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IN RE: PELVIC MESH/GYNECARE 
LITIGATION 

SUPERIOR COURT OF NEW JERSEY 
LAW DIVISION: ATLANTIC COUNTY 

CASE NO. 291 CT 
MASTER CASE 6341-10 

PLAINTIFF FACT SHEET 

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

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

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

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

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

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

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

1. Please state: 

a. Case caption:. ______________________ _ 

b. Docket number: _____________________ _ 

c. Court in which case was originally filed: _____________ _ 

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

e. Full name and address of the person completing this form, if different from the 
person listed in 1 (a) above, and the relationship of the person completing this 
form to the person listed in 1 (a) above: 

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

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

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

2. Your Social Security Number: __________________ _ 

3. Your date and place of birth: ________________ _ 

4. Your current residence address: ___________________ _ 
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5. 

6. 

7. 

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

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

Have you ever been married? Yes_ No __ 

If Yes provide the names and addresses of each spouse and the inclusive dates of your 
marriage to each person .. _____________________ _ 

8. Do you have children? Yes_ No_ 

If Yes, please provide the following information with respect to each child: 
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9. Have you had any pregnancies other than those that resulted in the births of your children 
identified above? 

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

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

11. Please provide the following information for your employment history over the past 10 
years: 
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12. Have you ever served in any branch of the military? Yes ____ No ___ _ 

If Yes, please provide the following information: 

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

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

If Yes, state what that condition was: _________________ _ 

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

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

II. CLAIM INFORMATION 

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

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

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

2) Please identify the type of surgery that you received: 

a) TVT: 
b) TVT-O: __ 
c) TVT-Secur: __ 
d) Prolift Total: __ 
e) Prolift Anterior: __ 
f) Prolift Posterior: __ _ 
g) TVTExact 
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h) TVT Abbrevo 
i) Prolift + M Total: __ 
j) Prolift + M Anterior: __ 
k) Prolift + M Posterior: __ 
I) Prosima 
m) Other: ___ _ 

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

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

5) 

6) 

7) 

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

Yes No 

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

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

Give the name and address of the hospital or other healthcare facility where the Gynecare 
Mesh Product(s) was implanted: _________________ _ 

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

If Yes: 
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a) 

b) 

c) 

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

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

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

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

Yes ____ No ____ I Don't Know ____ _ 

IfYes: 
a) On what date, where and by whom (doctor) was the Gynecare Mesh Product(s), 

b) 

c) 

or any portion ofit, removed? ________________ _ 

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

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

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

Yes No 

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

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

Yes ____ No ___ _ 

If Yes: 

a) Describe the bodily injuries, conditions and/or symptoms that you claim resulted 

from the Gynecare Mesh Product(s)? 

b) When is the first time you experienced bodily injuries, conditions and/or 
symptoms you have listed above that you now relate to the Gynecare Mesh 
Product(s)? 
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c) For each bodily injury, condition and/or symptom you now claim to have 
experienced relating to the Gynecare Mesh Product(s), please state approximately 
when you first saw a health care provider for each of those bodily injuries, name 
of provider and diagnosis, if any, provided: 

d) Aie you currently experiencing symptoms that you relate to your claimed bodily 
injuries? 

Yes ____ No ___ _ 

If Yes, please describe your current symptoms in detail 

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

Yes ____ No ___ _ 

If Yes, please list all doctors you have seen for treatment of any of the bodily 
injuries you have listed above. 
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f) Were you hospitaliz.ed at any time for the bodily injuries, conditions and/or 
symptoms you listed above? 

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

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

a) Vaginal Prolapse: Yes No 

b) Uterine Prolapse: Yes No 

c) Rectocele: Yes No 

d) Cystocele: Yes No 

d) Enterocele: Yes No 

e) Urinary incontinence: Yes __ No 

f) Fecal Incontinence: Yes No 

g) Urethral Hypennobility: Yes__ No __ 

h) Interstitial Cystitis: Yes No 

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



, 

12) Are you making a claim for Jost wages or Jost earning capacity? 

Yes __ No __ If Yes, please answer the following: 

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

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

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

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

Name 

Yes__ No __ If Yes, what mental and/or emotional damages do you claim 
and what do you attribute them to? 

