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,
and 3/15/2019

Kelly S. Crawford — NJ Attorney ID #029141993

RIKER DANZIG LLP FILED
Headquarters Plaza

One Speedwell Avenue ' jUN 50 2022
Morristown, NJ 07962-1981

(973) 538-0800 RAGHELLE L. HARZ
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Attorneys for Defendants,
Ethicon, Inc. and Johnson & Johnson

SUPERIOR COURT OF NEW JERSEY
LAW DIVISION - BERGEN COUNTY

MASTER DOCKET NO.
IN RE PELVIC MESH/GYNECARE BER-L-11575-14

LITIGATION,
CIVIL ACTION

In re Pelvic Mesh/Gynecare
Litigation
Case No. 291

UPDATED AND AMENDED NOTICE AND
ORDER REGARDING SERVICE OF
PLAINTIFF’S FACT SHEETS, REQUIRED
RECORDS AUTHORIZATIONS AND
APPLICATIONS FOR EXTENSION OF
SERVICE DATES
(UPDATED Jurly 2022)

done. 30

TO: All Counsel of Record

PLEASE TAKE NOTICE that, iﬁ accordance with Case Management
Order No. 5, and in order to ensure uniformity in the service of Plaintiffs’ Fact Sheets
(“PFS”), the following protocols have been put into place regarding the service of PFSs

and applications for extension of service dates. To the extent any of the below
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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.

5311036.6

. 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.

. PFSs are to be served on a rolling basis and are not to be

accumulated for mass service. Any one firm shall serve no
more than two (2) PFSs in one day to avoid both the
imposition of an unreasonable burden on Defendants to
process and serve DFS responses within the time
contemplated by governing CMO No. 5, and the
contravention of this Court’s directive for Plaintiffs to avoid

such unnecessary burdens.

. PFSs and supporting documents for multiple plaintiffs are

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

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

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

i. William Carlucci — wearlucci@riker.com

ii. Debra Gantert — dgantert(@riker.com

iif. Francesca Henry — fhenry@riker.com

iv. Butler Snow — njpfs@butlersnow.com

Service to any subset of the above individuals, service to

Defense liaison counsel, or service to other employees of the
law firms idenﬁfied above, is not adequate and may result in
motion practice seeking, among other things, dismissal of the
complaint.

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

the event that counsel chooses this method, the PFSs should

be sent to:
Debra Gantert 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).
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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
Debra Gantert, Francesca Henry and Chelsea Palmer as

indicated in Section 1(e).

. PLEASE TAKE NOTICE OF THE PROCEDURE CHANGE

REGARDING RECORDS COLLECTION SET FORTH AT
Paragraph 5, BELOW. 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

as indicated in Section 1(e) & (f).

2. APPLICATIONS FOR EXTENSIONS

a. Applications to Defendants for extension of the PFS service

date are to be sent via email to the following individuals:

i. William Carlucci — wearlucci@riker.com

ii. Debra Gantert — dgantert@riker.com

iii. Francesca Henry — fhenry@riker.com

iv. Butler Snow — nipfs@butlersnow.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 PES.
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4,

¢. 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 to
be sent via email to the following individuals:

i. William Carluceci — wearlucci@riker.com

ii. Debra Gantert — dgantert@riker.com

iii. Francesca Henry — fhenry@riker.com

iv, Butler Snow — njpfs@butlersnow.com

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

¢. 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.

GENERAL OBLIGATIONS REGARDING PFS RESPONSES

a. PFS forms shall be completed with full and correct
information to the best of plaintiff’s knowledge. A
completed Fact Sheet shall be considered interrogatory

answers and as responses to requests for production pursuant




to Rule 4:18 of the New Jersey Rules of Civil Procedure.
Such responses require the execution of a dated PFS
Certification signed by the Plaintiff(s). Failure to provide
an answer or respond, or failure to properly certify
responses, may lead to dismissal under Rule 4:23-5(a) and

related protocols established by this Court.

. The plaintiff certification requirement set forth in paragraph

(a), above, extends to required Certifications that there has
been no change to the PFS or medical status that may be
required from time to time by 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

the date of this Order and the entry of the accompanying
Amendment to CMO 3, plaintiffs are to provide fully-
executed (but undated) copies of each of the updated
authorizations appended to this Order as Schedule A. Prior
forms of authorization appended to prior orders such as

CMO No. 5 are now obsolete.! Plaintiff is required to

! 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
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execute all of the form authorizations with one exception; if
the plaintiff provides with the PFS response a signed
certification that no claims are being made for lost wages,
then the plaintiff need not execute the IRS forms 4506 and
8821.
b. For all cases filed or otherwise made part of this MCL as of
the date of this Order and Amended CMO 3, Records
Collection will be conducted by LMI (not the Marker
Group). For all cases filed prior to the date of this Order,
records will continue to be collected by the Marker Group,
unless otherwise agreed between the parties to a particular
case.
c. All parties are to comply fully with this protocol and those
of Amended CMO 3, also entered on this date.
Last updated: December , 2021
So Ordered:

Honorable Rachelle Lea Harz J.S. C

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. (Y 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,
defense counsel must provide support for their position to plaintiffs’ counsel and the Court that these abortions are
relevant to, impacted, or contributed to the injuries that plaintiff now attributes to the mesh which is the subject
matter of her lawsuit. (8).
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Schedule 1

