Representative

Individual's Name and Address:

Printed Name of Individual’s Representative (If applicable)

Relationship of Representative to Individual (If applicabie)

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

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




AUTHORIZATION AND CONSENT
TO RELEASE PSYCHOTHERAPY NOTES

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

Provider Name:

TO:

All physicians, hospitals, clinics and institutions, pharmacists and other healthcare
- providers

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

physicians and employees

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

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

The undersigned individual herby authorizes each entity included in any of the above categories
to furnish and disclose to Butler Snow LLP, P.O. Box 6010, Ridgeland, MS 29158; Riker
Danzig LLP, Headquarters Plaza, One Speedwell Avenue, P.O. Box 1981, Morristown, NJ
07962-1981; McCarter & English, 100 Mulberry Street, Four Gateway Center, Newark, NJ
07102; The Marker Group, Inc., 13105 Northwest Freeway, Suite 300, Houston TX 77040;
and Litigation Management, Inc., 6000 Parkland Blvd., Mayfield Heights, OH 44124; and
their authorized representatives, with true and correct copies of all “psychotherapy notes”, as
such term is defined by the Health [nsurance Pottability and Accountability Act, 45 CFR
§164.501. Under HIPAA, the term “psychotherapy notes” means notes recorded (in any
medium) by a health care provider who is a mental health professional documenting or analyzing
the contents of conversation during a private counseling session or a group, joint or family
counseling session and that are separated from the rest of the individual’s record. This
authorization does not authorize ex parte communication concerning same.

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

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

The undersigned individual is hereby notified and acknowledges that he or she may
revoke this authorization by providing written notice to either Butler Snow LLP, P.O.
Box 6010, Ridgeland, MS 29158; Riker Danzig LLP, Headquarters Plaza, One
Speedwell Avenue, P.O. Box 1981, Morristown, NJ 07962-1981; McCarter &
English, 100 Mulberry Street, Four Gateway Center, Newark, NJ 07102; The
Marker Group, Inc., 13105 Northwest Freeway, Suite 300, Houston TX 77040; and

- Litigation Management, Inc., 6000 Parkland Bivd., Mayfield Heights, OH 44124,




and/or to one or more entities listed in the above categories, except to the extent that any
such entity has taken action in reliance on this authorization.
The undersigned is hereby notified and acknowledges that he or she is aware of the potential that
protected health information disclosed and furnished to the recipient pursuant to this authorization
is subject to re-disclosure by the recipient for the purposes of this litigation in a manner that will
not be protected by the Standards for the Privacy of Individually Identifiable Health Information
contained in the HIPAA regulations (45 CFR §§164.500-164.534).
The undersigned is hereby notified that he/she is aware that any and all protected health
information disclosed and furnished to Butler Snow LLP, Riker Danzig LLP, McCarter &
English, The Marker Group, Inc. and/or Litigation Management, Inc. pursuant to this
authorization will be shared with any and all co-defendants in the matter of
v. Ethicon, Inc. and Johnson & Johnson, et al, and is subject to re-disclosure by the

recipient for the purposes of this litigation in a manner that will not be protected by the Standards

for the Privacy of Individually Identifiable Health Information contained in the HIPAA
regulations (45 CFR §§164.500-164.534).

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

v. Ethicon, Inc. and Johnson & Johnson, et al. or (ji) five (5) years after
the date of signature of the undersigned below.

I have carefully read ard understand the above and do hereby expressly and voluntarily
authorize the disclosure of all of my above information to Butler Snow LLP, P.O. Box 6010,
Ridgeland, MS 29158; Riker Danzig LLP, Headquarters Plaza, One Speedwell Avenue,
P.0O. Box 1981, Morristown, NJ 07962-1981; McCarter & English, 100 Mulberry Street,
Four Gateway Center, Newark, NJ 07102; The Marker Group, Inc., 13105 Northwest
Freeway, Suite 300, Houston TX 77040; and Litigation Management, Inc., 6000 Parkland
Blvd., Mayfield Heights, OH 44124 and their authorized representatives, by any entities
included in the categories listed above.