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

Address Condition treated Dates treated Medications 
Prescribed 
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15) Has anyone filed a loss of consortium claim in connection with your lawsuit regarding 
the Gynecare Mesh Product(s)? 

Yes ____ No ___ _ 

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

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

Yes ____ No ____ IDon'tKnow __ _ 

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

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

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

Your age ____ Your approximate weight __ _ 

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

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

4) In chronological order, list any and all surgeries or hospitaliz.ations you had AFTER the 
implantation of the Gynecare Mesh Product(s) for treatment of a gynecological, 
urological, abdominal, colo-rectal and/or mesh-related condition, excluding child births. 
Identifying by name and address the doctor( s ), hospital( s) or other healthcare provider( s) 
involved with each surgery or procedure; and provide the approximate date(s) for each: 
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5) To the extent not already provided in the charts above, provide the name, address, and 
telephone number of any internal or family doctor, surgeon or hospital from which you 
have received medical advice and/or treatment for the past 10 years: 
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6) To the best of your knowledge, have you ever been diagnosed by a doctor or another 
health care provider with any of the following: 

Chronic obstructive pulmonary disease/COPD/chronic lung 
disease/Chronic cou • 
Com lications related to childbirth 
Crohn's Disease, Irritable Bowel Syndrome, Ulcerative Colitis, Chronic 
Diarrhea or disease of the t, intestines, or bowel 
Connective Tissue Disorder 
Diabetes 
Diverticulitis 
Fistula 
Hernia 
Malnutrition 
Obesi 
Pelvic Tumors or Fibroids 

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

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

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

9) Have you undergone vaginal estrogen therapy, hormone therapy, or systemic estrogen 
replacement therapy (ERT)? Yes ____ No ___ _ 

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

Yes ____ No ___ _ 

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

I 0) Have you received a hysterectomy? If so please state the doctors' name, city and state 
and date. 

11) Do you now or have you ever smoked tobacco products? Yes ____ No ___ _ 

If Yes: 

a) Provide the dates you smoked? 

b) How much do/did you smoke? 

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

If Yes, please provide the following information: 

a) Product Name: _____________________ _ 

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

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

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

e) Does that product remain implanted inside of you today? Yes ___ No __ _ 
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13) List each prescription medication you have taken for more than 3 months at a time, 
within the last 3 yean prior to the implantation of the Gynecare Mesh Product until 
the present, giving the name and address of the phannacy where you received/filled the 
medication, the reason you took the medication, and the approximate dates of use. 
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1) 

2) 

IV. INSURANCE INFORMATION 

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

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

Yes ____ No ____ _ 

The date on which you first began receiving such benefits: ______ _ 

[Please note: if you are not currently a Medicare-eligible beneficiary, but become eligible for 
Medicare during the pendency of this lawsuit, you must supplement your response at that time. 
This information is necessary for all parties to comply with Medicare regulations. See 42 U.S.C. 
l 395y(b)(8), also known as Section 111 of the Medicare, Medicaid and SCHJP Extension Act of 
2007 and 42 U.S.C. 1395y(b)(2) also known as the Medicare Secondary Payer Act.] 

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

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

a) Medicare/Medicaid: _______________ _ 

b) Address: ______________________ _ 

c) Dates of Service: ____________________ _ 

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

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

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

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

Yes ___ No __ _ 

If "Yes," state the total amount of such expenses at this time: $ ___ _ 

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

Yes ___ No __ _ 

If"Yes," state the total amount of such expenses at this time: $ ___ _ 

V. PRIOR CLAIM INFORMATION 

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

Yes ____ No ____ IfY es, please specify the following: 

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

b) Case/Claim Number: _________________ _ 

c) Nature of Claim/Injury: ________________ _ 

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

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

a) Date(oryear)ofapplication: ______________ _ 
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b) Type ofbenefits sought _________________ _ 

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

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

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

3) Have you ever filed for bankruptcy? 

