AUTHORIZATION FOR DISCLOSURE
RELEASE OF HEALTH INFORMATION/MEDICAL RECORDS

Health Insurance Portability and Accountability Act of 1996
45 CFR Subtitle A, Subchapter C, Part 164.512 () (1) (iii)

Identification of patient:

X - X

PATIENT’S NAME PATIENT’S SOCIAL SECURITY NO.
PATIENT’S DATE OF BIRTH FACILITY/PROVIDER TO RELEASE
Dates of service/treatment to be released: to

Class of persons authorized to make the disclosure: All physicians and other health care providers who
have examined, treated, consulted with, or x-rayed and all hospitals,
nursing facilities, rehabilitation facilities, ¢linics or laboratories in which
has been a patient and/or resident.

Description of information to be disclosed: You are hereby authorized and directed by the undersigned to
give to the bearer of this authorization, or any photostatic copy thereof, any and all information relative to
’s physical, emotional, and mental condition and permit the
bearer to examine x-rays, laboratory reports, and medical records of any kind which reflect diagnosis,
treatment, prognosis, and any other information concerning illness, injuries, or disability. Such information
shall specifically include, but is not limited to, itemized billing records/statements, history & physical,
operative repotts, lab/pathology reports, consultation reports, physicians’ orders, discharge/death summary, x-
tay reports/images, other radiographic reports/images, emergency room records, face sheets, nurses’ notes, flow
sheets, pharmacy and medication records, care plans, assessment tools, screening tools, summaries, social
workers, legal, and monitor strips, readouts or printouts. 1 understand that the specified information to be
released may include, but is not limited to: history, diagnosis and/or treatment of drug or alcohol abuse, mental
illness, psychological and/or psychiatric treatment, counseling records/notes, genetic testing or communicable
disease, including Human Immunodeficiency Virus (HIV) and Acquired Immune Deficiency Syndrome
(AIDS). You are hereby authorized and directed to make available all such information for inspection and

copying.

Person or entity to whom information is to be released/disclosed:

Tekell, Book, Allen & Morris, L.L.P.

1221 McKinney, Suite 4300

Houston, Texas 77010 or it’s agent,
(713) 222-9542 :Phone :Telephone
(713) 655-7727 :Fax

Purpose of this anthorization: At the request of the undersigned individual and for the investigation of a
potential claim and for use in potential litigation and litigation including pretrial, trial, post-trial, appeal and
any division, extension, continuation or refiling thereof.



Duration of this authorization: This authorization expires one (1) year from the date signed.

I understand that I may revoke this authorization in writing at any time by contacting the Release of
Information Dept. at , except to the extent that action

has been taken in reliance upon the authorization. I understand that information used or disclosed pursuant
to this authorization may be subject to re-disclosure and no longer protected.

T understand that I have a right to a copy of this authorization.

I understand that treatment or payment cannot be conditioned on my signing this authorization, except in
certain circumstances such as for participation in research programs, or authorization of the release of

testing results for pre-employment purposes.

A photostatic copy of this authorization shall be considered as valid as the original.

DATE SIGNED PRINTED NAME OF PERSON LEGALLY
AUTHORIZED TO MAKE RELEASE

X

SIGNATURE OF PERSON LEGALLY
AUTHORIZED TO MAKE RELEASE

CAPACITY OF PERSON LEGALLY AUTHORIZED
TO MAKE RELEASE
(if self state “self”)

Before me, the undersigned authorily, on this day personally appeared
known to me to be the person whose name is subscribed to the foregoing instrument and acknowledged to
me that he/she executed the same for the purposes and considerations therein expressed.

Given under my hand and seal of office this ________ dayof , 20

NOTARY PUBLIC

My Commission Expires:




UTMB USE ONLY: Please check one: HIM to release PHI PHI already has been released; HIM to only file Authorization
AUTHORIZATION FOR THE RELEASE OF PROTECTED HEALTH INFORMATION (PHI) By UTMB

Patient Namx

 Last First ML (Previous Or Other Names Used)

Address:
Date of Birth: _

UH Nuinber:

If this Authorization is for any purpose other than the release of PHI for personal reasons, please state the purpose below:

[ authorize the release of medical records from: The University of Texas Medical Branch

301 University Blvd.  Galveston, Texas 77555

Please release requested
medical records 1o: _ Name:

Address:
City: State ZIP
Telephone Number: Fax Number:

I specifically authorize the use and disclosure of the following PHI: (Please provide a detailed description of the
particular data and period of time you are requesting)

o  Emergency Records 0o Hospital Records
o  Clinic Records a Radiology Reports
o Lab Reports o Radiology Films
c  Shot Records o Pathology Reports
o Slides o Other

This authorization will expire on the 180" day of the signing unless a lesser date is specified below:

By signing this Authorization Form, { understand that 1 am giving my authorization for UTMB to use and/or disclose my protected health information (PHI) as
described above. The information to be used or disclosed pursuant to this authorization form may include information relating to: (1} Acquired immunodeficiency
syndrome {AIDS) or {2) human immunadeficiency virus (HTV) infection, treatment for drug or alcohol abuse, or (3) mental or behavioral health or psychiatric care.
If you are requesting psychotherapy session notes maintained by a mental health provider, a separate authorization form must be completed. T understand that 1
may revoke this authorization at any time by notifying UTMB in writing to the Health Information Management Department, 301 University Blvd, Galveston,
Texas 77555-0782 of my intent to revoke this authorization. I understand that such a revocation will not have any effect on any information already used or
disclosed by UTMB before UTMB received my writien notice of revocation. If neither federal nor Texas privacy law apply to the recipient of the information, 1
understand that the information disclosed pursuant to this authorization may be re-disclosed by the recipient and no longer protected by federal or Texas privacy
Jaws, This Autharization is voluntary and T may refuse to sign this Authorization Form. I understand that I am not required to sign this Authorization Form in
exchange for the patient receiving treatment from UTMB.

