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IN THE UNITED STATES DISTRICT COURT
FOR THE DISTRICT OF ARIZONA

IN RE: Bard Implanted Port Catheter MDL No. 3081

Products Liability Litigation
CASE MANAGEMENT

ORDER NO. 16

(Joint Records Collection)

Based upon the stipulation and agreement of the parties, it is hereby ORDERED as
follows:

1. The parties to this litigation have jointly agreed to use The Marker Group,
Inc. (“Marker”) to collect medical, insurance, Medicare, Medicaid, prescription, Social
Security, workers’ compensation, and employment records for individual plaintiffs from
third-parties designated as custodians for such records by Plaintiffs or Defendants C. R.
Bard, Inc., Becton Dickinson and Company, Bard Access Systems, Inc. and Bard
Peripheral Vascular, Inc. (“Defendants”).

2. All plaintiffs who are included in the PFS/DFS Group of the Bellwether
process (as set forth in Case Management Order No. 10) must complete, date, and execute
the agreed-upon forms of party authorizations attached to this Order as Exhibit A (the
“Authorizations”). Those plaintiffs may not object to the form, execution, or issuance of
the Authorizations. In completing the authorizations, the individual plaintiff shall authorize
production of records from the date five years prior to implant for all records described in

the Authorizations.
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3. Each Plaintiff required to execute Authorizations under this Order must
provide the original completed and executed Authorizations to Marker on the date that his
or her Plaintiff Fact Sheet (“PFS”) is due to be served on Defendants. Each Plaintiff must
also serve copies of the same to Defendants with his or her PFS.

4. If a custodian to whom an Authorization is presented refuses to provide
records in response to the Authorization, Marker will notify the parties (in accordance with
its vendor agreement with the parties). The individual plaintiff’s attorney shall attempt to
resolve the issue with the custodian, such that the necessary records are promptly provided.
To the extent any custodian requires a release other than the Authorizations, the individual
plaintiff whose records are sought must complete the custodian-specific authorization form
within ten (10) days after it has been provided by Marker or Defendants unless he or she
objects to the form. If the individual plaintiff objects to the custodian-specific form, the
parties shall meet and confer in an effort to resolve the objection.

5. Marker will send all custodians from whom records are sought the form of
certificate of acknowledgment attached as Exhibit B (the “Acknowledgement”). The
Acknowledgement will serve as evidence of authenticity and satisfy the requirements of
authentication under Federal Rule of Evidence 901(a). All other evidentiary objections are
preserved, and any party retains the right to offer proof that the certified documents are not
complete or are otherwise inaccurate.

6. Marker will obtain records and host them in a secure database, accessible to
Plaintiffs and Defendants, according to the parties’ vendor agreement with Marker. Any
party may request any of ancillary services from Marker at its own expense.

7. Upon receipt of records and placement into the secure database, Marker will
notify designated individuals for Plaintiffs and Defendants (via email) that documents have
been posted for Plaintiffs’ review on Marker’s website. Plaintiffs shall have seven (7)
calendar days after such notice from Marker (the “Review Grace Period”) to review records
for privilege and compliance with the applicable date range for the records. During the

Review Grace Period, Plaintiffs will identify any documents for which they claim a
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privilege exists or that fall outside of the applicable date range for the records. In the event
that Plaintiffs’ counsel in good faith finds that the volume or content of the documents
posted cannot be sufficiently reviewed within the Review Grace Period, Plaintiffs will
notify Defendants and Marker, within the applicable Review Grace Period, of a request for
extension of time to review the documents. Thereafter, the parties will meet and confer
regarding Plaintiffs’ request for an extension. If the parties are unable to agree, Plaintiffs
will apply to the Court for relief during the Review Grace Period. Such application shall
extend the Review Grace Period until resolution by the Court.

8. Prior to the end of the Review Grace Period, Plaintiffs will notify Defendants
and Marker if they contend that there are privileged documents within the group or that
there are documents that fall outside of the applicable date range for the records.

9. Absent notification by Plaintiffs to Marker of a claimed privilege, agreement
to extend the Review Grace Period, or a request for relief made to the Court within the
Review Grace Period, Marker will automatically make the documents accessible to
Defendants on the day after the Review Grace Period ends.

10.  If Plaintiffs notify Defendants of a privilege claim, Plaintiffs’ counsel will
produce to Defendants, via email, a privilege log identifying the documents as to which
privilege is asserted, the bases for the claimed privilege, and whether Plaintiffs will be
producing redacted versions of any of the documents within five (5) business days of the
notice. Plaintiffs will contemporaneously produce to Marker any redacted documents and
instruct Marker in writing to either make the redacted documents available to both parties
on Marker’s website or to withhold from Defendants the entire set or portion of records
based upon Plaintiffs’ claim of privilege until further notice.