Date:

Signature of Individual or Individual’s Representative

Individual's Name and Address:

Printed Name of Individual’s Representative (If applicable)

Relationship of Representative to Individual (If applicable)

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

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




8821 Tax Information Authorization o
Form: b G M- » Go to.wwwlrs,gaviFormB8821 for Instructions and the latest information, Recsvedty.
(Rev, danuary 2021). » Dion't sign this form unless all applicable linés have beett completed. Haith
Dipariment fthe Trsasy > Dt use Form 8821 10 reques capies of your tax returm iy
Internal Revenue Sarvice orto authorize somedne to: reprerent you. Ses mastrictions, ;‘::‘:m.
1 Taxpayer information. Taxpayer must sign and date this-form online 6.
Taxpayernaime and:address Taxpayer identifieation namber(s)

Daytimé teleplione number | Plan riumber (it applicable)

2 Designeels). If you wish to name mere: ‘than two designees, attach-a list to- this-form. Check here it ¢ list of additional
designees:is attached &

Name and.address .CAF No.

Butler Snow LLP, P.0. Bax-6010, Ridgeland, MS 29158 PTIN,
Telephone N_é.)., )
Fax-No.

Check if fo he sent copies of notices and. communications [ —Chec[ufnew' Address E] Telephane No. E1 Fax No: L _

Naimeand address AR Na..

Riker Danzig [LP, Héaduirters Plaza, Ona Speedwall Averiug, P.O..Box. | PTIN

1981, Morristown, NJ 07962-198% “Tefaphorie: No,

Fax Nag..

Check i to he sent copies.of notices and communications. [ | Check if neifv Address Ini Telephcme No B Fax No. T

3 Tax information, Each designee is.authorized to inspect andfor feceiVe confidential tax inforiration for the: tyge. of tax, Torins,
periods, and specific:matters'you list below. See the.line 3 instructions.

. By‘ gheﬁ,king‘herg, -autherize aegess tomy:1RS recerd s*—.via. an-intermediate Service Provider..

@ (b} &y ' G
Tiype of Tax Information fincame;. Tax Form Number Yearlg)or Perod(s) ‘Bpecific Tax. Matlers
Employment,. Payroll, Excise, Estate, Gift, ({040, 941, 720, ele) i : i

Cluit Penally, Sec, 4980 Payments, elg)

4. Specific use fnot fecorded on e Ceniralized :Authorization. File: (CAF). If the. fax infofmiation. authdrization s for a.
specific use notrecorded.on. OAF check this box,. See the instrugtions, If you chegk this box, skip- lines . . . . . . »

5. Retentionfrevacation of prior tax :nfurmatton duthorizations. If the line 4 box'is checked, skip:this line: If e line 4. box:
isn'tchecked, the IRS-will automatically tevoke all priar tdx. information autharizations. an: file uniess ycu ‘chedk: the: line 5

Box and attach. a’copy of the taxinformation authonzat!on(s) that you wanttoretain . . , . A

To tevoke:a prior tax ifformation duttiorization(s) without submitting a fiew authorization, see the' !Ene 5 lnstrucﬂons

6 Taxpayer Signature. lf-signed:by:a corporate; officer, partner, gudrdian, partnerstiip repredentative {or deStgnated
individual, i applicable), executor, receiver, admiinistrator, trustes, or: individual other thian the. taxpayer; | gty that | have
the legal-authority to execute this:farm with. respact-to the tax matters and tax. perieds shown.on'line 3.above..

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

> DONT SIGN THIS FORM {F IT I5: BLANK OR INCOMPLETE.

Signaturs, . Pate:

Print. Nae . Titde (if apglicails) -

[Eor Privacy Act and: Paperwork Reduction Act Notice, see the.instructions:. Cat. No. 11506P Form 8827 Rev. 01-2021)




ADDITIONAL DESIGNEES

MeCarter & English
100 Mulbetry Street
Four Gateway Cenler
Newark;, NI 07102

The Marker: Group, Ine.
13 I:OS:’-NoEﬂiWesft.Efeaway, Suite 300
Hougton TX 77040 .