Signature of Patient or Authorized Personal Representative Date

XK

Relationship to the Patient (If signed by a Personal Representative)

IF PATIENT ID CARD IS UNAVAILABLE, WRITE DATE, PT NAME AND UH# IN SPAGE BELOW AUTHORIZATION FOR THE RE LEASE OF
PROTECTED HEALTH INFORMATION (PHI) BY UTMB

Medical Record Form 7032-Rev.5/05
The University of Texas Medical Branch Hospitals
Galveston, Texas

Original-Medical Record

WY SIHL OL STONVHO SLISIHOY ATLOIELS LOW SWHOH 8NN



AUTHORIZATION FOR RELEASE OF _
PSYCHOLOGICAL TESTING RECORDS, INCLUDING RAW DATA

Ix , Social Security Numlm .

(print complete name)

, specifically authorize any psychiatrist, psychologist, counselor,

physician, medical doctor, hospital or clinic, or their representatives, including, but not limited to,

,to deliverto Tekell, Book, Allen & Morris,L.L.P.,

1221 McKinney, Suite 4300, Houston, Texas 77010, or their designated representative, including

licensed psychiatrist or psychologist, ,

a complete copy of all of my mental health and medical records and bills, including, but not limited
to all psychological testing records including raw test data. [ understand that photocopies or
facsimiles of this authorization may be made and distributed to multiple healthcare providers and
that a photocopy or facsimile of this authorization is as valid as the original. This authorization will

expire upon the conclusion of my case in the above styled and numbered cause.

Patient / Plaintiff
SUBSCRIBED AND SWORN TO before me on this the day of ,
20
NOTARY PUBLIC IN AND FOR

THE STATE OF TEXAS



AUTHORIZATION FOR RELEASE OF EMPLOYMENT, PERSONNEL AND PAYROLL

RECORDS

TO WHOM IT MAY CONCERN:

This will authorize you to release to TEKELL, BOOK, ALLEN & MORRIS, L.L.P,, or their

representatives, any and all employment, personnel and payroll records pertaining to

which are in your possession or subject to yourcontrol, for inspection and copying

of same, PROVIDED:

1.

The employment, personnel and payroll records include all such records related to employment
including but not limited to: all applications for employment , resumes, records of all positions
held, job descriptions of positions held, payroll records, W-2 forms and W-4 forms,
performance evaluations and reports; statements and reports of fellow employees; attendance
records; workers® compensation files; hospital, physician. clinic, nurse, psychiatric and dental
records; x-rays, test results, physical examinations and other medical records; any records
pertaining to medical or disability claims, or work-related accidents including correspondence,
accident reports, injury reports and incident reports; insurance claim forms, questionnaires and
records of payments made, pension records, disability benefit records, and records regarding
participation in company-sponsored health, dental, life and disability insurance plans, material
safety data sheets, chemical inventories, and environmental monitoring records and any other
employee exposure records pertaining to all positions held; and any other records concerning
employment with the above-named institution.

2. You are specifically and expressly authorized to accept a copy of this authorization as though
it were an original; and,
3. Youare specifically and expressly released from any liability which would otherwise arise from
the release of this information.
Signature
Printed Name
Social Security No.
Date of Birth
SUBSCRIBED AND SWORN TQ hefore me on this the day of , 20 _
NOTARY PUBLIC IN AND FOR

THE STATE OF TEXAS



AUTHORIZATION TO RELEASE EDUCATION RECORDS

TO:

, authorize the above named to

release any and all education records requested in the attached subpoena/notice pertaining to

, DOB: , SSN:

, to Tekell, Book, Allen & Morris, L.L.P., on behalf of Kenneth Tekell and/or

Mike Motris, attorneys for Defendant, 1221 McKinney, Suite 4300, Houston, Texas 77010.
The education records are being released for pending civil litigation. A notice has been duly

served upon the student’s attorney,

Printed Name

Signature

SUBSCRIBED AND SWORN TO before me on this the day of s
20
NOTARY PUBLIC IN AND FOR

THE STATE OF TEXAS



- 4506 Request for Copy of Tax Return

{Rev. January 2010)

Depariment of the Treasury » Request may be rejected if the form is incomplete or illegible.
internal Revenue Service

OMB No. 1545-0429

Tip. You may be able to get your tax return or return information from other saurces. If you had your tax return completed by & paid preparer, they
should be able to provide you a copy of the return. The IRS can provide a Tax Return Transcript for many returns free of charge. The transcript
provides most of the line entries from the original tax return and usually contains the information that a third party (such as a mortgage company)
requires, See Form 4506-T, Ragquest for Transcript of Tax Return, or you can call 1-800-828-1040 to order a transcript.