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

a) Court in which petition was filed: ______________ _ 

b) Case/claim number: _________________ _ 

c) Resolution of case: ___________________ _ 

VI. FACT WITNESSES 

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

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

VIII. AUTHORIZATIONS 

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

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

713.460.9070 main 
713.934.2586 fax 
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IX. DOCUMENTS 

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

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

i. Not Applicable __ 

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

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

i. Not Applicable __ 

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

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

i. Not Applicable __ 

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

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

i. Not Applicable __ 

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

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

i. Not Applicable __ 

ii. The documents are attached ___ [OR] I have no documents __ _ 
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f) If you are advancing a claim for emotional or psychological injuries, produce all 
documents or records in your possession which refer or relate to any 
psychological, psychiatric, counseling, mental health treatment that you have 
received in the last l 0 years. 

i. Not Applicable 

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

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

1. Not Applicable __ 

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

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

i. Not Applicable __ 

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

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

i. Not Applicable __ 

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

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

i. Not Applicable __ 

ii. The documents are attached ___ [OR] I have no documents __ _ 
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k) Produce all documentation in your possession of correspondence or 
communication between Ethicon, Inc., Johnson & Johnson (or any of its related 
companies or divisions) and any of your doctors, healthcare providers, and/or you 
relating to the Gynecare Mesh Product(s). 

i. Not Applicable __ 

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

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

i. Not Applicable __ 

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

m) Produce any and all documents reflecting the product code and lot number of the 
Gynecare Mesh Product(s) you received. 

i. Not Applicable __ 

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

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

i. Not Applicable __ 

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

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

i. Not Applicable __ 

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

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

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

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

i. Not Applicable __ 

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

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

1. Not Applicable __ 

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

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

1. Not Applicable __ 

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

Plaintiff, ___________ _, deposes and states as follows: 

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

Dated: _______ _ 
Signature 

26 



Exhibit A 



AUTHORIZATION AND CONSENT 
TO RELEASE RECORDS AND PROTECTED HEALTH INFORMATION 

(Excluding psychotherapy notes) 

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

Provider Name: _____________________________ _ 

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

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

The Social Security Administration 

Open Records, Administrative Specialist, Department of Workers' Claims 

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

The undersigned individual hereby authorizes each entity included in any of the above categories 
to disclose and furnish to Butler Snow LLP, P.O. Box 6010, Ridgeland, MS 29158; Riker 
Danzig LLP, 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: ____________ 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 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 categories, except to the extent that any such entity has taken action in reliance on 
this authorization. 

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

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

Relationship of Representative to Individual (If applicable) 

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

This authorization is designed to be in compliance with the Health Insurance Portability and 
Accountability Act, and the regulations promulgated thereunder, 45 CFR Parts 160 and 164 
(collectively, "HIP AA"). 
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AUTHORIZATION AND CONSENT 
TO RELEASE PSYCHOTHERAPY NOTES 

Name of!ndividual: 
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 Suow 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 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, Houstou 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 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 oflndividually 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 HIP AA 
regulations (45 CFR §§164.500-164.534). 

• A photocopy of this authorization shall be considered as effective and valid as the original, and this 
authorization will remain in effect until the later of: (i) the date of settlement or final disposition of 
_________ v. Ethicon, Inc. and Johnson & Johnson, et al. or (ii) 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 their authorized representatives, by any entities 
included in the categories listed above. 

Date: 

Individual's Name and Address: 

Signature of Individual or Individual's Representative 

Printed Name of Individual's Representative (If applicable) 

Relationship of Representative to Individual (If applicable) 

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

This authorization is designed to be in compliance with the Health Insurance Portability and 
Accountability Act, and the regulations promulgated thereunder, 45 CFR Parts 160 and 164 
( collectively, "HIP AA"). 
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MeCarter &. English 
JOO Mulberry $1:l'.eet 
Four Gateway Center 
Newark,. N-! 07l 02 

The Marker.Group, Inc. 

ADDITIONALDESIGNEES 

13105 NorthweslFreeway, SuJte 300 
Houston TX 77040 . 

Litigation Management, Inc. 
6000 I'arkland Blvd. 
Mii.yfield Heigli,t~,. OH 44124 



Form 4506 Request for Copy of Tax Return 
IN"'"1ab0t2ll,!1) 

Do-of the,Treasuiy 
Internal Rovenue.Seryl~' 

► Do nol'aign lh18.fonn unless •11-lical!le·lihea have been completed. 
► Requeat may be l'ejilcted IMhe·fonn la Incomplete or Illegible. 