11.  In the event that Plaintiffs inadvertently fail to claim a legal privilege they
contend attaches to any record, Plaintiffs shall request a clawback of those documents by
Defendants, meet and confer with Defendants counsel regarding those documents and, if

the parties agree, direct Marker to destroy the designated records.
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12.  If Plaintiffs notify Defendants of a claim that certain documents fall outside
of the applicable date range for the records, Plaintiffs’ counsel will produce to Defendants,
via email, a log identifying all such documents (including their dates). Plaintiffs will
contemporaneously instruct Marker in writing to withhold those documents from
Defendants until further notice based upon Plaintiffs’ claim that they fall outside of the
applicable date range for such records.

13.  The parties will meet and confer on any claims that documents are privileged
or fall outside of the applicable date range for the records, and if not resolved, place a joint
call to the Court to seek resolution of the issue.

14.  Defendants will pay the total costs associated with records collection from
each custodian, including the records-copying and provision charges from the custodians
and Marker’s collection service fees. Plaintiffs may download collected records from the
repository by paying Marker’s fees for a copy of those records without contributing to the
costs incurred by Defendants to obtain the records from custodians. In the event that
Defendants believe that Plaintiffs’ downloading of records exceeds that which the parties
contemplated in agreeing to this Order, Defendants may meet and confer with Plaintiffs’
Co-Lead Counsel. If the parties cannot resolve the dispute, they shall contact the Court on
how to resolve the issue.

15.  Any party may choose to discontinue the use of the joint vendor, Marker, at
any time upon thirty (30) days’ notice to the other parties and the Court. The parties shall
promptly confer about the withdrawing party’s decision and the solution for continued
records collection in the MDL, and shall, within ten (10) days of the withdrawal, notify the
Court of the agreed-upon solution or seek the Court’s assistance if no agreement is reached.
The withdrawing party will remain responsible for the costs of any records ordered prior
to the withdrawal to the extent otherwise required by this Order.

111
111
111
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16.  Each party retains the right to issue subpoenas and to employ other means
for discovery if required by any custodian to obtain records.
Dated this 8th day of March, 2024,

Danil & Cuuplele

David G. Campbell
Senior United States District Judge
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AUTHORIZATION TO DISCLOSE MEDICAL INFORMATION
(Reguired by the Health Insurance Portability and Accountability Act -~ 45 CFR Parts 160 and 164)

To:

I, the undersigned, hereby authorize and request the Custodian above-named entity to disclose to the agents or designees of the law
firm of Nelson Mullins Riley & Scarborough, LLP, and/or to The Marker Group, Inc., any and all medicat records, since ,
including those that may contain protected health information (PHI) regarding , including records
created afier the date of signature. This authorization should also be construed to permit agents or designees of Nelson Mullins Riley

& Scarborough, LLP and/or The Marker Group, Inc. to copy, inspect and review any and all such records, Records requested may
include, but are not imited to:

all medical records, physician's records, surgeon’s records, pathology/cytology reports, physicals and histories, laboratory reports,
operating room records, discharge summaries, progress notes, patient intake forms, consultations, prescriptions, nurses' notes, birth
certificate and other vital statistic records, communicable disease testing and treatment records, correspondence, prescription records,
medication records, orders for medications, insurance records, consent for treatment, stalements of account, itemized bills,
invoices and any other papers relating to any examination, diagnosis, treatment, periods of hospitalization, or stays of
confinement, or documenis containing information regarding amendment of protected health information (PHI) in the medical
records, copies (NOT originals) of all x-rays, CT scans, MR films, photographs, and any other radiological, nuclear medicine, or
radiation therapy films and of any corresponding repoits, all pathology/cytology specimens, slides, wet tissue, tissue blocks,
pathology/cytology reports and requisition records, and any other materials in its possession relating to any and all medical
diagnoses, medical examinations, medical and surgical treatments or procedures. 1 expressly request that all covered entities under
HIPAA identified above disclose full and complete protecied medical information.

A copy of this autherization may be used in place of and with the same force and effect as the original. The purpose of this authorization
is for civil litigation. :

NOTICE

¢ The individnal signing this anthorization has the right to revoke this authorization at any time, provided the revocation
is in writing to Nelson Mullins Riley & Scarborough, LLP and/or The Marker Group, Inc.; 13105 Northwest Freeway,
Suite 300, Houston, TX 77040, except to the extent that the entity has already relied npon this Authorization fo disclose
protected health information (PHI).