Litigation Management, Tnc.
6000 Parkland Blvd..
Mayficld Heights, OH 44124




Form 4506 Request for Copy of Tax Retum

(Novinsber 2021). D ot sign this formi untesa ali:appiicaiie: lines have beencomplaied.. OMB:No, 1546-0428
»-Raqueat may bo-rejected If the form s Incoimplete.or itegible.
: Wm&}?‘mw W For miore Informatln about Form 4508, visit wiww.irs.gov/form4506.

Tip: Gt faster service: Ofiina af www.irs.gov, Get Your Tax Riscord (Gat Transcripl) or by calling 1-800-008-0046 for specialized: assistanice: We
hive feams availablerto asalsti Nota: Texpayers may register to use; Get Tranacript. th view, print, or-downfoad the following transcript typas:: Tax
_.awm Transciipt (shows.most line terms: Ihclyding: Adjustad: Gross Ingoma (AGIY:fram - yourr.orglrigl- Fomm: 1040- sariay: tax netuir:as - fled, dlong with
‘any foring and schedules), Tax Account Transcript (shows basic data duch as returri type, marital status, AGI, faxable incdme and alf payment types),
flucord: of Account Transcript:(Gombines: the tax: refum and. tax: account transeripts into ane; completa transcrfpi). Wage and Income Transcript
{ehows' data fram jafermation retums we-receive.such as. Forms W2, 1099, 1098: aid Formi-5498);, and Vieification: of Now-fling: Letter (provides:
proof thet the' RS, has no record of a flled Form 1040-series tax: returnt fur the vear you request).

18 Nama shown on tax ratum. If 4 Jeint.retunr, enter the.name shown first. 1h: Fieat agolal sacurty numberon tax retum;
' indivical taepayer identification: number; or
amployar-identification sumbar (sew:imfuctions)’

2a: If:ajoint:relum, enter spouse’s name. shown on:tax return., 2h Spcond.social securiy number or indnidugl
taxpayer Identification number i foinit tax retsn

3: Current narvie, addiesks fnciucihg apt., room, on sulte no:), city, state, and ZIP code {gee Ingtrucliong)

4 Previous-addresa shown on-the.last return filed If different fromm fine. 3 (see instructions)

T B I the taxretur Is to'be mintled to'athird party (suctvas aihortgage company), efter the thind party’sname; addiess; and-’_heléphone-humbar.‘

Butlrr Shaiy, LLP: PO-Box 6010, Ridietand, M8 29) 3% Riker Danzig LU, Hedgwirters Plaze: One:Speedwell Avenue, PO Bok 1981 Monddiows; NVOI962-1981: MeGartet'& Bnylk,. 100 Kufbermy: Sifest, Four Guteway, Conter;

“Nevark; NJ 67102: The Martker Grokp, 1nd,, 13105, N'nnhwut]’n:ewny. Suity' 30N, Houston, THT7040; antt L itigation Mnnﬂgcmcm Jores; GO00-Pirk hsnd Biliel., Maugfteld Heights, OH 44124,
‘Cautlon: [fthe tax returm (s being it to the third party; ‘ensurs that lines.5 through 7 are éompiated beforé signing. {see instructions).

6  Tax retwr tequested: Form 1080, 1120, ‘941, éf¢, dnd all atachments as: orginally sibimitted tof the IRS: including Formis) We2;
schediles;. or arended retirma. Coplsa of Fomas 1040, 10404, and 1040EZ are genemlly: avallable.for 7 years: from: filing before thay-are
desiroyed by law, Other returna: may. be:avallable: fcra idngei-parod of time. Enter-only one return number.. if you need:mane than ona:
fype of retum, yau must complete andther Form 4508, »

Nots: if the copies must ba certiiied for court:or adminlsirative proceedings; check here . . . . A e i |
T Year orpariod raqueated Enttor the endirig date of the'tak year of pailod: Using:the mm/ddlyyyy fortnat (asa instructions).. ‘ '
IS + / _ 2 / £ 7 _! /
I I It - I

8 Fea.Thereisa $43 fee-for each retum requested. Full payment must ba includwd with your mauesl or rt will
I:a ra]ectod Make your eheck ormuoney order payabie to ”Unﬂed States Treasury.” Enter your ! SSN I'FIN.
ar EIN and *Form 4506 ruquast" o your' chack or monay ondir.