1a Name shown on tax return. If a joint return, enter the name shown first, | 1b First social security number on tax return or

employer Identification number (see instructions)

2a If a joint return, enter spouse’s name shown on tax return. 2b Second social security number if joint tax return

X bad

3 Current name, address (including apt., room, or suite no.), ¢ity, state, and ZIP code

X

4 Previous address shown on the last retum filed if different from line 3

§ [f the tax return is to be mailed to a third party {such as a mortgage company), enter the third party's name, address, and telephone
number. The IRS has ne control over what the third party does with the tax retum.

Cautlon. /f the tax refurn is being mailed to a third parly, ensure that you have filled in line 6 and line 7 before signing. Sign and date the form once you
have filled In these lines. Complating these steps helps to protect your privacy.

8 Tax retumn requested. Form 1040, 1120, 941, etc. and all attachments as originally submitted to_the IRS, |nC|Hdil'l% Form(s} W-2,
schedules, or amended returns. Copies of Forms 1040, 1040A, and 1040EZ are generally available for 7 years from filing before they are
destroyed by law. Other returns may be available for a longer period of ime. Enter only one return number. If you need more than one
type of return, you must complete ancther Form 4506. »

Note. If the copias must be certified for court or administrative proceedings, checkhere . . . . . .« . .« « =« + « « .+ - O
7  Year or period requested. Enter the ending date of the year or period, using the mm/dd/yyyy format. If you are requesting more than
gight years or periods, you must attach anecther Form 4508.

8 Fee. There is a $57 fee for each return raquested. Full payment must be included with your request or it will
be rejected. Make your check or money order payable to “United States Treasury." Enter your SSN or EIN
and “Form 4506 request” on your check or money order.

a8 CostforeachrelUm . . . . .« o o o e e e e e e e e e e e e $ 57.00
b Number of raturns requested online 7 . e e e e e e e e
¢ Totalcost. Multiply ine 8abyline8b . . . . . . . . . . . . . . e . $
9  If we cannot find the tax retumn, we will refund the fee, If the refund should go to the third party listed on line §, check here . . . . . ]

Signature of taxpayer|s). | declare that | am either the taxpayer whose name is shown on line 1a or 2a, or a person authorized to obtaln the tax
return requested. If the request applies to a joint return, efther husband or wife must sign. If signed by a corporate officer, partrer, guardian, tax
matters partner, executor, recsiver, administrator, trustee, or party cther than the taxpayer, | cerlify that | have the authority to execute
Form 45086 on behalf of the taxpayer. Note. For tax returns being sent to a third party, this form must be received within 120 days of signaiure date.

Telephone number of taxpayer on

ling 1a or 2a
/5

yX | H
Signature (gee instructions) Date

Sign ’
Here

te (If ine 1a above is a corporation, parinership, estate, or trust}

Spouse's signature Date
For Privacy Act and Paperwork Reduction Act Nolice, see page 2. Cat. No. 417218 Form 4506 (Rev. 1-2010)




Form 4506'T Request for Transcript of Tax Return

(Rev. January 2010} OMB No. 1545-1872

Department of the Treasury » Request may be rejected If the form is Incomplete or illegible.

Internal Aevenue Service

Tip. Use Form 4506-T to order a transcrip? or other retumn information free of charge. See the product list below. You can also call 1-800-822-1040 to
order a transeript. It you need a copy of your retumn, use Form 4506, Request for Copy of Tax Return, There isa fee to get a copy of your ratum,

1a Name shown on tax retumn. i a joint return, enter the name shown first. 1b First social security number on tax return or
employer identification number (see instructions)

2a M a joint return, enter spouse’s name shown on tax return. 2 Second social securtty number if joint tax return

3 Current name, address (including apt., room, or suite no.), city, state, and ZIP code

4 Previous address shown on the last retum flied if diffsrent from line 3

5 If the transcript or tex information is to be mailed to a third party (such as a mortgage company), enter the third party’s name, address,
and tslephone number. The IRS has no control over what the third party does with the tax information.

Cautlon. If the transcript is being maifed to a third party, ensure that you have filled in line 6 and fine 9 before signing. Sign and date the form once you
have filled in these fines. Completing these steps helps to protect your privacy,

6 Transcript requested. Enter the tax form number here {1040, 1065, 1120, otc.) and check the appropriate box below. Enter only one tax form
number per request. »

a Return Transcript, which includes most of the line items of a tax return as filed with the IRS, A tax return transcript does not reflect
changes made to the account after the return is processed, Transcripts are only available for the fallowing returns: Form 1040 series,
Form 1065, Form 1120, Form 1120A, Form 1120H, Form 1120L, and Form 11208, Return transcripts are available for the current year
and returns processed during the prior 3 processing years, Most requests will be processed within 10 business days . . . . . . |

b Account Transcript, which contains information on the financlal status of the agcount, such as payments made on the account, penalty
assessments, and adjustments made by you or the IRS after the return was filed. Return information is limited to items such as tax liability
and estimated tax payments. Account transcripts are available for most retums. Most requests will be processed within 30 calendar days. . il

¢ Record of Account, which Is a combination of line item information and later adjustments 1o the account. Availabte for current year and
3 prior tax years. Most requests will be processed within 30 calendar days . e e e e e e e e e

7 Verification of Nenfillng, which is proof from the RS that you did not file a return for the year. Current year requests are only available
after June 15th. There are no availability restrictions on prior year requests. Most requests will be processed within 10 business days . . [

8  Form W-2, Form 1099 series, Form 1088 series, or Form 5498 series franscript. The IRS can provide a transcript that includes data from
these information returns. State or local information is not included with the Form W-2 information. The IRS may be able to provide this
transcript information for up to 10 years. Information for the current year is generally not available until the year after It is filed with the 1RS.