Updated Records Authorizations
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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, Ridgetand, 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
-suminaries, 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: v,
Ethicon, Inc. and Johnson & Johnson, et al.

s 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.

e 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
Mulbetry 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 categories, except to the extent that any such entity has taken action in reliance on
this authorization.

e The undersigned is hereby notified and acknowledges he or she is aware of the potential that
protected health information disclosed and furnished to the recipient pursuant to this authorization
is subject to re-disclosure by the recipient for the purposes of this litigation in a manner that will

not be protected by the Standards for the Privacy of Individually Identifiable Health Information
contained in the HIPA A regulations (45 CFR §§164.500-164.534).

s The undersigned is hereby notified that he/she is aware that any and all protected health
information disclosed and furnished to Butler, Snow, O'Mara, Stevens & Cannada, PLLC; Riker,
Danzig, Scherer, Hyland & Perretti LLP; and/or The Marker Group, 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 Individuaily Identifiable Health Information
contained in the HIPAA regulations (45 CFR §§164.500-164.534).

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

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:

Individual's Name and Address:

Signature of Individual or Individual’s Representative

Printed Name of Individual’s Representative (If applicable)

Relationship of Representative to Individual (If applicable)

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

This authorization is designed to be in compliance with the Health Insurance Portability and
Accountability Act, and the regulations promulgated thereunder, 45 CFR Parts 160 and 164
(collectively, “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 healihcare
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 Insurance Portability and Accountability Act, 45 CFR
§164.501. Under HIPAA, the term “psychotherapy notes” means notes recorded (in any
medium) by a health care provider who is a mental health professional documenting or analyzing
the contents of conversation during a private counseling session or a group, joint or family
counseling session and that are separated from the rest of the individual’s record. This
authorization does not authorize ex parte communication concerning same.

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

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

The undersigned individual is hereby notified and acknowledges that he or she may
revoke this authorization by providing written notice to either Butler Smow LLP, P.O.
Box 6010, Ridgeland, MS 29158; Riker Danzig LLP, Headquarters Plaza, One
Speedwell Avenue, P.O. Box 1981, Morristown, NJ (7962-1981; 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 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 o 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 [dentifiable 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 protecied health
information disclosed and furnished to Butler, Snow, O'Mara, Stevens & Cannada, PLLC , Riker,
Danzig, Scherer, Hyland & Perretti LLP, and/or The Marker Group, 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 (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.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:

Individual's Name and Address:

Signature of Individual or Individual’s Representative

Printed Name of Individual’s Representative (If applicable)

Relationship of Representative to Individual (If applicable)

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

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



8821 | Tax Information Authorization T
Form » Go to www.irs.govw/Form8821 for instructions and the latest information. Fnesivod by:
{Rev. January 2021) » Don't sign this form unloss all applicable lines have been completed. Nama
Ba fthe T » Don't use Form 8827 te request copies of your tax returns Telephone
[ nartmant of tha Treasury or to authorize someone ta represent you. See instructions. Funckon
niernal Bevenue Sanvice %
1 Taxpayer information, Taxpayer must sign and date this form on line 8.
Taxpayer name and address Taxpayer identification number{s)

Daytime telephone number | Plan number (f applicable)

2 Designeels). if you wish 1o name more than two designees, attach a list to this form. Check here if a list of additional
designees is attached »

MName and address CAF No.
Butler Show LLP, P.O. Box 6010, Ridgeland, MS 29158 PTIN
Telephone No.
Fax No.
Check if to be sent copies of notices and communications [] | Check if new: Address [ ] TelephoneNo. [ 1 Fax No. ]
Name and address CAF No.
Riker Danzig LLP, Headquarters Plaza, One Speedwell Avenue, P.O. Box | PTIN
1881, Morristown, NJ 07962.1981 Telephone No.
Fax No.

Check if to be sent copies of notices and communications ] | Check if new: Address [ Telephone No. [] Fax No. []

8 Tax information. Fach designee is authorized o inspect and/or receive confidential tax information for the type of tax, forms,
periods, and specific matters you list below. See the line 3 instructions.

[ By checking here, | authorize access to my [RS records via an Intermediate Service Provider.

(a) {5} {c) - id)
Type of Tax Information (Income, Tax Form Number Year{s) or Petind(s) 8pacific Tax Matiers
Employment, Payroll, Excise, Estate, Gift, {1040, 941, 720, etc.)

Civil Penally, Sec. 4680H Payments, ate.)

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

5 Retention/revocation of prior tax information authorizations. If the line 4 box is checked, skip this line. If the line 4 box
isn't checked, the IRS will automatically revoke all prior tax information authorizations on file unless you check the lne 8

hox and attach a copy of the tax information authorization{s) that you wanttoretain . . . . A

To revoke a prior tax information authorization(s) without submitting a new authorization, see the line 5 mstructions

8 Taxpayer signature. if signed by a corporate officer, partner, guardian, partnership representative {or designated
individual, if applicable), executor, receiver, administrator, trustee, or mdividual other than the taxpayer, | cortify that | have
the legal authority to execute this form with respect to the tax matters and tax periods shown on line 3 above.