‘& Coatforeschretm . .. . L 43.00
b Nuihber of retums. requested on hnaT T |
& Totatcost: Muliply line Sabyliness . . &
¢ I wecannot find the'tax retum, wa Wil refund ihefee [ftha refund should go iu fha mlrd party Iistad on llne B, check hee . . . . . [T
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MEDICARE AUTHORIZATION FORM
**ALL SECTIONS REQUIRED** :

SECTION A: BENEFICIARY INFORMATION

Enter beneficiary name as it appears on Medicare card.

Elrst Name: Middle Name:

Date of Birth {mmiddivywvy) _Medicare Identification Number:

Address:

Zip code:

SECTION B: RECORD DETAILS DEFINITION

Medicare will only disclose the claim information identified below for the individual in Section A.

[ Release all records to date
™ Release records in timeframe from start date I l to end date:

Select one option:

O Include all records

NY residents anly:
v O3 gxclude information about alcohol and drug abuse, mental health treatment, and HIV

Indicate whether authorization release is for a one-time disclosure, or Identify a future date or event when the authorization will expire.
[0 one-time disclosure
Select one option: [ Expiration upon specified date

[ Expiration upon specified avent Qe year fram signature date

SECTION C: RELEASE INFORMATION TO

Identify the name, address and contact information of the person and/or organization to whom you want Medicare to disclose
the claim records, Medicare will only release claim records to those listed.

Release claim records to beneficiary at mailing address above.

Organization/individual 1 Name Recipient 1 Email Address
Butler Snow, LLP

Recipient 1 Mailing Address:

P.0. Box 6010, Ridgeland, MS 29158 (sée additional Organizations/Recipients attached).
SECTION D: PURPOSE FOR REQUEST

This section helps Medicare understand the reason or intent for use for this record request.

At the request of the individual s Litigation

SECTION E: AUTHORIZATION AGREEMENT

| authorize Medicare to disclose claim records to the person(s) or erganization(s) documented in Section C. | understand that
these claim records may be re-disclosed by the recipient and may no longer be protected by law.

f understand | have the right to revoke this authorization at any time, in writing, except to the extent that Medicare has
already acted based on my permission.

| understand that signing this authorization is voluntary. Treatment, payment, enroliment in a health Vplan or eligibility for
benefits will not be conditioned on my authorization of this disclosure,

Signature of Beneficiary or Representative Authorized by Law: Date Signed:

Legal Rale of Representative (Requires Additional Documentation):
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BENEFICIARY INFORMATION

Add benefidary name and 1D number as printed
on Medicare identification card, date of birth, and
address,

RECORD TIMEFRAME
Indicate date range of records to release, or select
“release all records.”

NY RESIDENTS: EXCLUSIONS OPT-IN
{NY residents only) Specify whether to exclude
records related to alcohol and drug abuse, mental
health treatment, and HIV.

SELECT EXPIRATION DATE OR EVENT
Indicate date or event information release
authorization will expire, if you are not requesting
a one-time disclosure.

5. SPECIFY ORGANIZATION TO RELEASE TO
Specify individual(s) to whom records should be
released. First name, last name, and address are
required. Additional contact information provided
will be used only to follow up on questions related
1o your application submission.

6. SELECT REASON FOR REQUEST
Select purpose for record release request to help
Medicare understand how records will be used.

7. BENEFICIARY SIGNATURE
Signature and date by beneficiary or authorized
representative in acceptance of HIPAA clauses
required to release information. If form not signed
by beneficiary, attach notarized Power of Attarney
(living individual), or Letters Testamentary and/ or
Letters of Administration from the court (deceasad
individual).