¢ The individual signing this authorization understands that the covered entity to whom this authorization is directed
may not condition treatment, payment, enrollment or eligibility benefits on whether or not the individual signs the
authorization.

e The individual signing this authorization understands that protected health information (PHI) disclosed pursuant to
this authorization may be subject to redisclosure by the recipients and that, in such case, the disclosed PHI no longer
will be protected by federal privacy regulations.

» Theindividual signing this authorization understands information authorized for release may include records that may
indicate the presence of a communicable disease.

¢  This authorization shall expire one year from the date of execution.

¢ This authorization does NOT anthorize the requesting party (Nelsen Mullins Riley & Scarborough, LLP, The Marker
Group, Inc. or their agenis) {o discuss the patient®s care, treatment or prognosis with recipient of this authorization.

Name of Individual Signature of Individual or Individual Representative
Former/Alias/Maiden Name of Individual Date

Individnal’s Date of Birth Name of Individual Representative

Individnal’s Social Security Number Description of Authority

Individual’s Address

1 have read this Authorization and understand that it will permit the entity identified above to disclose PHI to
The Marker Group, Inc, and/or Nelson Muliins
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AUTHORIZATION TO DISCLOSE MEDICAL INFORMATION
SPECIFIC AUTHORIZATION FOR RELEASE O INFORMATIN PROTECTED BY STATE OR FEDERAL LAW

In addition to the authorization and other provisions contained above, hereby incorporated by reference, 1 authorize: (i) the release of data
and information to Nelson Mutlins Riley & Scarborough LLP and/or to The Marker Group, Inc.; and (if) Nelson Mullins Riley &
Scarborongh LLP and/or to The Marker Group, Inc.'s re-disclosure of the data and information to its consultants, experts, agents,

and/or other counsel; any and all data, notes, records, reports, and/or any other documents and information only for the type of
information checked below:

1. Substance Abuse (Alcohol/Drug)

2. H1V-related information (AIDS related testing)

This form does not authorize re-disclosure of medical information beyond the limits of this consent. Where information has been disclosed
from records protected by federal law for aleohol/drug abuse records or by state law for mental health records, federal requirements (42
C.F.R. Part 2) and state requirements prohibit further disclosure without specific written consent of the patien, or as otherwise permitted
by such law and/or regulations. A general authorization for the release of medical or other information is not sufficient for these purposes.
Civil and/or criminal penalties may aftach for unauthorized disclosure of alcohol/idrug abuse or mental heaith information. Federal
regulations state that any person who violates any provision of this faw shall be fined not more than $500, in the case of a first offense,
and not more than $5000 in the case of each subsequent offense. Drug Abuse Office and Treatment Act of 1972 (21 US.C. 1175);
Comprehensive Alcohol Abuse Alcoholism Prevention, Treatment and Rehabilitation Act of 1970 (42 U.S.C. 4582),

Name of Patient Date

Signature of Patient or Individual Representatige Date

I have read this Authorization and understand that it will permit the entity identified above to disclose PHI to
The Marker Group, Inc. and/or Nelson Mullins




To:

I, the undersigned, hereby authorize and request the above-named entity fo disclose to the agents or designees of The Marker Group, Inc.
on behalf of Nelson Mullins, any and all records containing employment information, including those that may contain protected health
, whether created before or after the date of
signature, This authorization should also be construed to permit agents or designees of The Marker Group, Iic. to copy, inspect and review

information (PHI) regarding
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AUTHORIZATION TO DISCLOSE EMPLOYMENT INFORMATION
{Required by the Health Insurance Portability and Accountability Act ---- 45 CFR Parts 160 and 164)

any and all such records. Records requesied may include, but are not limited to:

A copy of this authorization may be used in place of and with the same force and effect as the original. The purpose of this authorization

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, worker's
compensation files; all hospital, physician, clinic, infinnary, nurse, dental records; test results, physical examination records 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 all records regarding participation in company-sponsored health, dental, life and disability insurance
plans; material safety data sheets, chemical inventories, and environmental monitoring records and all other employee exposure
records perfaining to all positions held; and any other records concerning employment with the above-named entity. Copies (NOT
originals} of all x-rays, CT scans, MRI films, photographs, and any other radiological, nuclear medicine, or radiation therapy films
and of any corresponding reports. | expressly request that ali covered entities under HIPA A identified above disclose full and complete

protected medical information.

is for civil litigation,

NOTICE

The individual signing this authorization has the right to revoke this anthorization at any time, provided the revocation
is in writing to Nelson Mullins Riley & Scarborough, LLP and/or The Marker Group, Ine,; 13105 Northwest Freeway,
Suite 300, Houston, TX 77040, except to the extent that the entity has already relied upon this Authorization to disclose
profected health infoermation (PHI).