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

p-DON'T SIGN THIS FORM IF iT IS BLANK OR INCOMPLETE.

Sighature Data

Print Mame Title {if appilcable}

For Privacy Act and Paperwork Reduction Act Notice, see the instructions. Cat. No. 11598P Form 8821 Rev. 01-2021)




ADDITIONAL DESIGNEES

MeCarter & English
100 Mulberry Street
Four Gateway Center
Newark, NJ 07102

The Marker Group, Inc.
13103 Northwest Freeway, Suite 300
Houston TX 77040

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




- 3500 Request for Copy of Tax Return

(Nervmebar 2021) » Do not sign this form unless afl applicable ines have been complated. OMB No, 1545-0428
D L of the T > Request may be rejsctad If the form s Incomplate or illegible.
o mahfﬂ""w" ey rStmald » For more Information about Form 4606, visit www./rs.gov/farm48606.

Tip: Got taster service: Online at www.irs.gov, Get Your Tax Record (Get Transciipl) or by calfing 1-800-808-9946 for gpecidized assistance, Wea
have toams avallable to assist, Note: Taxpayers may register to use Get Transcript 1o view, print, or download the following transcrpt fypes: Tax
Return Transcript {shows most fine ltems including Adjusted Gross incoma {AGI) from your ariginal Farm 1040-series tax retum as filed, along with
any forms and schedules), Tax Account Tranacyipt (shows basic data such as return typs, mariial status, AGI, texabls incoma and ail payment types),
Record of Account Transcript {combines the tax retumn and tax account transcripts into one complete transcript), Wage and Inocoine Transcript
{shows data fram Information retums wa receive such as Forms W-2, 1099, 1098 and Form 5498), and Verification of Non-filing Letter (provides
proof that the iRS has no record of a filed Form 1040-gerles tax retum for the year you request),

1a Name shown on tax retum. )f a joint return, anter the name shown first, 1b Firat social gecurity number on tax return,
individual taxpayer identification numbaer, or
employer identification number {see instructions)

24 f a Joint retum, enter spouse’s name shown on tax return. 2h Sevond social security number or individuat
taxpayer identitication number It joint tax rekurn

3 Cument hame, address including apt., room, or sulta na)), city, state, and ZiP code {ses Instructions)

4 Previous address shown on the last return flled If diferent from line 3 (see Instructions)

B If the tax retumn is to be maied lo a third party (such as a mortgage company), emter the third party’s neme, address, and telephone number.

Butler Snow, LLP, PO Box 6010, Ridgehund, MS 29158; Riker Danzig LLP, Hoadwarbers Pluzs, Qo Sp dwelt Avetus, PO Bax 1981, Mormistown, NI 07962-1981; McCarter & Bnghsh, 100 Mulzerry Street, Foir Guteway Center,
Hewark, NF 97102; The Murker Group, Tno., 13105 Norlbwest Froeway, Suite 300, Honston, TX 77040; snd Litgation M Enc., 6000 Parkland Blvd., Mayfcld Hoigbts, OH 44124

Cautlon; If the tax retumn is belng sent to the third party, ensure that fines 5 through 7 are compieted bsfore signing. (see instructions).

8  Tax relmn reguested. Farm 1040, 1120, 941, efc. and all atlachments as originally submitted to the IRS, Including Formfs) W-2,
schedulss, or amended retums. Coplea of Forms 1040, 10404, and 1040EZ are generally avallable for 7 years from filing befors they are
deatroyed by law. Other returns may be available for a longer perlod of time. Enter only one return numbaer. If you nead more than one
type of retum, you must complete anothar Form 4506, M

Note: if the copies must be certified for court or administrative proceedings, checkhere . . . . . . . .« &+ &« . « . . ||
7  Year or period requeated. Enter the ending date of the tax year or period using the mm/dd/yyyy format (see Instructions).
! f ! { ! / ! !
) / ! / ! ! / !

8 Few. Thera is a $49 fee for each retum requested. Full payment must be included with your request or it will
ba rajected. Make your check or money order payable to “United States ‘freasury.” Enter your SSN, ITIN,
or EIN and “Form 4506 requsst” on your check or money order.

A CostforaathiBin . . . « + + v v e e e e e e e e e e e $ 43.00
b Numberof retumnarequestedonline? . . . . . . . . o . 0 e w0 0 e e e e e e
¢ Totaicost Multplyline8abyline8t . . . . . . . . . . . . . . . . . 4« - $
9  If we cannot find the tax retum, we will refund the fee. If the refund shouid go to the third party fisted online &, check here . . . . . [

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

Signature of taxpayer{s). | declare that | am either the taxpayer whose nama Is shown on line 1a or 2a, or a persen authotized to obtain the tax retum
raquestad. If the raquest appiies to a joint retum, at least one spouse must aign. if signed by a sorporate bfflcer, 1 parcant or more sharsholder, pariner,
managing member, guardiar, tax matters pariner, executor, receiver, administrator, frustes, or party other than the taxpayer, { gertify that | have the autharity to
exacista Form 4508 on behalf of the taxpayer. Note: This form must be recelved by IRS within 120 days of the signature date.