ADDITIONAL ORGANIZATIONS/RECIPIENTS
ORGANIZATION/RECIPIENT 2 NAME AND MAILING ADDRESS:

Riker Danzig LLP, Headquarters Plaza, One Speedwell Avenue, P.O. Box 1981,
Morristown, NJ 07962-1981

- McCarter & English, 100 Mulberry Street, Four Gateway Center, Newark, NI
07102 / |

ORGANIZATION/RECIPIENT 4 NAME AND MAILING ADDRESS:
The Marker Group, Inc., 13105 Northwest Freeway, Suite 300, Houston TX 77040
ORGANIZATION/RECIPIENT 5 NAME AND MAILING ADDRESS:

Litigation. Management, Inc,, 6000 Parkland Blvd., Mayfield Heights, OH 44124




DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No. 0938-0930
Expires: 11/30/2025

AUTHORIZATION TO DISCLOSE PERSONAL HEALTH INFORMATION FORM

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

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

Medicare CCO, Written Authorization Dept.

PO Box 1270
Lawrence, KS 66044

For New York Medicare Beneficiaries ONLY:

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

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

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

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

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

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

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

Sincerely,

1-800-MEDICARE
Custormer Service Representative

Enclosure

Form CMS-10106 (12/21)
Instructions




DEPARTMENT OF HEALTH AND HUMAN SERVICES Farm Appraved

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No, 0938-0930
Expires: 11/30/2025

Information to Help You Fill Out the
- "1-800-MEDICARE Authorization to Disclose Personal Health information” Form

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

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

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

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

1. Print the name of the person with Medicare.
« Print the Medicare number exactly as it is shown on the red, white, and blue Medicare card.

- Print the birthday in month, day, and year (mm/dd/yyyy) of the person with Medicare.

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

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

4. This section tells Medicare the reason for disclosure.

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

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

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

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

Form CMS-10106 (12/21)
Instructions




DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No, 0938-093¢
Expires; 11/30/2025

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

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

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

You have the right to get Medicare information in an accessible format, like large print, Braille, or audio. You also
have the right to file a complaint if you feel you've been discriminated against. Visit Medicare.gov/about-us/
accessibility-nondiscrimination-notice or call 1-800-MEDICARE {1-800-633-4227) for more information. TTY
users can call 1-877-486-2048.

Form CMS-10106 (12/21}
instructions




DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No, 0938-0930
Expiras; $1/30/2025

1-800-MEDICARE AUTHORIZATION TO DISCLOSE PERSONAL HEALTH INFORMATION

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

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

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

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

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

[ Limited information {go to question 2b)

[0 Any Information (go to question 3)

2B: Complete only if you gelected “limited information”. Check all that apply:
O Information about your Medicare eligibility
O Information about your Medicare claims
- O Information about plan enrollment (e.g. drug or MA Plan)
[0 Information about premium payments

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

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

[J Include all information. This includes information about alcohol and drug abuse, mental health
treatment, and HIV.

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

Form CMS-10106 (12/21)




DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved

CENTERS FOR MEDICARE & MEDICAID SERVICES OAMB Ne, 0938-0920
) ' Expires: 11/30/2025

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

[] Disclose my personal health information indefinitely

[ Disclose my personal health information for a specified period only

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

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

Litigation

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

Name Litigation Management, Inc.

Address 6000 Parkland Blvd, Mayfield Heights, OH 44124

Name Marker Group, Inc.

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

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

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

Form CMS-10106 {12/21)




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

6.

Farm Appraved
OM8 No. 0938-08430
Expires: 11/30/2025

- 1 authorize 1-800-MEDICARE to disclose my personal health information listed above
to the person(s) or organization(s) | have named on this form. | understand that my
personal health information may be re-disclosed by the person(s) or organization(s)
and may no longer be protected by law.

Signature

Telephone Number

Date (mm/dd/yyyy)

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

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

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

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

Telephone Number Personal Representative:

Personal Representative’s Relationship to the Beneficiary:

Form CMS-10106 (12/21)




DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved

CENTERS FOR MEDICARE & MEDICAID SERVICES - OME No, 0938-093¢
Expires: 11/30/2025

7. Send the completed, signed authorization to:

Medicare CCO, Written Authorization Dept.
PO Box 1270
Lawrence, KS 66044

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

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

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

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

Form CMS-10106 (12/21)




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

Consent for Release of Information

Instructions for Using this Form

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

account at hitps://www.ssa.gov/myaccount/.

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

www.ssa.gov/online/ssa-7050.pdf.