OMB,No, 1545--0429 

► For.man1-In1onnatlon about Farm 4SCII, vhllt wwwJrs.(zovlfolrn46l16, 

Tip: Get iastei service: Online at www.Jrs.gov, Get Your Tait Ri>Cord (Gitt Transcript) or by calling 1-INJll;IIOS !1946 fo,r_ •peclalized assistance;We 
hal/e'teams avallabllfto assist, Note: Taxpayem may "'9Il!ler to use Get\TraQsctlpj tb view, prtnt, or download the f91Iowlng tnmscrlpt fypea:>Tax 
R'!lllm T~lipt (llllowi,,mos) Ii"" ile!no,ihcluding ~j~ted <;,rcss lncol!lll (A(:1I) frorri your,ongl"!ll. Fo,11) 1\l,IQ,S!l<!ffll tax reJiJrn as filed,. a1org wttJi 
any form. and schedules); Tax Accou,rt Tranocript. (ahows ~le data such ae rettirn type, marital status, AGl,.taxable lnccme·and all payment types),. 
Record of Acl!OUnt TransQript'(comblnel! tl\e tax mum and tax account tranocrlpta Into one complete transcrtpf), Wau!> and Income Transcript 
(shows data from inl'>rm!llion reJiJms wa"raceive :,uoh ao Folm$ w,c2, 1~; 109{l: and Form, 5498); and Veritfcalion· of Non-filing. Lallar (prollitle& 
J)rOOf IHat.tHe.lRS.has.no record of a flied Form 1040-seriestax return forth<! year.you requetit). 

1a Name shown on tax return, lf.a.Jolnt.retum, enter tl\8.narnellhown first 1b Fl nit aoclal security num~enn tax return, 
ii'Kl~_i;lual:tpp_aye_r ii;fentifica~n-n_um_b•r,· ~ 
employ$' ldentillcatlon number (11ft lmitrucllons) 

i.: If a-Jqlnt_retum,. enter :!pot.Jse's name .. st1.own Qn_·tax return.: 21,t S&c'1dd socil!I sec1,11ity numll!H' !'I' indhdd,..i 
taxp;,y,,r ldentlflcallon number If Jollrt tax return 

3 cummtnsme, addtesa ~ncludlng apt;, r'QQm, or suite no,J,:ctty, .-; and ZJP·code(see.lmnrucllons) 

4 Previous addraao i!hown on me last rerurn filed U dlff8!8!1l from line a (aee Instructions) 

5' ff the tax.retunt Is lo be malled lo' a third party (such as a mortgage ccmpany), enter 1ht>thlrd perty'il name, address, and telephone number, 

Blitkr.-Stll;l_w;_ LLP, P9-~o.x_.601 0, R~:tlall<J; "MS ·29.1.fS; Ri~-~r;D_A_ti7J8, I,.Ll\ l:{~dqu:11~ __ Jl'.laza.;_ Pnc.:Sj,,:cdwcllAYc~c, P\) B~ l!1$l~ Mrl"lUJ'?w!B NJ. 0_79(il- l91H;-_MtGart~p\! BnEJ!,lt,- \0CJ.Multi=y._S\_r~ Fo11r .Ga_t<lWRy. Ccllltt, 
'.N"cWlli:k.-NJ: 07l02! The MBrkcr-. orohp, IJ)O.~ l:llOS l'frirtbWi=iffm:~y,.Suit<;·-300; H011.rto11, TX 7'7040; anlJ C.itfgatiolt M~·nsgcmc11t; lllti,;·6000 Pllrkfarid.SIW., Muyficld H~ight:s;.Off-441it. , • • •• 

caution: 11 ma 11ix retum Is being sant to tne third party, ensure tl\at linea.51hrough Tare oompieled befont sfgnfng. {$Ge Instructions). 
6 Tax• 1111.urri n,qiillSWd, Forni 1040,. 1120, a41',, etc; and a\l atlachniehl$ 0$ orlglnany ouijrnilled lo the IR€;; including. Form(sj W<2, 

schedules, or amended reJiJm.•. Coples of Forms 1040, 1040A; and 1040EZ are gej"lel'IIJIY available t,,r 7 )lj!<!rS from !Ring b$re. they are 
destroyed by lllw, Other rellJrnsmay be avails.bl• for a longer perloq of time. Enter 9nfy oiui return numiji,r. If you need more than one. 
Mie.of retum, you muatQomplate anrilher Foriri 4506. ► • 