] Signatory attests that he/sha has read the attestation clause and upon sa reading

declares that he/she has the authority to sign the Form 4808, See Instructions. 11”2%?"22“’““" of taxpayer on line
} Slgnature (206 Inetructions) Data
Sign }
Here Frini/ Type rame Telle (T Ire 18 Bhove 18 a COrporation, Parnersiip, eslats, of (nzsl)
’ Spouse’s signuture Date
) EintType name

For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 417218 Form 4506 (Rev. 11-2021}




MEDICARE AUTHORIZATION FORM
**ALL SECTIONS REQUIRED**

SEC.T EON A, _BEI\!EFICEARY- IN .ORMATION

: Enter beneﬁaary name as it appears on. Medicare card. - S R
Flrst Name: Middie Name Last Name:

Date of Birth (mmiddiyyyy) Medicare Identification Number:

Address:

City: Zip code:

'SECTION B: RECORD DETAILS DEFINITION =~ ) Sl
Medicare w;lt only disclose the ¢laim information 1dentlﬁad below for the mdwidual in Sectlon A

[ Releasa afl records to date

Select one option:
ot 7 Releasa records in timeframe from start date 1o end dale:

0 Tnclude all records

Fi Exclude information about alcohol and drug abuse, mental health treatment, and HiV

indicate whather authorization release is for a one-time disclosure, or Identify a future date or event when the authorization will expire.
1 One-time disclosure

Select onae option: E1 explration upon specified date
3 expiration upan specified event

SECTION C. RELEASE iNFGRMATION 10

NY residents only:

ldentify the name, address and contact informatian of the person and!or argamza’tzon to whom you want Med:carn to dlsciose
the claim records. Medlcare will.only release claim records to those listed. : : : S .

Release claim records to beneflclary at maillng address above,
Organization/individual 1 Name Reclpient 1 Email Address

Butier Snow LLP

Reciplent 1 Mailing Address:
P.Q. Box 6010, Ridgeland, MS 29158 (See addltlonai Orgamzatzonisec;p:ents attached)

SECTION | >+ PURPOSE FOR REQUEST RN _ SRR
st heips Meclkare unerstand.the reason o intent for us fortis record equest,

Atthe request of the indi widuai Litigation

SEC‘T iON E‘ AUTHORIZATION AGREEMEN’I'

I authorlze Muedicare to disclose claim records to the person{s) or orgamzatlon(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. :

| understand 1 have the right to revoke this authorization at any time, in writing, except to the extent that Medicara has
atready acted based on my permission.

| understand that signing this authorization Is voluntary. Treatment, payment, enroliment In a heaith plan or eligibility for
benefits will not be conditioned on my authorization of this disclosure.

Sighature of Baneficiaty or Representative Authorized by Law: Data Signed:

Lagal Role of Representative (Requires Additional Documentation):




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

ORGANIZATION/RECIPIENT 3 NAME AND MAILING ADDRESS:

McCarter & English, 100 Mulberry Street, Four Gateway Center, Newark, NJ
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




Dopartnent of Health and Human Sevices Fourn Approved

Canters for Medicare & Madicald Services OMB No. 08360930
Expiration Date: 73172021

1-800-MEDICARF Authorization to Disclose Personal Health Information

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

1. Print Name Medicare Number Date of Birth
(First and last name of the person with Medicare)  (Exactly as shown on the Medicare Cardy  (mn/ddfyyyy)

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

2A: Check only ong box below fo tell Medicare the specific personal kealth informatien you
want disclosed:

D Limited Infotration (go to question 2b)

[ ] Any Information (go to question 3)

2B: Complete only if you selected “limited information”. Chieels all that apply:
D Information about yoﬁrMedicare eligibility |
D Information about your Medicare claims
D Information about plan enrollment (¢.g. drug or MA Plan)
| D Information about premium payments

D Other Specific Information (please write below; for example, payment information)

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

Tnelude all information. This includes information about alcohol and drug abuse, mental
health treatment, and HIV. : '

OR

D Pxchide information about alcohol and drug abuse, mental health treatment, and HIV.

Form CMS-10106 (Rev 03/19)




Deparimant of Heailh and Human Saevices Fom Approved
Canters for Medicare & Medicald Services ' OMB No. 0928-0830
Explration Date: 773172621

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

D Disclose my personal health information indefinitely

D Disclose my personal health information for a specified period only

beginning: (mm/dd/yyyy) and ending: (mmy/dd/yyyy)

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

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 fo autharize any additional individuals or
organizations, please add those to the back of this form.

Name Litigation Management Inc

Address 8000 Parkland Bivd, Mayfleld Heights, OH 44124

Name The Marker Group, Ine.

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

Form CMS-101086 {Rev 03/19)




Departmeni of Heafih and Human Senvices . Foirn Approvad

Cantars for Medicare & Medicald Services OMB Ne, 09380030
Expiration Date; 7/31/2021

Note: You have the right to take back (" revoke" ) your authorization at any time, in writing, except
t0 the extent that Medicare has already acted based on your permission. To revoke authorization,
send a written request to the address noted below, Your authorization or refusal to authorize disclosure
of your personal health information will have no effect on your enrollment, eligibility for benefits, or the
amount Medicare pays for the health services you receive.