The individual signing this authorization understands that the covered entity to whom this anthorization is directed
may not condition freatment, payment, enrollment or eligibility benefits on whether or not the individual signs the
authorization.

The individual signing this anthorization understands that protected health information (PHI) disclosed pursnant to
this authorization may be subject to redisclosure by the recipients and that, in such case, the disclosed PHI no longer
will be protected by federal privacy regulations.

The individual signing this authorization understands information authorized for release may include records that may
indicate the presence of a communicable disease.

‘This authorization shall expive one year from the date of execution.

This authorization does NOT authorize the requesting party (Nelson Mullins Riley & Scarborough, LLP, The Marker
Group, Inc, or their agents) to discuss the patient’s care, treatment or prognosis with recipient of this authorization.

Name of Employee Signature of Employee or Employee Representative
Former/Alias/Maiden Name of Employee Date

Employee’s Date of Birth Name of Employee Representative

Employee’s Social Security Number Description of Authority

Employee’s Address

I have read this Authorization and understand that it will permit the entity identified above to disclose PHI to
‘The Marker Group, Inc. and/or Nelson Mullins
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AUTHORIZATION TO DISCLOSE INSURANCE INFORMATION
(Required by the Health Insurance Portability and Accountability Act ---- 45 CFR Parts 160 and 164)

To:

I, the undersigned, hereby authorize and request the above-named entity to disclose to the agents or designees of The Marker Group,
Inc., on behalf of Nelson Mullins any and all records containing insurance information, including those that may contain protected
health information (PHI) regarding » , whether created before or after the date of signature.
This authorization should also be construed to permit agents or designees of The Marker Group, Ine. to copy, inspect and review any
and all such records. Records requested may include, but are not limited to:

applications for insurance coverage and renewals; all insurance policies, certificates and benefit schedules regarding the insured's
coverage, including supplemental coverage; health and physical examination records that were reviewed for underwriting purposes, and
any statements, communications, correspondence, reports, questionnaires, and records submiited in connection with applications or
renewals for insurance coverage, or claims; all physicians', hospital, dental reports, prescriptions, correspondence, test results, radiology
reports and any other medical records that were submitied for claims review purposes; any claim record filed; records of any claim paid;
records of alt litigation; and any other records of any kind concerning or pertaining to the insured. 1 expressly request that all covered
enfities under HIPAA identified above disclose {ull and complete protected medical information.

A copy of this authorization may be used in place of and with the same force and effect as the original. The purpose of this authorization
is for civil litigation.

NOTICE

¢ The individual signing this authorization has the right to revoke this authorization at any time, provided the
revocation is in writing to Nelson Muilins Riley & Scarborough, LLP and/er The Marker Group, Inc.; 13105
Northwest Freeway, Suite 300, Houston, TX 77040, except to the extent that the entity has already relied upon
this Authorization to disclose protected health information (PHI).

e The individual signing this authorization understands that the covered entity to whom this aunthorization is
directed may not condition treatment, payment, enrollment or eligibility benefits on whether or not the
individual signs the authorizatien.

o The individual signing this anthorization understands that protected health information (PHI) disclosed
pursuant to this authorization may be subject to redisclosure by the recipients and that, in such case, the
disclosed PHI no longer will be protected by federal privacy regulations.

¢ The individual signing this autherization understands information authorized for release may include records
that may indicate the presence of a communicable disease.

This autherization shall expire one year from the date of execution.
This authorization does NOT authorize the requesting party (Nelson Mullins Riley & Scarborough, LLP, The
Marker Group, Inc. or their agents) to discuss the patient’s care, treatment or prognosis with recipient of this

authorization,
Name of Individual Signature of Individual or Individual Representative
Former/Alias/Maiden Name of Individual Date
Individual’s Date of Birth Name of Individual Representative
Individual’s Social Security Number Description of Authority

Individual’s Address

I have read this Authorization and understand that it will permit the entity identified above to disclose PHI to
The Marker Group, Inc. and/or Nelsoen Mullins




To:

I, the undersigned, hereby authorize and request the above-named entily to disclose to the agents or designees of the
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AUTHORIZATION TO DISCLOSE PRESCRIPTION INFORMATION

faw firm of Nelson Mullins Riley & Scarborough, LLP, andfor to The Marker Group, Inc., any and all records, since

information (PHI) regarding

complete copies of all prescription profile records, prescription slips, medication records, orders for
medication, payment records, insurance claims forms correspondence and any other records. | expressly
request that all covered entities under HIPAA identified above disclose full and complete protected medical
information.