Neri$: If the copies must be. certified f~ court-or administrative proceedings; ctheok here . , . . . , . . . . , .. □ 
7 Year lwl)llrlod requisted. Enter th<! ending date of tl\elaxy,;,,t or period tiillng the rri/1'!/<!df\'YYY format (see lnBlrudlohs). 

ii / l I l l l 

I I _t_f __ I I I / -- -- --- -- -----
.8 """· There is a $43 ~for each ~~rn requested, Fllil p;wmont m.,.t be includ!fd willt yeµr ._est .or ~will 

b~ reJ~. Mako 19ur check or !TIC!"")' order ~ble to "\lnfted Stales ~•ury,• Entel" 19ur S$N,J1'1N, 
cir EIN end "Form 45ll6 ~uost"' on 19ur. check.or "1o111Jf ardor. 

• Cos1 fol each return . . • . • . 
b Number'of mums requeBted on lin&.7. . . . . . . . . 

$ 

" Totaloost.MUltip/yllneSabyllneab ' ' ' ' ' ' ' ' • $ 
I> If ...,.,.c,1nnot ffna·tne,tax'relum, wewlll refund the fee; If lherefi!nd should go to me m1rt1 party listed on line o, checl<h.,,, . 

Citution: Do nil\ sli)n this·fon'n unleiisall ap~lk:able llntis have btisn <lenipleti!d 

43,00 

.o 
Signature of 1liltpayer(ll).1. declare tl\al I am either 1he,taxpayer whosli name ls shown on .m,ets or2a. or a. pe0!0n,SU1holized to ahlalh ttlli ll!lt retum 
requooted, lttl\s requeet applies to a jolllt retum, at leest one 8PQUS8 must sign, ff,slgned bY, a corporaJ8 offlt"!, 1 peroent or ITIOl8shareholde,, ~, 
m~ing ~.:guaro~; t,x 1J1alters ~,:ei<~,or, n,ceivor, !ld!Jlln~raji>r,. lr\lO!O<!, or pllrly til!ierthan tJie 1axpayor; I certify that l:'1i!Vethe ~ho(ilyl<> 
8l<ec1Jta !'aim 4606 on behalf.'of me !l!l<J)aYer. Note: This fohn must tie received bY, IFIS\vlthln 120 days of tha.algnaruredata. 

□ Sl!jnato,y att,,st,i that he/she l\a,t read the attestation ellllisit and up0n so readl"II 
declares .that he/she has the, authority to sign.the Fcinn 4506. See Instructions, 

► ·81griature ( ... loetnJ<:tlorl•l 

Phone number of laxpa)'Or·on line 
1ifbr2a , 

.Sign 
Here ► Prlnti'rype.nama 

I 
Titla,flf Hne-.1a,abow.is a·corporatiOn_! partniiriihip. _estate, or trust) 

► SpoUN'I ei~nal\lro Data 

► 15i!i"11'.;;;;;;;na.;.m;;;•,--------------------------------------
For Privacy Act arid Paperwork Reduction Act Noli..,, see Pl'l!)9 2. Cat, No .. 41721 E Fann 4506 (Rev; 11-21)21) 



MEDICARE AUTHORIZATION FORM 
**ALL SECTIONS REQUIRED** 

State: . . .. 
SECTION B: RECORD DETAILS DEFINITION 
Medicare will only disclose the claim information identified below for the individual in Section A. 

Select one option: 
D Release all records to date 
l!l Release records in timeframe from start date I I to end date· I 
D Include all records 

NV residents only: 
□ Exclude information about alcohol and drug abuse, mental health t reatment, and HIV 

Indicate whether authorization release ls for a one-time disclosure, or Identify a future date or event when the authorization will expire. 

D One-time disclosure 

Select one option: D Expiration upon specified date 
l!I Expiration upon specified event ..:.o;.;.ne::...<..ye:..:a;;..r.;.;.fro.:.;m.;.;...:.s"'lgc.;.na.:.;t;::;urc...:e....:dc.::ac...:te;__ ____________ _ 

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 
t he claim records. Medicare will only release claim records to those listed. 