6. I authorize 1-800-MEDICARE ¢o disclose my personal health information listed above to

the persen(s) or organization(s) I have named on this ferm. I understand that my
personal health information may be re-disclosed by the person(s) ox organization(s) and
may no longer be protected by law.

Signature Telephoné Number ‘Date (mmfdd/yyyy)

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

D Check here if you are signing as a personal representative and complete below,
Please attach the approptiate documentation (for example, Power of Attorney). This only

applies if someone other than the person with Medicare signed above.

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

Telephone Number of Personal Representative:

Personal Representative's Relationship to the Beneficiary:

Foem CMS-10106 (Rev 03/19)




Dapatment of Heallh and Human Seivicas Farm Appravad

Canters for Medlcare & Medicald Sewvices OMB No, 08386930
Expiration Date: 7/31/2021

7. Send the eompleted, signed authorization fo:

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

Note: You have the right to talke back (“revoke") your authorization at any time, in writing, except o 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 bealth information wili 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 (o respond to a collection of
information unless it displays a valid OMB control nutmber. The vatid OMB control sumber 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 teview the information collection. If you have
corments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please
write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Cleatance Officer, Mail Stop C4-26-03,
Baltimore, Maryland 21244-1850.

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-nondisctimination-no tice, or call 1-800-MEDICARE
(1-800-633-4227) for more tnformation. TTY users can call 1-877-486-2048.

Form CMS$-10106 {Rev 03/19)




Social Secudty Adminieteation . Form Approved
Consent for Releass of Information ' ___OMB No. 0880-0586

Inatryctfons for \Using this Form

Gomplota thia farrm only If you want us {o give Information or records about you, a tminor, o7 8 iggglly ihcompetent adull, to an
individual or group (for exampla, a doctar or an ingurance cnmpsni{). ifyou are the nalural or adoptive pare or legal guardian,
aciing on behalf of & mingr ohild, you may completa this form (o release only the minor's non-medical racords, We may tharge a
fee for providing Information unrefated to'the acministration of & pragram under the Soclal Seaurlty Act.

NOTE: Do not use this form to:

+ Raquast the retease of madics] vacords on bahaif of o minor child. stead, visit 1ocal Saclal Ssourity office or call our toll-
Srae numbar, 1-800-772+4213 (TTY-1-800-425-0778), or 2your v

+ Requast detalled information about your aamings or employment histary. inatead, somplate and mall form BSA-TOE0-F4, You
can obtain form SSA-7060-F4 from yaur tocal Soclat Security oftice ar anling at www.gea,.qovfcnting/ssa-7050 df-

Pay!

Wa will not honor ihis farms unleas sh required flelds sre completed. Au asfarlek (*) indicalas & raquined fleld. Ao, wis will not
honor bianket requests for "any and ali records’ or fhe antive file.” You must spacily Ihe Information you are requesing and you
fust slgn and date this form. We may charga a jos i release informafion for nen-program purposas.

» Fill In your hame, date of hirlh, and soclal gacudly number or the name, date of birth, and soctel security number of the persan
tn whom the raquested Information pertalns,

« Fill i the natne and address of the persan af organizaiion whera you want us to sand ihe reguested information.
+ Spacily the reason you want us to release the Information,
» Chask the hox naxt ko the typs(s) of Infarmatian you wanl us lo tsleaes including the date ranges, where applicable,

» For nun-medieal Informatlon; you, the parent o the legal guardian acting on behalf of & minor chiid or tagally ncorpetent adult,
must sign and date this farm :-?nd 'pravtcfa a davtime phone number, P

« If you ere not the individual to whom {he requested Information pertaing, stata your relalionshig to that person. Wo may raquire
proof of refationship.

PRIVACY ACT STAYEMENT.

Section 208(a) of the Soolal Securlly Act, 85 amended, authorizes us to collest the Information requasied on this form. We wit
s tha Infarmation you provida to respond to your reqguest for accass o tha records we malntain sbout you of (o process your
request to release your recards 1o g {hilnd party, You do nat have (o pravide the requastad \ntarmation. Your regponse fs
voluniary; huweavar, we carnat honot your request to release information of recorda about you 1o another passan or organization
wiithout your consenl, We roraly tse the Information provided on thia form for eny purpase oiner then lo respand to raquests for
SSA racords Information, However, the Privacy Act (6 1.8.C. § 562a(b)) pormils us {0 discloss lhe Information you provide on this
form Int agcardance with approved routing uses, which include but ere not fimited to the Toilowing:

1 To enable an agency of third Ee to mssfst Soclal Secuﬂiﬁn sstabllshing rights fo Sockdt sacuﬁéy henatfits and of coverage,

2 To make daterminations for eligiblity n simitar heslth and incame mainfenance programa al the Federal, State, and local lovel
3To wm[pl{ewlm Faderal [aws requiring the disclosure of the Information from oy records; and,

4.7 faclitale statistical research, audi, of Investipative acliviios necessary o assure the Integrity of SSA programs,

We may also use the informatlon you rovide when wa match records by computar, Computer matching programs compsre gur
vecorda with those of othar Federal, Stale, or tocal govermment agencies. Wa uss infarmatlon from these matching prograis to
sstablish of verify a pansor’s el _lhliity for Federally-funded or admiistared beneflt programs and for repayment of incorract
paymahia or pvarpayments snder thess programs. Additional information ragarding this form, routine uses of Information, and
aifier Soaclal Seclly programs ls avallabls on our Internet website, www socialascurity.gov, or at your local Sodlal Seourity offlcs.