How to Complete this Form

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

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

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

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

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

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

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




Form SSA-3288 (02-2023) UF ' Page 2 of 3

Consent for Release of Information

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

TO: Social Security Administration

*Full Name *Date of Birth *Full Social Security Number
: (MM/DDIYYYY)
| authorize the Social Security Administration to release information or records about me to:
*NAME OF PERSON OR ORGANIZATION: *ADDRESS OF PERSON OR ORGANIZATION:
** PHONE NUMBER OF PERSON OR ORGANIZATION:
Litigation Management, Inc. 8000 Parkland Boulevard, Mayfield Heights, OH 44124
The Marker Group : 13105 Northwest Freeway, Ste. 300, Houston, TX 77040

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

Litigation

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

i

. [¥] Verification of Social Security Number
. [¥] Current monthly Social Security benefit amount
. [¥] Gurrent monthly Supplemental Security Income payment amount

. [¥] Social Security benefit amounts from date to date Present

[ Supplemental Security Income payment amounts from date to date Present
. Medicare entitliement from date to date Present
. [*] Medical records from date to date Present

.3 Complete medical records

W L N ;Mmoo AW N

. |X] Other Social Security record(s) (We will not honor a request for "any and all records” or "the entire file." You must specify
which records you are seeking. For example, award/denial notices, benefit applications, appeals)

Questionnaires; Assessments; Examination Reports; Doctor Reports; Benefit/Claim Applications; Award/Denlal Letters;

Appeals/Hearing Records, DDS Determinations and any documents/correspondence relating to Social Security claims

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

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

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

1.Signature of witness 2.Signature of withess

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




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

Privacy Act Statement
Collection and Use of Personal Information

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

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

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

A list of additional routine uses is available in our Privacy Act System of Records Notices (SORN) 60-0088, entitled Claims
Folders System, as published in the Federal Register (FR) on April 1, 2003, at 68 FR 15784; 60-0320, entitled Electronic
Disability Claim File, as published in the FR on December 22, 2003, at 68 FR 71210; and 60-0340, entitled FOIA and Privacy Act
Record Request and Appeal System, as published in the FR on July 13, 20186, at 81 FR 45352. Additional information, and a full
listing of all our SORNS, is available on our website at www.ssa.gov/privacy.

Paperwork Reduction Act Statement

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




Form SSA-7050-F4 (11-2022)
Discontinue Prior Editions Page 10f 4
Social Security Administration OMB No. 0960-0525

REQUEST FOR SOCIAL SECURITY EARNING INFORMATION

*Use This Form if You Need

DO NOT USE THIS FORM TO REQUEST

1. Certified/Non-Certified Detailed Earnings Information YEARLY EARNINGS TOTALS
Includes periods of employment or self-employment
and the names and addresses of employers. Yearly earnings totals are free to the public

_ if you do not require ceriification.
2. Certified Yearly Totals of Earnings

includes fotal earnings for each year buf does not To obtain FREE yearly totals of earnings,
include the names and addresses of employers. visit our website at www.ssa.gov/myaccount.

Privacy Act Statement
Collection and Use of Personal Information

Section 205 of the Social Security Act, as amended, allows us to collect this information. In addition, the Budget and
Accounting Act of 1950 and Debt Collection Act of 1982 authotize us to collect credit card information, if you choose to
pay for the earnings information you have requested with a credit card. Furnishing us this information is veluntary.
However, failing to provide all or part of the information may prevent us from processing your request.

We will use the information to identify your records, process your request, and send the earnings information yau request.
We may also share the information for the following purposes, called routine uses:

1. To the Internal Revenue Service (IRS) for auditing SSA's compliance with the safeguard provisions of the Internal
Revenue Code of 1886, as amended.

2. To contractors and other Federal agencies, as necessary, for the purpose of, assisting the Social Security
Administration {(33A) in the efficient administration of its programs.

3. To banks enralled in the Treasury credit card network to collect a payment or debt when the individual has given
hisfher credit card number for this purpose.