A copy of this authorization may be used in place of and with the same force and effect as the original. The purpose of this

authorization is for civil litigation.

NOTICE
[ ]

The individual signing this authorization has the right to revoke this authorization at any time,
provided the revocation is in writing to Nelson Mullins Riley & Scarborough, LLP and/or The Marker
Group, Inc.; 13105 Northwest Freeway, Suite 300, Houston, TX 770440, except to the extent that the
entity has already relied upon this Authorization to disclose protected health information (PHI).

The individual signing this authorization understands that the covered entity to whom this
authorization is directed may not condition treatment, payment, enrollment or eligibility benefits on
whether or not the individual signs the authorization.

The individual signing this authorization understands that protected heaith information {PHI}
disclosed pursuant to this authorization may be subject to redisclosure by the recipients and that,
in such case, the disciosed PHI no longer will be protected by federal privacy regulations.

The individual signing this authorization understands information authorized for release may
include records that may indicate the presence of a communicable disease.

This authorization shall expire one year from the date of execution.

This authorization does NOT authorize the requesting party {Nelson Mullins Riley & Scarborough,
LLP, The Marker Group, Inc. or their agents) to discuss the patient’s care, treatment or prognosis
with recipient of this authorization.

Name of Individual Signature of Individual or Individual Representative

Forimer/Alias/Maiden Name of Individual Date

Individual’s Date of Birth Name of Individual Representative

Individual’s Social Security Number Description of Authority

Individual’s Address

I have read this Authorization and understand that it will permit the entity identified above to disclose PHI to

The Marker Group, Inc. and/or Nelson Muilins

to present, containing Medicaid information, including those that may contain protected health
, including records created after the date of signature. This
authorization should also be construed to permit agents or designees of Nelson Mullins Riley & Scarborough, LLP andfor

The Marker Group, Inc. to copy, inspect and review any and all such records. Records requested may include, but are not
fimited ta:
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AUTHORIZATION TO DISCLOSE WORKERS' COMPENSATION INFORMATION

To:

1, the undersigned, hereby authorize and request the above-named entity to disclose to the agents or designees of the Iaw firm of Nelson Mullins
Riley & Scarberough, LLP, and/or to The Marker Group, Inc., any and all records, since fo present, contaiming Workers®
Compensation information, including those that may contain protected health information (PHI) regarding, including records created after the
date of signature, This authorization should also be construed to permit agents or designees of Nelson Mullins Riley & Scarborough, LLP and/or
The Marker Group, Inc. to copy, inspect and review any and ail such records. Records requested may include, but are not limited to:

all workers' compensation claims, including claim petitions, judgments, findings, notices of hearings, hearing records, transcripts,
decisions and orders; all depositions and reports of witnesses and expert witnesses; employer's accident reports; all other accident,
injury, or incident reports; all medical records; records of compensation payment made; investigatory reports and records;
applications for employment; records of all positions held; job descriptions of any positions held; salary records; performance
evaluations and reports; statements and comments of fellow employees; attendance records; all physicians', hospital, medical,
healith reports; physical examinations; records relating to health or disability insurance claims, including correspondence, reports,
claim forims, questionnaires, records of payments made to physicians, hospitals, and health institutions or professionals; statements
of account, itemized bills or invoices; and any other records relating to the above-named individual. Copies (NOT originals) of all
x-1ays, CT scans, MRI films, photographs, and any other radiclogical, nuclear medicine, or radiation therapy films and of any

corresponding reports. [ expressly request that all covered entities under HIPAA identified above disclose full and complete
protected medical informalion.

A copy of this authorization may be used in place of and with the same force and cffect as the original. The purpose of this authorization is for civil
litigation,

NOTICE

¢  The individual signing this autherization has the right to revolie this authorization at any time, provided the revocation is in
writing te Nelson Mullins Ritey & Scarborough, LLP and/er The Marker Group, Inc.; 13105 Northwest Freeway, Suite 300,
Houston, TX 77040, cxcept to the extent that the entity has already velied upon this Authorization te disclose protected health
information (PHI).

& Theindividual signing this authorization understands that the covered entity to whom this anthorization is directed may not
condition treatment, payment, enrellment or cligibility beacefits on whether er not the individual signs the authorization.