PAPERWORK REDUCTION ACT STATEMENT

This information collection meets the raquirementa of 44 U.B.C. § 3507, as amanded by section 2 of the Pa ,

You do not nead 1o answer (haga guestions unless we disptay a valld Ofilce of Marapement and Budget control
numbar, We estimala that it will take atioll 2 minytes fo read ihe Instrugtons, gather the facts, and answer the questions, SEND
OR BRING THE COMPLETED FORM TO YOUR LOGAL SOCIAL SECURITY OFFICE. You can find your jocal Seclal
Security office through S8A's website at www,socl tg ov, Offices pre also liated under U.8, Gavamment agenclss
in your telepnone d!rectcla' or you may call 1-800:772-121 ¥ 1.-800.-425-0778). You may send commenls on our iime
esé‘mata abaove to: SSA, 6401 Sacurity Blvd, Baltimore, MD 21236-8401, Send oy, comntents relating to our fime estimate
to this address, nof the gomplalad fotm. .

Form SSA-3288 (11-2018) uf
Destroy Prior Editlons

P T




Soclal Sacurity Administration * Form Approved
Consent for Release of Information : 3 OMB No. (1860-0666
You must camgleie all raquired fislds. We will nof honor your requast unless all raquired fields ara completad, (*Signilies &
required fisld. "*Please complate these flalds in oase wa nead fo contact you about the cansent form),

TO: Soclal Security Adminisiration

My Fuit Name *My Date of Blrth "My Social Security Number
(MM/DDIYYYY}
| autharize the Socisl Secutlty Administratlon to release Intormation or racorda about o to!
*HAME OF PERSON OR ORGANIZATION: *ADDRESS OF PERSON OR ORGANIZATION:
LITIGATION MANAGEMENT, INC, 5000 PARKLAND BOULEVARD
' MAYFIELD HEIGHTS, OH 44124
Tha Marker Group, Ina. 13105 Norhwest Presway, Sulte 300, Houston, Tx. 77040

{1 want thls information released hecause: b used In supoort of an aglive ltigation.

\We may charge a fee torelease inforrmation for non-program purpuses,

4
+

{Plense release the following information selectad fram tha list halow:
Check at laast one box. We will nat disclose racords unfess you include date ranges whera appllcable.

4, [ Verificatlon of Seclai Security Number . .
2, [] Currant monthily Social Security henefit amount

3, [] Current monthly Sugplemental Security income payment amount

4. [} My banalll or payment amaunis from dale to dale PRESENT,

8, [X1 My Medlcara entitioment from date to date _PRESENT.
&, ] Medioal racords from my dlaims folder(s} from date__ ____  todate

If you want us to ralease 8 minor child's medical records, do not use this form. Instead, contact your focal Soclal
Sacurity offica. .

7. {X] Compiate medical racords from my claims folder(s)
8. [X] Other ragord(s) from my file (We will not honor a request for *any and all racords” or "the anifire fle.* You must spaclfy
othar racords; .., consuifative axams, award/denial notices, béneflt applications, appeals, questionnaires,
dottor reports, detarminations.) .
Dosumants of othr Roms pelngng 1o my soclul aecurity cialma(s): applicagons, questions, peliflna, paymunl donsmentehdodalonsiwardsiianials, Judadiclional gocumentainoles,

e, saHespondanco, HARE, Rolics of hARTings, Revring fecordv, ordurs, doposiians, fepoas, winasces, mediesl reviawars and axpeds tonseilalve examinaden eparis,
surten| yavelogrmanlsiteaporary, nomdisabifily developmunt o documentation, madical tecards snd detsrmination racords,

§ am the Individual, to whom {te requested Information or record alppilea, or tha parent or legal guardian of aminey, or the
tegal guardlan of a legally Insompetent adult, ) daclare under penally of pesjury szn CFR § 18.418:1 2004) that | have examined
ail the Information an this form and it Is frue and correct to the best of my knowledge. | undoesstand fhat anyone who kmowlingly
ar willfully seeking or ohtaining access fo rasords about another parson under false pretenses is punishable by a fina of up to
15,000, | also undarstand that | must pay all appilcable fees for raquesting Infommatlon for a nor-program-related purposa.

*Slgnature! ' ~ *Date:
Address: “paytime Phone,
Retationship {if not the subjact of the record); *Daytime Phone!

Witnesses must sign this form ONLY it the above signatura ls by mark (xg. It sigriad by mark (X), two witnasses to the slgning
u;ho k{nowutha s!llgnee must sign below and provide their full addresses: Please piint the signee's nama next o the mark (X) an the
signalure line abave.