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

A list of additional routine uses is available in our Privacy Act System of Records Notices (SORNs) 60-0059, entitled
Earnings Recording and Self-Employment Income System, 60-0090, entitled Master Beneficiary Record, 60-0224,
entitled $8A-Initiated Personal Earnings and Benefit Estimate Statement, and 60-0231, entitled Financial Transactions of
SSA Accounting and Finance Offices. Additional information and a full listing of all our SORNs are available on our

website at www.socialsecurity.govifoia/bluebook.

Paperwork Reduction Act Statement - This information collection meets the requirements of 44 U.S.C. § 3507, as
amended by section 2 of the Paperwork Reduction Act of 1995. You do not need to answer these questions uniess we
display a valid Office of Management and Budget control number. We estimate that it will take about 11 minutes to read
the instructions, gather the facts, and answer the questions. Send only comments relating to our time estimate above
to: SSA, 6401 Security Blvd, Baltimore, MD 21235-6401.




Form SSA-7050-F4 (11-2022) | Page 2 of 4
REQUEST FOR SOCIAL SECURITY EARNING INFORMATION

1. Provide your name as it appears on your most recent Social Security card or the name of the individual whose
garnings you are requesting.

First Name: ‘ Middle Initial: |:l
Last Name:

Social Security Number (SSN) One SSN per request

Date of Birth: | Date of Death:

Other Name(s) Used

Maiden Name
2. What kind of earnings information do you need? (Choose ONE of the following types of earnings or SSA must return
this request.)

[[] Itemized Statement of Earnings $100.00
(Includes the names and addresses of eniployers)

Year(s) Requested: to

If you check this box, tell us why you need this Year(s) Requested: to
information below.

Check this box if you want the earnings
{_] information CERTIFIED for an additional

$44.00 fee.
[] Certified Yearly Totals of Earnings $44.00 y R ed .
ear(s) ~eqguesied: o
{Does not include the names and addresses of {s) Req
employers)Yearly earnings totals are FREE to the public if you .
do not require certification. To abtain FREE yearly tofals of Year(s) Requested: ©

earnings, visit our website at www.ssa.gov/imyaccount.

3. If you would like this information sent to someone else, piease fill in the information below.
| authorize the Social Security Administration to release the garnings information to:

Name

- Address ) State

City A ZIP Code

4. | am the individual to whom the record pertains (ar a person authorized to sign on behalf of that individual).
| declare under penalty of perjury that | have examined all the information on this form, and on any accompanying
statements or forms, and it is true and correct to the best of my knowledge.

Signature AND Printed Name of Individual or Legal Guardian f;f,ﬁ ?ggségfecggﬁégis form within 120 days
Date
Relationship {if applicable, you must attach proof) Daytime Phone:
Address State
City | ZIP Cade

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

1. Signature of Withess 2. Signature of Withess

Address (Number and Street, City, State and ZIP Code) Address (Number and Streef, Cily, State and ZIP Code)
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INFORMATION ABOUT YOUR REQUEST
You may use this form to request earnings information for one ONE Social Security Number (SSN)

How do | get my earnings statement?

You must compiete the attached form. Tell us the
specific years of earnings you want, type of earnings
record, and provide your mailing address. The itemized
statement of earnings will be mailed to ONE address,
therefore, if you want the statement sent to someone
other than yourself, provide their address in section 3,
Mail the completed form to SSA within 120 days of
signature. If you sign with an "X", your mark must be
witnessed by two impartial persons who must provide
their name and address in the spaces provided.

Select ONE type of earnings statement and include the
appropriate fee.

1. Certified/Non-Certified ltemized Statement of
Earnings
This statement includes years of self-employment or
employment and the names and addresses of
employers.

2 Certiﬁed Yearly Totals of Earnings
This statement includes the total earnings for each
year requested but does nof include the names and
‘addresses of employers.

If you require one of each type of earnings statement,
you must complete two separate forms. Mail each form
to SSA with ane form of payment attached to each
request.

How do | get someone else's earnings
statement?

You may get someone elsa’s earnings information if you
meet one of the following criteria, attach the necessary
documents to show your entitiement to the earnings
information and include the appropriate fee.