¢ The individnal signing this authorization understands that protected health information (PHI) disclesed pursuant fe this
anthorization may be subject to redisclosure by the recipients and that, in such case, the disclosed PHI no longer will be
protected by federal privacy regulations,

®  The individual signing this authorization understands information authoerized for release may include records that may
indicate the presence of a communicable disease.
This authorization shall expire one year from the date of execution.
This authorization does NOT authorize the requesting party (Nelson Mullins Riley & Scarborough, LLP, The Marker
Group, Inc. or their agents) to discuss the patient’s care, treatment or prognosis with recipient of this authoerization.

Name of Individual Signature of Individual or Individual Representative
Former/Alias/Maiden Name of Individual Date

Individual’s Date of Birth Name of Individual Representative

Individual’s Social Security Number Description of Authority

Individual’s Address

I 'have read this Authorization and understand that it will permit the entity identified above to disclose PHI to
The Marker Group, Inc. and/or Nelson Mullins
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AUTHORIZATION TO DISCLOSE MEDICAID INFORMATION
To:

I, the undersigned, hereby authorize and request the above-named entity to disclose to the agents or desighees of the
law firm of Nelson Mullins Riley & Scarborough, LLP, and/or to The Marker Group, Inc., any and all records, since

to present, containing Medicaid information, including those that may contain protected health
information (PHI) regarding , including records created after the date of signature. This
authorization should also be construed to permit agents or designees of Nelson Mullins Riley & Scarborough, LLP and/for
The Marker Group, Inc. to copy, inspect and review any and all such records. Records requested may include, but are not
limited to:

all Medicaid records, including explanations of Medicaid benefit records and claims records; any statements,
communications, pro reviews, denials, appeals, carrespondence, reports, questionnaires or records submitted
in connaction with claims; all reports from physicians, hospital, dental providers, prescriptions; correspondence,
test results and any other medical records; records of claims paid to or on the behalf of

; records of litigation and any other records of any kind with the excpetion of
mental health records. | expressly request that all covered entities under HIPAA identified above disclose full
and complete protected medical information.

A capy of this authorization may be used in place of and with the same force and effect as the original. The purpose of this
authorization is for civil litigation.

NOTICE

« The individual signing this authorization has the right to revoke this authorization at any time,
provided the revocation is in writing to Nelson Mullins Riley & Scarborough, LLP andfor The Marker
Group, Inc.; 13105 Northwest Freeway, Suite 300, Houston, TX 77040, except to the extent that the
entity has already relied upon this Authorization to disclose protected health information (PHI}.

e The individual signing this authorization understands that the covered entity to whom this
authorization is directed may not condition treatment, payment, enroliment or eligibility benefits on
whether or not the individual signs the authorization. )

¢ The individual signing this authorization understands that protected health information (PHI)
disclosed pursuant to this authorization may be subject to redisclosure by the recipients and that,
in such case, the disclosed PHI no longer will be protected by federal privacy regulations.

¢ The individual signing this authecrization understands information authorized for release may
include records that may indicate the presence of a communicable disease.

» This authorization shall expire one year from the date of execution.

o This authorization does NOT authorize the requesting party (Nelson Mullins Riley & Scarborough,
LLP, The Marker Group, Inc. or their agents) to discuss the patient’s care, treatment or prognosis
with recipient of this authorization.

Name of Individual Signature of Individual or Individual Representative
Former/Alias/Maiden Name of Individual Date

Individual’s Date of Birth Name of Individual Representative

Individual’s Social Security Number Description of Authority

Individual’s Address

I have read this Authorization and understand that it will permit the entity identified above to disclose PHI to
The Marker Group, Inc. and/or Nelson Mullins
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form Approved
QOMB No, 0938-0930

AUTHORIZATION TO DISCLOSE PERSONAL HEALTH INFORMATION RELEASE FORM

WHO CAN USE THIS FORM?

People with Medicare who want 1-800-MEBDICARE to be
able to share their personal information with people
they choose,

NOTE: By law, you must give 1-800-MEDICARE
permission in writing before 1-800-MEDICARE can
share any information with someone other than you.
Find the full list of how 1-800-MEDICARE uses your
information in the privacy notice within the Medicare
& You handbhook.

WHEN DO YOU USE THIS FORM?

s To add someone that 1-800-MEDICARE can share
information with.

« To change or remove someone that
1-800-MEDICARE can share information with.

s To get information for someone who is deceased
{if you legally have the right to that information
because you're an Executor or have court documents
giving you rights to that information.)