For example, W-2 information for 2007, filed in 2008, will not be available from the IRS untit 2009. if you need W-2 information for retirement
purposes, you should contact the Social Security Administration at 1-800-772-1213. Most requests will be processed within 45 days . . . O

Caution, /f you need a copy of Form W-2 or Form 1099, you should first cantact the payer. To get a copy of the Form V-2 or Farm 1099 filed
with your return, you must use Form 4506 and request a copy of your retum, which includes ail attachrments.

O

9 Year or period requested. Enter the ending date of the year or perlod, using the mm/dd/yyyy format. If you are requesting more than four
years or periods, you must attach another Form 4508-T, For requests relating to quarterly tax returns, such as Form 941, you must enter
each quarter or tax pericd separately.

Signature of taxpayer(s). | declare that | am elther the taxpayer whose name Is shown on line 1a or 2a, or a person authorized to obiain the tax
information requested. If the request applies tc a joint return, either husband or wife must sign. If signed by a corporate officer, partner, guardian, tax
matters partner, executor, receiver, administrator, trustee, or party other than the taxpayer, | certify that | have the authority to execute
Form 4506-T on behalf of the taxpayer. Note. For transcripts being sent fo a third party, this form must be received within 120 days of signature date.
Telephone number of taxpayer on
ling 1a or 2a

Signature (ses instructions) Date
Sign
Here Title {if ine 1a above Is a corporation, partnership, estate, or trust)

pouse’s signature Date
For Privacy Act and Paperwork Reduction Act Notice, ses page 2. Cat. No. 37667N Form 4506-T {Rev. 1-2010)




AUTHORIZATION FOR RELEASE OF
EMPLOYMENT AND PAYROLL RECORDS

I, hereby consent for you to release to McLEOD, ALEXANDER, POWEL & APFFEL, P.C,, or
their representative, all information (confidential or otherwise) which you possess or records
which are in your possession or under your control relating to my personnel or wage earnings
record. 1 hereby waive the confidentiality thereof, and authorize you to make full disclosure of

such records.

This release and authorization is signed for the purpose of enabling the attorneys herein
named to investigate my claim for damages in any Court or administrative proceeding in
connection with the claim which | am now asserting that | am entitied to damages or
compensation because of damage or harm to my body.

In complying with this request, you are directed to furnish to said attorneys, at their expense,
all information concerning the personnel and wage eaming records o .
. A photocopy of this authorization may be accepted in lieu of the original.

Signature

X

Date of Birth

Social Security Number



AUTHORIZATION TO RELEASE INFORMATION
(To be completed and signed by each individua! Plaintiff alleging exposure
to Texas City Refinery Uliracracker emission event April/May 2010)

FULL LEGAL NAME%

SOCIAL SECURITY NUMBE% DATE OF BIRTH%

MEDICARE NUMBER (HICN%

NAME OF PERSONAL REPRESENTATIVE (Deceased Plaintiff%

In compliance with the Federal Privacy Act of 1974 and the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), this authorizes the Centers for Medicare & Medicaid Services (CMS), and their
contractors, to release to Tekell, Book, Allen & Morris, L.L.P. (“Authorized Party™), or its representatives,
any and all information concerning conditional payments made by Medicare to or on behalf of the above
named injured party resulting from injury/illness and/or settlement for the specified personal injury which
occurred on the date listed above and to

The undersigned also hereby authorizes the Authorized Party to disclose the injured party’s Social Security
number to CMS and their confractors.

The undersigned also hereby authorizes Authorized Parties to disclose the injured party’s Social Security
number to the Social Security Administration to determine social security benefits (for the purposes of
determining Medicare eligibility).

A copy of this form will have the same force and effect as the original. This form expires one year from the
date of execution; however the undersigned may revoke the authorization form by sending a request in
writing at any time to the appropriate office below:

MSPRC
Liability
P.O. Box 33828
Detroit, MI 48232
Tel (866) 677-7220  Fax (734) 957-0998

DATE:

' In the event that alleged injury involved exposure, date of injury is the date when Plaintiff was first alleged
exposed.

2 Ifthis form is executed by the Personal Representative of Plaintiff, attach proof of representation (i.e., Lefters
Testamentary, Court Order, etc.)



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,

%
. Print Name Medicare Number Date of Birth
(First and last name of the person with Medicare) (Exactly as shown on the Medicare Card) (mm/dd/yyyy)

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

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

(] Limited Information (go to question 2b)

[J Any Information (go to question 3)

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

[ Other Specific Information (please write below; for cxample, payment information)

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

[ Disclose my personal health information indefinitely

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




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

1. Name:

Address:

2. Name:

Address:

3. Name:

Address:

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.

X X

Signature Telephone Number Date (mm/ddlyyyy)

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

R

[1 Check here if you are signing as a personal representative and complete below.
Please attach the appropriate documentation (for example, Power of Attorney).
This only applies if someone other than the person with Medicare 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:




TEXAS HEALTH AND HUMAN SERVICES COMMISSION
August 2003

AUTHORIZATION FOR USE AND RELEASE OF HEALTH INFORMATION

SECTION |

Namel

Medicaid ID# (if known)

By signing this authorization form, you are giving the Texas Health and Human Services Commlssion (HHSC)
permission to release all or part of your Medicaid claims history, which includes health Information.