1. Someone Else's Earnings
The natural or adoptive parent or legal guardian of a
minor child, or the legal guardian of a legally
declared incompetent individual, may obtain
earnings information if acting in the best interest of
the minor child or incompetent individual. You must
include proof of your relationship to the individual
with your request. The proof may include a birth
certificate, court order, adoption decree, or ather
legally bmdlng document,

2. A Deceased Person's Earnings

You ¢an request earnings information from the

record of a deceased person if you are:

« The legal representative of the estate;

- A survivor (that is, the spouse, parent, child,
divorced spouse of divorced parent); or

+ An individual with a material interest (e.g.,

" financial) who is an heir at law, next of kin,
beneficiary under the will or donese of property of
the decedent.

You must include proof of death and proof of your
relationship to the deceased with your request.

Is There A Fee For Earnings Information?

Yes. We charge a $100.00 fee for providing information
for purposes unrelated to the administration of our
programs.

1. Certified or Non-Certified Itemlzed Statement of
Earnings
In most instances, individuals request ltemized
" Statements of Earnings for purposes unrelated to
our programs such as a private pension plan or
personal injury suit. Bulk submitters may email
OCO.Pension.Fund@ssa.goyv for an alternate

method of obtaining itemized earnings information.

We will certify the itemized earnings information for
an additional $44.00 fee. Certification is usually not
necessary unless you are specifically requested to
obtain a certified earnings record.

Sometimes, there is no charge for itemized earnings
information. If you have reason to believe your
earnings are not correct (for example, you have
previausly received earnings information from us
and it does not agree with your records), we will
supply you with more detail for the year(s} in
question. Be sure fo show the year(s) involved on
the request form and explain why you need the
information. If you do not tell us why you need the
information, we will charge a fee.

2. Certified Yearly Totals of Earnings
We charge $44.00 to certify yearly totals of
earnings. However, if you do not want or need
certification, you may obtain yearly totais FREE of
charge at www.ssa.govimyaccount. Certification is
usually not necessary unless you are advised
specifically to obtain a certified earnings record,

Method of Payment
_This Fee Is Not Refundable. DO NOT SEND CASH.

You may pay by credit card, check or money order.
« Credit Card Instructions
Complete the credit card section on page 4 and
return it with your request form.

*» Check or Money Order Instructions
Enclose ane check or maney order per request
farm payable to the Social Security
Administration and write the Social Security
number in the memao. '

How long will it take SSA to process my request?
Please allow SSA 120 days to process this request,

After 120 days, you may contact 1-800-772-1213 to -
leave an inquiry regarding your reguest.
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+ Where do | send my complete request?

and applicable fee to:
Social Security Administration
P.0. Box 33011
Baltimare, Maryland 21290-33011

Mail the completed form, supporting decumentation,

If using private confractor such as FedEx mail form,
supporting documentation, and application fee to;
Social Security Administration
P.Q. Box 33011 .
Baltimore, Maryland 21290-33011

« How much do | have to pay for an ltemized Statement of Earnings?

Non-Certified Itemized Statement of Earnings

Certified ltemized Statement of Earnings

$100.00

$144.00

+ How much do | have to pay for Certified Yearly Totals of Earnings?

. Certified yearly totals of earnings cost $44.00. You may obtain non-certified yearly totals FREE of charge at
www.ssa.gov/myaccount. Certification is usually not necessary unless you are specifically asked to obtain a

certified earnings record.

YOU CAN MAKE YOUR PAYMENT BY CREDIT CARD

As a convenience, we offer you the option to make your payment by credit card. However, regular credit card rules will

apply. You aiso pay by check or money order. Make check payabie to Social Security Administration,

CHECK ONE

[] Visa

[ MasterCard

[_] American Express

[ ] Discover

Credit Card Holdet's Name
(Enter the name from the credit card)

First Name, Middle Initiai, lLast Name

Credit Card Holder's Address

Number & Street

City, State, & ZIP Code

Daytime Telephone Number

Area Code

Credit Card Number

Credit Card Expiratlon Date

(MMIYY)

Amount Charged

See above to select the correct fee for your request.
Applicable fees are $44.00, $100.00, or §144.00.
SSA wiil return forms without the appropriate fee.

Credit Card Holder's Signature

Date

DO NOT WRITE IN THIS SPACE
OFFICE USE ONLY

Authorization

Name Date

Remittance Control #