NOTE: If you change or remove someone,
1-800-MEDICARE can only apply that change to new
requests, Medicare can't take back items we've already
shared with others you approved.

WHERE TO SEND YOUR COMPLETED
AUTHORIZATION FORM

After you complete and sign the authorization form,
return it to:

1-800-MEDICARE

Written Authorization Dept.
PO Box 1270

Lawrence, KS 66044

For faster service, you may submit this form online by
logging in to your secure online Medicare.gov account.

FOR NEW YORK RESIDENTS WITH MEDICARE
ONLY

The New York State Public Health Law protects the
privacy of information related to alcohol and drug
abuse, mental health treatment, and HiV. Because

of this law, New York Residents must follow specific
instructions for completing section 2. Instructions are
located at the end of this form,

Form CMS-10106 (05/23)
Instructions
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

Form Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES

OMB No. 0938-0930

AUTHORIZATION TO DISCLOSE PERSONAL HEALTH INFORMATION RELEASE FORM

Use this form to tel! 1-800-MEDICARE who can access your personal health information. Whether you choose to

share your personal heaith information or not has no effect on your enroliment, eligibility for benefits, or the
amount Medicare pays for your health services.

INFORMATION ABOUT THE PERSON WITH MEDICARE

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

1. Name (First, Middle, Last, Suffix)

Medicare ldentification Number Date of Birth {mm/ddfyyyy)

Street Address

City State Zip code

2, Choose the information you want 1-800-MEDICARE to share,
2A: Check only one box

[l Limited Information {go to question 2B)

[ Any Information (go to question 3)

2B: What kind of "limited information” do you want us to share? (Check all that apply)
| want to share limited personal health information about my:

L1 Medicare eligibility
Medicare claims
Plan enroliment (e.q. drug or MA Plan)

Premium payments

O 0O o O

Other (Write any other information you want shared below: For example, payment information)

Form CMS-10166 {05/23)
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

Form Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No, 0938-0930

2C: FOR NEW YORK RESIDENTS ONLY

Please select one of the following options. If you're unsure, review the instructions at the end of this
form.

F1  Include all information. This includes information about alcohol and drug abuse, mental health
treatment, and HIV.

Don’t include information about alcohol and drug abuse, mental health treatment, and HIV.

3. How long can 1-800-MEDICARE use this authorization to share your personal health information? Check only
one box. {Subject to applicable law—for example, your State may limit how fong Medicare may give out your
personal health information):

1 Share my personal health information indefinitely.

3 Share my personal health information for a specific period of time:

Beginning: {mm/iddiyyyy) and Ending: (mm/ddiyyyy)

4. Explain why you're giving 1-800-MEDICARE permission to share your information {You may write
“At my request”);

5. Enter the name of each person or organization that can get your personat health information from

1-800-MEDICARE. If you want to share your information with more than 2 people or organizations, list them on
the back of this form, Be sure to include their name and address,

Person/Organization 1

Full Name

Street Address

City State Zip code

Person/Organization 2

Full Name

Street Address

City State Zip code

Form CMS-10106 {05/23)
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form Approved
OMB No. 0938-0930

6. By signing this form, | authorize 1-800-MEDICARE to share my personal health information listed above to the
person(s) or organization(s) | named on this form. | understand that my personal health information may be

shared by the person(s) or organization(s) and may no longer be protected by law.

Signature

Telephone Number

Date (mm/ddfyyyy)

L] Check here if you are signing as a personal representative and complete the form below.

Be sure to attach the appropriate documentation {like a Power of Attorney) if someone other than the

person with Medicare sighed above,

Personal Representative's Information

Full Name

Street Address

City

State

Zip code

Telephone Number

Relationship to the
person with Medicare

7. Send the completed, signed authorization form to:

1-800-MEDICARE

Written Authorization Dept.

PO Box 1270
Lawrence, KS 66044

8. Important: You have the right to cancel (“revoke”) your authorization at any time, To cancel your
authorization, send a written request to the address above. After we process the request, we'll no longer
share your personal health information (except for any information we already released based on your

original permission).

Form CMS-10106 {05/23)
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STEP BY STEP INSTRUCTIONS FOR FILLING OUT THIS FORM

Form Approved
OMB No. 0938-0930

By law, Medicare must have your written permission (an "authorization”) to use or give out your
personal health information for any reason that isn’t described in the privacy notice in the Medicare &
You handbook. You may take back (“revoke”) your written permission at any time, except if Medicare
has already released information based on your permission.

if you want someone to be able to call 1-800-MEDICARE on your behalf or you want us to share your
personal health information with someone other than you, you need to let Medicare know in writing.