SECTION I} - To be completed by Client
1 authorize HHSC to release the information indicated in Part A below to the person or agency named in Part A
below, for the purpose(s) stated in Part B below. My information will remain avallable to the person or agency

indicated until the expiration date stated in Part B.

Part A - Release of Information: | understand that my Medicald claims history contains protected health
information.

Check one of the following:
O Release all of my Medicald clalms history
DO Release only the parts of my Medicaid claims history that relate to:

o the following health care provider:
o other (please describe in detail the health information you authorize HHEC to release);

Release my Information to the foliowing Person/Agency:

Part B - Purpose(s) of Release:

This authorization expires on:

Date:

{Cllent or Parsonal Represanlatlve's Signatura)

If you are signing for the client, please descrlbe your authority to act for the client on the following line:

Note: If the person requesting the release of my Medicaid clalms history cannot sign his/her name, a witness to
his/her mark {X) must sign below:

Witness Date:

SECTION Il - Notices to Client
s Once you authorize HHSC to release your information, HHSC is not responsible for any redisclosure of the

information by the recipient.
* You can withdraw permission you have given HHSC to use or disclose health information that identifies you,

unless HHSG has already taken action based on your permission. You must withdraw your permission in writing.

» With a few exceptions, you have the right to request and be informed about the Information that the Health and
Human Services Commission (HHSC) releases. You are entitled to receive and review the information upon
request. You also have the right to ask HHSC to cormrect information that is determined to be Incorrect

(Government Code, Sections 6§52.021, 552.023, 559.004). If you would like HHSC to correct information about you

that is incorrect, please contact the HHSC Privacy Office at 4900 N. Lamar Bivd., 4™ Floor, Austin, Texas 78751,



CITY OF HOUATON FIRE DELARTMENT - EMERGENCY MEDICAL SERVICES AUTHORIZATION FOR RELRASE OF
PROTECTED HEALTH INFORMATION
Read the lastructions on page 3 carefidly before compleling this forn.

This authorization is meant to cornply with and satisfy the requireinents of the Healéh Insurance Portability and Accomntabilicy Act
(“HIPAA"), Tile 45, Part 164 of the Gode of Federal Regnlations and Chapter 773 of the State of Texas Flealth md Safety Code.
Pursuant to these laws, the undersigned states as follaws:

I SOCIAL SECURITY or OTHER
H IDENTIFICATION® DATE OF BIRTH:

__, voluntarily authorize the City of Houston, its agents,

Peten Lomal Gondins, or dvuioesioed Fon -

servants, employees, officials, and attomeys to relense, to person listed in Section IV of this [erm, the [ellowing
Emergency Medical Service records_(i.e., documents, audio and video recordings, etc.), maintained by the City ol
Houstan, for the above-referenced patient for medica) services provided on .

Date of Service

AE (Soa Insbructions ou Page 3 1 complete this section.)

a. O  Eutire Emergency Medical Services Record, except sensitive information described in {e) below,
b. O  COnlyinformation related to (specif):
c. 1 Only records related to events during the period fram to
d. 0O Other (specifyk
&. If you would like any of the following sensitive information disclosed, check the applicable box{es) below:
Q  Alcohol/Drug Abuse Treatment/Referral 0 HIV/AIDSrelated Treatment
Q Scxua.lly Transmitted Diseases 0 ental Health e tan Psychatho apy Nuws)

Flease provide a date or event upon which you wish this authorization to expire:

TFyon ful to specily an expiration date or event, this anthorization wall expire one year from the date it was signed. If you
choose te specify an expiring event, you must provide the City with an actual date at the time that this anthorization is
signed or by written notice sent to: City of Houston Fire Department - Emergency Medica! Services Records Division
located at: 500 Jefferson, Suite# 1600, Houston, Texas 77002. Ifthe City does not receive written notice contaiing
the actual date of expiration, the City will continue to rely on this authorization for one year from the date it was signed.

Pagelof3



Tunderstand that I may revoke or withdraw this authorization, in writing, submitted at any Gme by submitting a revocation to the
City of Houston Fire Deparbment - Emergeucy Medical Services Records Division located at: 500 JeRerson, Suited# 1600,
Houston, Texas 77002, except to the extent that the City of Houston Fire Department has already used or disclosed the
requested protected health information in reliance on my authorization.

Tunderstand that the aformation, discloses] under this avthorization, is subject to redisclosure by the recipient and is 1o lovger
protected health information, I also understand that withdrawal of consent does not atfect any infermation disclosed betore the
date on which written notice of withdrawal was raceived.

[ understand that authorizing the use or disclosure of the above-identified information is voluntary, Talsounderstarud that 1 do ot
need to sign this form to ensure health care treatment.

[ understand that the City of Houston will charge for photocopies of the requested record (s) 2ccording to the schedule provided by
sections 2-98 and 2-99 of the City of Houston Cade of Ordinances.

T understand I am entitled to inspect or copy the protected health information to be used or disclosed. [understand I have the
right to refuse to sign this authorization and T am willing to sign this authorization.

T agree not to daiin damages or suc the city, or any of its employees or clected or appounted officials, for releasing the medical
iuformation as authorized by me in this document,

PLEASE READ THIS ENTIRE FORM, INCLUDING THE INSTRUCTIONS, CAREFULLY BEFORE SIGNING THIS FORM.