1.Slignaiura of wiiness ) ) 2,Signatura of withess

Address{Number and street,Clly,State, and Zip Code) AddraasiNombar and streal,Clly,Stale, and Zip Gode)

Eorm 55A-3288 (11-2018) uf




Form SSA-7080-F4 (02-2021)
Discontinue Prior Editions Page 1 of4

Sacigl Becurity Administration OMB No. 0960-0525

REQUEST FOR SOCIAL SECURITY EARNING INFORMATION

*Use Thls Form If You Need

DO NOT USE THIS FORM TO REQUEST

4. Ceriified/Non-Cartified Detailed Earnings Information YEARLY EARMINGS TOTALS
includes perinds of employment or self-employment
and the names and addresses of employers, Yearly earnings totals are free fo the public
‘ if you do not require certification.

2. Certified Yearly Totals of Earnings

Includes total earnings for sach year but does not Ta obtain FREE yeearly lotals of earnings,
include the names and addresses of employers. \visit our wehsite at www,ssa govimyaccount.
Frivacy Act Statament

Caollection and Use of Personal Information

Saction 205 of the Social Security Act, as amended, allows us to collact this informatian, In addition, the Budget and
Accounting Act of 1950 and Debt Collection Act of 1982 autharize us o collect credit card Information, if you choose to

pay for the eamings information you have requested wilh 2 credit card. Furnishing us this information is voluntary.
Howaver, failing ta provide alf or part of the information may prevent us from processing your réquest.

We will uge the information to identify your records, process your request, and send the earnings information you requiest,
We may also share the information for the follawing purposes, called routine uses:

1. To the Internal Revenus Service (IRS) for auditing SSA's compliance with the safeguard provisions of the Internal
Revenue Code of 1986, as amended.

2. To contractors and other Federal agencies, as necessary, for the purpose of, assisting the 8Boclal Security
Administration (SSA) In the efficient administration of its programs.

3. To banks enrolled in the Treasuty credit card network to collect a paymant or debt when the individual has given
hisfher credit card number for this purpese.

In addition, we may share this information In accordance with the Privacy Act and other Fedaral laws. For example,
whears authorized, we may use and disclose this information in computer matching programs, in which our racords are
compared with other records to establish or verify 3 person's eligibility for Federal benefit programs and far repayment of
incorrect or delinquent debts under these programs. :

A list of additional routine uses s available in our Privacy Act System of Records Notlces (SORNs) 60-0059, entilled
Eamnings Recording and Selt-Employment Income System, 80-0080, enfifled Master Beneficiary Recard, 80-0224,
entitled SSA-Initiated Personal Earnings and Bensfit Estimate Statermnent, and 80-0231, entitied Financial Transactions of
SSA Accounting and Finance Offices, Additional information and a full listing of alf our SORNs are available on our
website at www socialsecurity. govifoia/bluebaok,

Paperwork Reduction Act Statement -This information collection meets the requirements of 44 U.8.C. § 3507, as
amendad by section 2 of the Paperwork Reduction Act of 1995, You do not need to answer these questions unless we
display a valid Office of Management and Budget control number, We estimate that it wilt take about 11 minutes to read
the lnstructions, gather the facts, and answer the questions. Send only comments relating to our time estimate above
10: S5A, 6401 Security Bivd, Baltimore, MD 21235-6401,




Form SSA-7080-F4 (02-2021) Page 2 of 4
REQUEST FOR SOCIAL SECURITY EARNING INFORMATION

1. Provide your name as it appears on your most recent Social Security card of the name of the individual whose
earnings you ara reguesting.

First Mame: Middle Initial: D

Last Name:

Social Securify Number (SSN) One S8N per request

Date of Birth: Date of Death:

Other Name(s) Used
Maiden Name .
% Vhat xind of earmings information do you need? (Choose ONE of the following types of eamings or SSA must retum
this request.)
[] temized Statement of Earnings $92.00
{Includles the names and addresses of smployers)

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

Year(s) Requested: to

Check this box i you want the gamiigs
[] information CERTIFIED for an additional

$30.00 fes.
[[] Certified Yearly Totals of Earmings $30.00
(Does not Include the names and addressos of Year(s) Requested: to
employers)Yearly sanings totals ars FREE tothe pubilic if you Year(s) Requested: to

do not require certifivation. To cbtain FREE yearly lotals of
aarnings, visit our wabslte at Y. 533 .govimyaccourd,
3. [f you would like this information sent fo someone else, please fill in the Information below. ' i

| authorize the Soclal Security Administration to release the sarnings information to:

Name Litigation Management, inc.

Address PO Bax 241370 Stats QH

City Claveland . ZIP Code 44124

4.1 am the individual fo whom the recard pertalns (or a person authorized to sign on hehalf of that individuat),
| declare under penalty of perjury that | have examined all tha Information on this form, and on any accompanying
statements or farms, and [t [s true and correct to the best of my knawiedge.

Signature AND Printed Name of Individual or Legal Guardian gg,ﬁ ﬂ,‘;ﬁ;‘f;’ﬁ};ﬁéﬁ’s form w;tb:.n 120 days -

) Date
Relatianship (if appiicable, you must attach preof) Daylima Fhone;
Addrass | | State
City | ZIP Code

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

1, Signature of Witness 2. Slgnature of Withass

Address (Number and Streel, Ci‘ly, State and ZIP Code) Address (Number and Streef, City, State and ZIP Cods)




Form $SA-7080-F4 (02-2021)

Page 3 of 4

REQUEST FOR SOCIAL SECURITY EARNING INFORMATION

INFORMATION ABDUT YOUR REQUEST
Yau may use this form to request earnings information for one ONE Sacial Security Number (SSN)

How do } get my earnings statement?