Release claim records to beneficiary at mailling address above. 

Organization/Individual 1 Name Recipient 1 Email Address 

Butler Snow, LLP 
Recipient 1 Mailing Address: 

P.O. Box 6010, Ridgeland, MS 29158 (see additional Organizations/Recipients attached). 

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

I understand I have the right to revoke t his authorization at any time, in writ ing, except t o the extent that Medicare has 
already acted based on my permission. 

I understand that signing this authorization is voluntary. Treatment, payment, enrollment In a health plan or eligibility for 
benefits will not be cond itioned on my authorization of this disclosure. 

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

Legal Role of Representative (Requires Additional Documentation): 



SLCllON A. BEN[FICIARY INfO!lMl\flON 
•nt.~,..,, • , ,,

1
- .,.-- , l r,r ) , i, r,\ _, ~·r )rii 

• 11eri u••U•~ , to~· .. 
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SECTION C. RClCASE INFORMATION ro 
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1. BENEFICIARY INFORMATION 
Add beneficiary name and ID number as printed 
on Medicare identification card, date of birth, and 
address. 

2. RECORD TIMEFRAME 
Indicate date range of re<ords to release, or select 
"release all records." 

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

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

5. SPECIFY ORGANIZATION TO RELEASE TO 
Specify individual(s) to whom records shou ld be 
released. First name, last name, and address are 
required. Additional contact information provided 
will be used only to follow up on questions related 
to 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 Attorney 
(living individual), or Letters Testamentary and/ or 
Letters of Administration from the court (deceased 
inclividual). 
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ADDITIONAL ORGANIZATIONS/RECIPIENTS 

ORGANlZATION/REClPIENT 2 NAME AND MAJLlNGAI>DRll)SS; 

Riker DanzigLLP, Headquarters Plaza, One Speedwell Avenue, P. 0. Box 1981,. 
Morristown, NJ 079($2-1981 

ORGANIZATION/RECIPIENT 3 NAME AND MAILING ADDRESS: 

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

QRGANIZATION/RECIPIENT4 NAME AND MAILING ADDRESS: 

The Marker Group, Inc.,.13105 Northwest Freeway, Suite 300, Houston 'I'X 77040 

ORGANIZATION/RECIPIENT 5 NAME AND MAU.ING ADDRESS:. 

Litigation Management, Inc;, 6000Parldand.Blvd., Mayfield.Heights,OH 44124 



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

Form Approved 
0MB No. 0938-0930 

Expires: 11/30/2025 

AUTHORIZATION TO DISCLOSE PERSONAL HEALTH INFORMATION FORM 

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

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

Medicare CCO, Written Authorization Dept. 
PO Box 1270 

Lawrence, KS 66044 

For New York Medicare Beneficiaries ONLY 

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

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

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

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 
Customer Service Representative 

Enclosure 

Form CMS-10106 (12/21) 
Instructions 



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

Information to Help You Fill Out the 

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

"1-800-MEDICARE Authorization to Disclose Personal Health Information" Form 

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

If you want 1-800-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 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

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

Fonn Approved 
0MB No. 0938.0930 
Expires: 11/30/2025 

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

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

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

Form CMS•10106 (12/21) 
Instructions 



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

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

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 
on the Medicare Card 

Date of Birth (mm/dd/yyyy) 

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

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

D Limited Information (go to question 2b) 

D Any Information (go to question 3) 

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

□ Information about your Medicare eligibility 

□ Information about your Medicare claims 

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

□ Information about premium payments 

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

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

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

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

Form CMS-10106 {12/21) 



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

Form Approved 
0MB No. 093&.0930 
Expires: 11/30/2025 

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

D Disclose my personal health information indefinitely 

D Disclose my personal health information for a specified period only 

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

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

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 authorize 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 enrollment, eligibility for benefits, or the amount 
Medicare pays for the health services you receive. 

Form CMS-10106 (12/21) 



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

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

6. 

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

Signature Telephone Number Date (mm/dd/yyyy) 

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

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

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

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

Telephone Number Personal Representative: ____________________ _ 

Personal Representative's Relationship to the Beneficiary: ________________ _ 

Form CMS-10106 (12/21) 



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

7. Send the completed, signed authorization to: 

Medicare CCO, Written Authorization Dept. 