SIGNED on this the day of , 20

SIGNATURE OF FERSON CONSENTING TC THE RELEASE OF HIS OR HER RECORDS GJ\ SIGNATURE AND PRINTED NAME OF AUTHORIZED REPRESENTATIVE

PRINTED NAME AND ADDRESS OF THE PERSON CONSENTING TO THE RELEASE OF RECDRDS

NOTE: If the person signing this form is an authorized personal representative, pleasa peovide a deseription of such
representative=s authority to act for the individual below and, if other than & parent of a minor or dependent child, attach a copy
of the power of attorney, evidence of guardianship, or other document authorizing representation:

STATE OF TEXAS §
§
COUNTY OF §
BEFORE ME, the undersigned authority, on this day personally appeared whose

identity has been proven to me, and who, after being duly swomn did depose, acknowledge and swear that he/she exeruted the
foregoiug CITY OF HOUSTON FIRE DEPARTMENT - EMERGENCY MEDICALSERVICES AUTHOQRIZATION
FOR RELEASE OF PROTECTED HEALTH INFORMATION i1 his/her capacity as set out above, as his/her free actad
deed, and that he/she is over the age of eighteen {18) years and is of sound mind.

GIVEN under my hand and seal of office onthis ___ day of , 20

NOTARY PUBLIC IN AND FOR
THE STATE OF TEXAS

Page 2 ol 3
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The Centers for Medicare & Medicaid Services (CMS) is the federal agency that oversees the Medicare
program. Many Medicare beneficiaries have other insurance in addition to their Medicare benefits. Sometimes,
Medicare is supposed to pay after the other insurance. However, if certain other insurance delays payment,
Medicare may make a “conditional payment” so as not to inconvenience the beneficiary, and recover after the
other insurance pays.

Section 111 of the Medicare, Medicaid and SCHIP Extension Act of 2007 (MMSEA), a new federal law
that became effective January 1, 2009, requires that liability insurers (including seif-insurers), no-fault insurers,
and workers' compensation plans report specific information about Medicare beneficiaries who have other
insurance coverage. This reporting is to assist CMS and other insurance plans to properly coordinate payment
of benefits among plans so that your claims are paid promptly and correctly.

We are asking you to the answer the questions below so that we may comply with this law.

MEDHARE - 0.1 HEALTS RUGURANCE

Please review this picture of the

Medicare card to determine if you sz e “*‘“‘””m.%"
JAME DRE rek

have, or have ever had, a similar e o E@ﬁh
Medicare card. " gapiTa T
%ﬂ. 07-81-1 888
e L0 KOT SEND CLAIKS FOT PAYMENT OF
BEDICANE FEXEATS TO THIE )} ADURESS
Section |
Are you presently, or have you ever been, enroiled in Medicare Part A or Part B? [oYes | oNo

If yes, please complete the following. If no, proceed to Section JI.

Full Name: (Please print the name exactly as it appears on your SSN or Madicare card if available.)

Medicare Claim Number: x Date of Birth - -
(Mo/Day/Year

Social Security Number: - - )\ oFemale oMale

(If Medicare Claim Number is Unavailable) 2%

Section Il
| understand that the information requested is to assist the requesting insurance arrangement fo accurately
coordinate benefits with Medicare and to meet its mandatory reporting obfigations under Medicare law.

X

Claimant Name (Please Print) Claim Number

Name of Person Completing This Form If Claimant is Unable (Please Print)

Slgnature of Person Completing This Form Date

If you have completed Sections | and If above, stop here. If you are refusing to provide the information
requested in Sections [ and if, proceed to Section Iil.
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Section lli

Claimant Name {Please Print} Claim Number
For the reason(s) listed below, | have not provided the information requested. | understand that if | am a

Medicare beneficiary and | do not provide the requested information, | may be violating obligations as a
beneficiary to assist Medicare in coordinating benefits to pay my claims correctly and promptly.

Reason(s) for Refusal to Provide Requested Information:

Signature of Person Completing This Form Date



MMSAS Section 111 Compliance Form

GEMERALINFORMATION
{1} Prammers’ Ful LEGAL Nanvie [NO INMTIALS — NG NICKNAMES) (2) OvuEr NAMES BY WHICH PLAINTIFF |5 KNOWN [NICKNAMES)

{3} PLAINTIFF’S CLIRRENT ADDRESS [4) Case C.A. Na. {6) Is 17 ALLEGED THAT THE PLAINTIFF ALLEGING EXPOSURE In
THis CASE Was EXpOSED TO ASBESTOS AFTER 12/05/19807

% [ ves O ne

{7} Genper {8} paTE OF BIRTH (2) vaTE OF DEATH (10} SooaLSecuriTy No.
F %

COwm

(11) Lisr A Iruuries To THE Booy Trar Panmire Beueves Resuiteo FROM THE ExposURE(S) ALLEGED INCLUDE $PECIFIC REFERENCE TO EACH PART OF THE BODY INI URED}

{13) Tvee oF KiDNEY DISEASE (14) DATE OF DI1AGNOSIS {15) DescriBe TREATMENT RECEIVED {16) PROGNOSIS
{12) DoES THE PLAINTIFF HAVE ANY
Foirm OF KIoNEY DISEASE?