You must complete the attached form. Tell us the
specific years of earnings you want, type of eamings
record, and rprwide your malling address. The itemized
statement of earnings will be malled to ONE address,
tharafore, if you want the statement sent to someons
other than yourself, pravide their address in section 3.
Mail the completed form to SSA within 120 days of
signature, If you sign with an "X, your merk must be
witnessed by fwo impartial parsons who must provide
their name and address in the spaces provided.

Select OME type of earnings staternent and include the
appropriate fee.

1. Certiffed/Non-Certified ltemized Statement of
Earnings
This statement Includes years of self-amploymant or
employment and the names and addresses of
emplayers,

2. Certified Yearly Totals of Earnings
This statement includes the fotal earnings for each
year requested but doas nof include the names and
addrasses of employers.

If yau raquire one of each type of earnings statement,
{cu must complate two separate forms, Mall each form
0 SSAtwith ona farm of payment attached to each
request. .

How do | get someone alse’s earnings
statement?

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

1. Someone Elsa's Earnings
The natural or adoptive parent or legal guardian of a
rnore child, or the lagal guarﬁian of a legally
declarad 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 requast. The proof may Include a birth
ertificate, court order, adoption decres, or other
tegatly binding document.

2. A Deceased Persot's Eamings

You can request earnings information from the

recard of a deceasad person if you are:

« The legal represantative of the estate;

« A survivor (that is, the spouse, parsnt, child,
divorced spouse of divoreed parent); or

» An individual with a material interest (2.9.,
financial) who is an helr at law, next of kin,
baneficiary under the will or donee of property of
the decedant.

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

Is Theve A Fee For Earnings Information?

Yos. We charge a $82.00 fee for providing information
for purpuses unrelated to the administratlon of our
programs.

4. Certified or Non-Certified Itemized Statement of
Eamnings
in most instancas, individuals request ltemized
Stataments of Earnings for purposes unrelatad fo
our programa such as a private pansion plan or
personal injury suit. Bulk submitters may email
OCO.Pengign,ang@gsgkggu for an alternate

method of obtaining ftemized sarnings information,

We will certify the itemized earnings information for
an additional $30,00 fee, Certification is usually not
necessary unless you are spacifically requested to
ohtaln a cerfified earnings racord,

Sometimes, there is no charge for ltemized eamings
Information, If you have reason to believe your
earnings are not correct {for example, you have
previously received sarnings information from us
and it does nof agres with Eour records), we will
supply you with mare detal for the year(s} in

uestion. Ba sure to show the year(s) invaived 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, Corllfied Yearly Totals of Earnings
We charge $30.00 to certify yearly lotals of
eamings. However, if you do not want or need
certification, yau may obtain yearly totals FREE of
charge at www.ssa.dovimyaceount. Certification Is
usually not necessary unless you are advised
specifically to obtaln a certified earnings record.

Method of Payment
This Fea Is Not Refundable, DO NOT SEND CASH.

You may pay by credit card, check or money order.

« Cradit Card Inhstructions )
Complete the credit card section on page 4 and
return 1t with yaur request form.

+ Check or Monay Order Instructions
Enclose one thack or monsy ardar per requast
form payable ta the Social Securi% '
Administration and write the Sccial Security
number in tha memao,

How long will It take SSA to process my request?
Please allow 554 120 days to process this request.

After 120 days, yoy may contact 1-800-772-1213 to
leave an inguiry regarding your request,
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REQUEST FOR SOCIAL SECURITY EARNING INFORMATION

+« Whera dao | send my compiste request?

Mail the compieted form, supporting documentation,
and appiicable fee to:

Social Security Administration

P.O, Box 33011

Baltimore, Maryland 21290-33011

If using private contractor such as FedEx mali form,
supporting documentation, and application fee to:
Boofal Security Administration
P.0. Box 33011
Baltimore, Maryland 21290-33011

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

Non-Certified ltemized Statemant of Earnings

Certified ltemized Staterment of Eamings

$92.00

: $122.00

» How much do 1 have to pay for Certified Yzarly Tofals of Earnings?

Cettified yearly totals of earnings cast $30.00. You may obtain non-certified yearly totals FREE of charge at
www ssa.govimyaccount. Cerfification is usually not necéssary unless you are specifically asked lo obtaln &

certified earnings record.

YCOU CAN MAKE YOUR PAYMENT BY CREDIT CARD
As a convenisnce, we offer vou the option to make your payment by credit card. However, regular credit card rules will
apply. You also pay by check or money order. Make check payshle to Social Sscurity Administration.

CHECK ONE

] Visa
[] MasterCard

[} Ametican Express

[] Discover

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

First Nama, Middle Tnitial, Last Name

Credit Card Holder's Address

Number & Streat

City, Stale, & ZIP Code

Daytime Telephone Number

Area Gode

Cradit Gard Number

L]

Credit Card Expiration Date

VN7 Y)

Amount Charged

Ses above io select the correct fes for your request.
Applicable fees are $30.00, $92,00, or $122.00.
SSA will 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 #