PO Box 1270 

Lawrence, KS 66044 

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

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 0MB control number. The valid 0MB control number for this information collection is 0938-0930. 
The time required to complete this information collection is estimated to average 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 
Social Security Administration 

Instructions for Using this Form 

Consent for Release of Information 

Page 1 of 3 
0MB No. 0960-0566 

Complete this form only if you want us to give information or records about you, a minor, or a legally incompetent adult, to an 
individual or group (for example, a doctor or an insurance company). You may complete this form to release only the mino~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 https:l/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 honor this form unless all required fields are completed. An asterisk(*) indicates a required field. Also, we will not 
honor blanket requests for "any and all records" or the "entire file." You must specify the information you are requesting and you 
must sign and date this form. 

Fill in the name·, date of birth, and social security number of the subject of the record. 
Fill in the name and address of the person or organization 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 adult. 
Check the box next to the type(s) of information you want us to release including specific date ranges, where applicable. 

NOTE: Unless otherwise specified, the consent form is valid for one-time use only. Also, it is valid for one year from the date of 
signature, unless you are requesting medical records. A consent form that includes a request for medical reccrds 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:/lsecure.ssa.gov/lCON/main.isp. 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 
(MMIDD/YYYY) 

*Full Social Security Number 

I 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. 6000 Parkland Boulevard, Mayfield Heights, OH 44124 

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

*I 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. 

1. 0 Verification of Social Security Number 

2. 0 Current monthly Social Security benefit amount 

3. 0 Current monthly Supplemental Security Income payment amount 

4. 0 Social Security benefit amounts from date _______ to date _P_re_s_e_n_t __ _ 

5. 0 Supplemental Security Income payment amounts from date ______ to date _P_re_s_e_nt-'----

6. 0 Medicare entitlement from date 

7. 0 Medical records from date ------

8. D Complete medical records 

to date Present 

to date Present ------

9. 0 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/Denial Letters; 

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

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

*Signature: *Date: --------------------------- -------------
**Address: **Daytime Phone: ---------
**Relationship (if not the subject of the record): **Daytime Phone: ---------
Witnesses must sign this form ONLY if the above signature is by mark (X). If signed by mark (X), two witnesses to the signing 
who know the signee must sign below and provide their full addresses. Please print the signee's name nex1 to the mark (X) on the 
signature line above. 

1.Signature of witness 2.Signature of witness 

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

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

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

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

A list of additional routine uses is available in our Privacy Act System of Records Notices (SORN) 60-0089, entitled Claims 
Folders System, as published in the Federal Register (FR) on April 1, 2003, at 68 FR 15784; 60-0320, entitled Electronic 
Disability Claim File, as published in the FR on December 22, 2003, at 68 FR 7121 O; and 60-0340, entitled FOIA and Privacy Act 
Record Request and Appeal System, as published in the FR on July 13, 2016, at 81 FR 45352. Additional information, and a full 
listing of all our SORNs, is available on our website at www.ssa.gov/privacy. 

Paperwork Reduction Act Statement 

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



Form SSA-7050-F4 (11-2022) 
Discontinue Prior Editions Page 1 of 4 
Social Security Administration 0MB No. 0960-0525 

REQUEST FOR SOCIAL SECURITY EARNING INFORMATION 
'Use This Form If You Need 

1. Certified/Non-Certified Detailed Earnings Information 
Includes periods of employment or self-employment 
and the names and addresses of employers. 

2. Certifi.ed Yearly Totals of Earnings 
Includes total earnings for each year but does not 
include the names and addresses of employers. 

DO NOT USE THIS FORM TO REQUEST 
YEARLY EARNINGS TOTALS 

Yearly earnings totals are free to the public 
if you do not require certification. 

To obtain FREE yearly totals of earnings, 
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 authorize 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 voluntary. 
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 you 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 1986, as amended. 

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

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

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

A list of additional routine uses is available in our Privacy Act System of Records Notices (SORNs) 60•0059, entitled 
Earnings Recording and Self-Employment Income System, 60-0090, entitled Master Beneficiary Record, 60-0224, 
entitled SSA-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.gov/foia/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 unless 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 

earnings you are requesting. 