D YEs |:| No

{21) RENAL FAILURE HEALTH
Insurance CLad NUMBER
{HCIN}

(19) Has AN ApPLICATION BEEN {20) RemAL FAILURE
MaDE To MEDICARE OR MIEDICAID | ARPLICATION DATE
[FoR RENAL FAILURE)? :

[ ves

{18) DaTE OF DIAGNOSIS

(17} DOES THE PLANTIFF HAVE END
STAGE RENAL FAILURE?
[T ves [ ne

Mine

MEDICARE/MEDICAID BENEFITS

{22} Has PLAINTIFF ENROLLED [N OR (23} ArPUCATION DATE {24) HEALTH INSURANCE CLAIM (25) Dave EuGILITY BEGAN
ApeLED For MEDICARE DR MEDICAID Numeer (HICN}
] ves I no
(26) IF PLAINTIFE Is DECEASED, WERE MEDICAL BILLS FOR TREATMENT VUHICH ARETHE | (27} I PLaInTHF I5 DECeaseD, WERE MEDICAL Biuis FOR TREATMENT VWHICH ARE
Basts OF THiIS Law SUrT pap By MIEDICARE/MIEDICAID? THE Basrs OF THIS LAW SUIT SUBMITTED TO MEDICARE/MEDICAID?
[ ves [ wo [ ves [ mo

SOCIAL SECURITY DISABILITY INSURANCE BENEFITS
{29} AepucaTiON DATE(S) {30} DemtaL DaTE[s) (31) Starep Reasons For Deniac(s)

{28) Has Peaiwnrr APPLED FOR SOCIAL

SECURITY DISABILITY

[]ves [ wo {32) ApreaL Dave(s) (33) AvreaL QUTCOME(S) {84) DATE(S) OF 55D AWARD(S)
{38) Lisy THE INURIES CLAIMED THAT {39) LisT THEDATE THEINURY | (40) LIST THE BEGINNING DATE THAT | {43} LisT THe Perinn FOR WHICH SSD1 BENEFITS
RESULTED [N SSDE BENEFITS AWARRED Occurrep For WHICH 55T SSDI BENERTS COVERED WERE PAID {BEGINNING AND ENGING DATES

BENEFITS WERE AWARDED INCLUSIVE)

REBY DECLARE UNDER OATH THAT THE RESPONSES GIVEN IN THE ABOVE FORM ARE TRUE AND CORRECT TO THE
BEST OF MY KNOWLEDGE AND | ACKNOWLEDGE THAT A FALSE STATEMENT HEREIN |S PUNISHABLE AS PERJURY.

Date :

signature of Plaintiff

INSRUCTIONS: This form is to he complated and signed by each indiyidual Plaintiff. If completed and executed by the Personal Representative of
any individual Plaintiff, print name of Representative below and attach proof of representation {i.e., Letters Testamantary, Court Order, etc.}. Do
not leave any blocks blank. Nete “N/A” 1f and where appropriate. Attach additlonal sheets, indlvidually signed, if necessary and refer to the
numbered block for which the additional sheet Ts attached, The Informatlon provided on this form is to be kept current and supplaments are to be
provided as necessary.

Printed Name of Persanal representative (if Applicable) :




FORM B

MEDICARE CONFIDENTIAL REPORTING INFORMATION FORM

Pursuant to Section 111 of the Medicare, Medicaid and SCHIP Extension Act of 2007

Case Name: Case Number:
Is the injured party presently or has he/she ever qualified for or been enrolled in Medicare Part A or B?
[Yes [ No
ALLEGED INJURED PARTY INFORMATION (if party is DECEASED, also complete Section ) *Please see footnate at bottorn of page
4, Medicare Claim Numbe&
{atso known as HICN)

5. Soclal Security Number:

R

6. Injured Party Last Name:
{Rease print name exactly as it appears on Soclal Security card.}

7. Injured Party First Name:

%ase print name exactly as it appears on Social Security card.}

8. Injured Party Middle Name;

(Please print name exactly as it appears on Social Security card.)

™ Male

[~ Female

10. Date of Birth:
(MM/DDAYYYY)

Deceased?

[ Yes [~ No

Section B

ALLEGED INCIDENT INFORMATION

and/or premises.

12, CMS Date of Incident: Please state the date of accident or date of first exposure, ingestion, implantation with respect to settfing defendant's product

product and/or premises,

13. Industry Date of incident: Please state the date of accident or date of last exposure, ingestion, orimplantaticn with respect to settling defendant's

15. Alleged Cause of injury, iliness or incldent: Please state the alleged cause of injury, incident or iliness and the ICD-9-CM (InternationalClassification of
Diseases, Ninth Revision, Clinical Modification cade(s)) with respect to the same

17. State of Venue

19. ICD-9 Diagnosis Cade 1: Please provide valid iCD-9 Codes for any injury or iliness you allege arose from the allegations
made against settling defendant. NOTE: separate ICD-9 codes are required for each body part you assert

wasfis affected, #*

21.1CD-9 Diagnosis Code 2;

23. 1CD-9 Diagnosis Code 3:

25, 1CD-9 Diagnosis Code 4:

27.1CD-9 Diagnosis Code 5:

29. ICD-9 Diagnosis Code 6:

31.ICD Diagnosis Code 7:

33.1CD-9 Diagnosis Code 8:

35, ICD-9 Diagnosis Code 9;

37.1CD-9 Diagnosis Code 10:

39, [CD-9 Diagnosis Code 11:

41. ICD-9 Diagnosis Code 12:

43, ICD-9 Diagnosis Code 13:

45, ICD-9 Diagnosis Code 14:

47. ICD-9 Diagnosis Code 15:

49, 1CD-9 Diagnosis Code 16:

51, ICD-9 Diagnosis Code 17:

53, ICD-9 Diagnosis Code 18:

55. ICD-9 Diagnosis Code 19:

57. Description of lliness/Injury (Free Form Text Description); ***

*NUMBERS REFLECT CLAIM INPUT FILE FIELD NUMBERS AS SET FORTH IN VERSION 2 OF THE OFFICIAL NGHP USER GUIDE
** CLAIMS SUBMITTED PRIOR TO 1/1/11 MUST PROVIDE EITHER: (1) BOTH A VALID ALLEGED CAUSE OF INJURY, INCIDENT OR ILLNESS CODE (FIELD 1 5) AND AT LEAST
ONE VALID DIAGNOSIS CODE IN THE |CD-9 DIAGNOSTIC CODE 1 (FIELD 19) OR THE DESCRIPTION OF INJURY ILLNESS {FIELD 57)
CLAIMS SUBMITTED ON OR AFTER 1/1/11 MUST CONTAIN BOTH THE ALLEGED CAUSE OF INJURY, INCIDENT OR ILLNESS CODE {FIELD 15) AND THE 1CD-9 DIAGNOSTIC
CODE 1 (FIELD 19). .
*=+FIELD 57 IS REQUIRED THROUGH 12/31/10 IF NO ALLEGED CAUSE OF INJURY, INCIDENT OR ILLNESS CODE (FIELD 15) OR NO ICD-9 DIAGNQSTIC CODE 1 (FIELD 19}
15 PROVIDED,
##*THE CURRENT LIST OF VALID CODES ACCEPTED BY CMS FOR SECTION 111 REPORTED MAY BE FOUND AT:
www.crs.hhs.gov/ICD9ProviderDiagnositcCodes/06_cades.asp.
The information in this form is to be held confidential and not used in discovery o in any proceeding in evidence or otherwise, except to communicate with the Page 1 of 13
U.S. Goveinment of its designee or to defend any clalm of lian or fine pursuant to Medicare statutes, rules and regulations inchuding MMSEA Section 111.



FORMB

Case Name:

Case Number:

Section C

ALLEGED INJURED PARTY'S ATTORNEY OR OTHER REPRESENTATIVE INFORMATION

[” A=Attorney

84, Representative Type (please check one):

[~ G=Guardian/Conservator

[~ P=Power of Attorney {: O=0Other

85. Representative Last Name:

86. Representative First Name:

87. Representative Firm Name:

BB. TIN/EWN, if Firm Entity; Social Security Number

89, Mailing Address:

if individual:
91, City: 92. State: 93. Zip Code +4 95, Phone: 96. Ext. (if any):
SETTLEMENT INFORMATION
Name of Settling Defendant: 100. Date of Setilement: 101. Amount of Settlement;

102. Funding Delayed Beyond TPOC {actual or estimated date of funding);

== 3¢

I understand that the information requested is to assist the requesting insurance arrangement to accurately coordinate benefits with
Medicare and to meet its mandatory reporting obligations under Medicare law.

Name of Attorney representing Plaintiff/Claimant Date

[The signatura of the attorney hereto constitutes
a certificate by him/her that he/she has read the
information supplied in this Form and that all
information stated therein Is well grounded in

fact to the the best of his/her knowledge,

information and beltef formed after reasonable
inquiry.)

Printed Name

Ifyou have completed this page in its entirety and Alleged Injured Party in Section A is not deceased, stop here.
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FORM B

Case Name:

Case Number:

ATTENTION

If Alleged Injured Party is NOT DECEASED and you have completed Page 1 & 2, you may stop here.

Please continue to Section E (Claimant Information} anly if Alleged injured Party in Section A is deceased,
At least Claimant 1 information is required if Alleged Infured Party is deceosed.

Page 3 of 13




FORMB

Case Name; Case Number:

CLAIMANT INFORMATION (Use only if Alleged injured Party in Section A Is deceased.,)

104. Claimant Relationship to = ivi . X j = Other {individual
Alleged Injured Party: [ E=Estate (individual} [ X=Estate(Entity) [ O er {individual)
[~ F=Family (individual) [T Y=Family (Entity) [~ Z=Other (Entity)
i, TIN/EIN, if Entity; Social Security Number, if Individual; ;106. Claimant Last Name:

108. Claimant Middle Initial;

107. Claimant Flrst Name:

109. Claimant Entity/Organication Name:

10, Mailing Address:

112. City: 114.Zip Cade +4 116. Phone: 117.Ext. (if anyk
1" g:rclaimant Representative [~ A=Attorney [~ P=Power of Attorney
ype:
[~ G=Guardian/Conservator [~ O=0Other
120. Claimant Representative Last Name: 121. Claimant Representative First Name: 122, Claimant Representative Firm Name:

123. TIN/EIN, if Firm/Entity; Social Security #, if individual: |124. Representative Mailing Address:

126. City: 127, State: 128, Zip Code +4 130, Phone: 131. Ext. {if any):

Counsel for Claimant 1 Date Printed Name

{The signature of the attorney hereto constitutes
a certificate by him/her that he/she has read the
information supplied in this Form and that all
information stated therein is well grouaded in
fact to the the best of his/her knowledge,
information and belief formed after raasonable
inquiry.)
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