First Name: I I I I • 1 I Middle Initial: D 
~~~I ::::::1 ~I ~l~l==:::::1 :::::I :::::I ~~~::::::=~I 

Last Name: 

Social Security Number (SSN)ITIJ 

Date of Birth: 

ITJ 11111 One SSN per request 

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.) 
D Itemized Statement of Earnings $100.00 

(Includes the names and addresses of employers) 

If you check this box, tell us why you need this 
information below. 

D Certified Yearly Totals of Earnings $44.00 

(Does not include the names and addresses of 
employers)Yearly earnings totals are FREE to the public if you 
do not require certification. To obtain FREE yearly totals of 
earnings, visit our website at www.ssa.gov/myaccount. 

Year(s) Requested: I I I I I to I I I I I 
Year(s) Requested: ::=I ::;:I =1;::::::::;:::1 :::;I to I I I I I 

Check this box if you want the earnings 
D information CERTIFIED for an additional 

$44.00 fee. 

Year(s) Requested: I 
Year(s) Requested: I 

I I I I to I I I I I 
I I I I to I I I I I 

3. If you would like this information sent to someone else, please fill in the information below. 

I authorize the Social Security Administration to release the earnings information to: 

Name 

• Address 

City I ZIP Code 

! state 

4. I am the individual to whom the record pertains (or a person authorized to sign on behalf of that individual). 
I declare under penalty of perjury that I 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 
SSA must receive this form within 120 days 
from the date signed 

Date 

Relationship (if applicable, you must attach proof) Daytime Phone: 

Address State 

City ZIP Code 

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 !he signee must sign below and provide their full addresses. Please print the signee's name next to the 
mark (X) on the signature line above. 

1. Signature of Witness 2. Signature of Witness 

Address (Number and Street, City, State and ZIP Code) Address (Number and Street, City, State and ZIP Code) 



Form SSA-7050-F4 (11-2022) Page 3 of 4 

REQUEST FOR SOCIAL SECURITY EARNING INFORMATION 
INFORMATION ABOUT YOUR REQUEST 

You may use this form to request earnings information for one ONE Social Security Number (SSN) 

How do I get my earnings statement? 

You must complete 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 Itemized 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 not 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 one form of payment attached to each 
request. 

How do I get someone else's earnings 
statement? 

You may get someone else'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 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 other 
legally binding document. 

2. A Deceased Person's Earnings 
You can 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 donee 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 Itemized Statement of 
Earnings 
In most instances, individuals request Itemized 
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.gov 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 
previously 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 to 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 totals FREE of 
charge at www.ssa.gov/myaccount. 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 one check or money order per request 
form payable to the Social Security 
Administration and write the Social Security 
number in the memo. 

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 request. 
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REQUEST FOR SOCIAL SECURITY EARNING INFORMATION 
• Where do I send my complete request? 

Mail the completed form, supporting documentation, 
and applicable fee to: 

If using private contractor such as FedEx mail form, 
supporting documentation, and application fee to: 

Social Security Administration 
P.O. Box 33011 
Baltimore, Maryland 21290-33011 

Social Security Administration 
P.O. Box 33011 
Baltimore, Maryland 21290-33011 

• How much do I have to pay for an Itemized Statement of Earnings? 

Non-Certified Itemized Statement of Earnings Certified Itemized Statement of Earnings 

$100.00 $144.00 
.. 

• How much do I have to pay for Cert1f1ed 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 also pay by check or money order. Make check payable to Social Security Administration. 

D Visa D American Express 
CHECK ONE 

D MasterCard D Discover 

Credit Card Holder's Name 
(Enter the name from the credit card) First Name, Middle Initial, Last Name 

Credit Card Holder's Address Number & Street 

City, State, & ZIP Code 

Daytime Telephone Number I I I I I I 
Area Code 

I I I I I I I 
Credit Card Number I I I I I I I I I I I I I I I I I I I I 
Credit Card Expiration Date 

(MM/YY) 

Amount Charged 
See above to select the correct fee for your request. 

$ Applicable fees are $44.00, $100.00, or $144.00. 
SSA will return forms without the appropriate fee. 

Credit Card Holder's Signature 
Date 

Authorization 

DO NOT WRITE IN THIS SPACE Name Date 

OFFICE USE ONLY 
Remittance Control# 