If you're requesting personal health information for a deceased person who had Medicare, please
include a copy of the legal documentation that gives you the authority to request this 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, explain
your relationship to the person with Medicare.

Follow these instructions to complete your form. Be sure to complete all sections so we can process your
form on time.

1. In section 1, enter the following information
about the person with Medicare who's
authorizing the release of their personal health
information:

e Section 2B: Check 1 or more of the boxes
and include any other specific information
you're giving us permission to share in the
space provided. For example, you could

write “payment information”.
* Name pay

* Medicare number (enter the number exactly
as it appears on the red, white, and blue
Medicare card)

s Date of birth c [If you give us permission to share all

o Address your information, check the box: Al

infarmation, including information about

alcohol and drug abuse, mental health

e Section 2C: Check one of the boxes to tell
us how much of your personal information
we're allowed to share:

2. In section 2A, check a box to tell us how much

personal health information we're allowed to
share. You can choose to let us share all of your
personal heaith information, or only limited
information. if you decide you only want us to
share limited information, check 1 or more of
the boxes in section 2B to indicate which types of
information you’re giving us permission to share
{for example, Medicare eligibility).

IMPORTANT: Special instructions for New Yorik
residents

The New York State Public Health Law protects
the privacy of information related to alcohol
and drug abuse, mental health treatment, and
HIV. Because of this law, New York Residents
must follow these instructions for completing
section 2:

e Section 2A: Check the box for Limited
Information, even if you want to let us
share any and all of your personal health
information.

treatment, and HiV",

o [f you don’t give us permission to share
information about alcohol and drug
abuse, mental health treatment, and HIV,
check the box: “Don’t include information
about alcohol and drug abuse, mental
health treatment, and HIV",

In this section, check a box to tell us if you
give us permission to share your personal
health information indefinitely, or only for
a specific period of time. if you only want
us to share your information for a certain
period of time, enter the start and stop
dates for sharing your information.

. Explain why you’re giving us permission to

share your personal health information,

. Enter the name of each person or organization

that can get your personal health information.
You may list more than 1 person or
organization.

Farm CMS-10106 (05/23)
instructions
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DEPARTMENT OF HEALTH AND HUMARN SERVICES

Form Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES

OM8 No. 0938-0930

If you include an organization, you must 7. If you change your mind later and no longer
also identify at least 1 person within that want us to share your personal health
organization who can get your personal information, write to the address shown in
health information. section 7 and tell us. Your letter will cancel your

5. Sign and date the form, then enter your authorization form, and we’ll no longer share
telephone number. ' your personal health information {except for any
, . information we already released based on your
if you're completing the form for someone L -
with Medicare: original permission).
» Sign and date the form, then enter their Iif you have any questions or need help with
telephone number, this form, call us at 1-800-MEDICARE

(1-800-4227). TTY users can call

¢ Check the box to indicate that you're signing 1-877-486-2048

the form as a personal representative.

¢ Enter your address, phone number, and
relationship to the person with Medicare.

e Attach a copy of the paperwork that shows
you can act for the person {(for example,
Power of Attorney}.

6. Mail your completed, signed authorization form,
Make a copy of your signed authorization form
for your records before you mail it.

1-800-MEDICARE

Written Authorization Dept.
PO Box 1270

Lawrence, KS 66044

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 heen discriminated against. Visit

Medicare.gov/abhout-us/accessibility-nondiscrimination-notice or call 1-860-MEDICARE {1-800-633-4227) for
more information. TTY users can call 1-877-486-2048.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of

information unless it displays a valid OMB control number. The valid OMB control number for this information
collection is 0938-0930,

The time required to complete this information collection is estimated to average 15 minutes per response,
including the time to review instructions, search existing data resources, gather the data needed, and complete
and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or
suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn.: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850, DO NOT MAIL YOUR COMPLETED FORM TO THIS
ADDRESS. If you do, we won't be able to process your form, and your request to release your personal health
information will be significantly delayed.

Form CMS-30105 {05/23)
Instructions
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Discontinue Prior Editions Page 10of 3
Social Security Administration OMB No. 0960-0566

Consent for Release of Information

instructions for Using this Form

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 minor's non-
medical records, if you are the natural or adoptive parent or legal guardian, acting on behalf of a minor child. We require proof of
relationship, if you are not the subject of the record. We may charge a fee for providing the information, if you are requesting the
information for a purpose unrelated to the administration of a program under the Social Security Act. If you are requesting
information, such as a Social Security Statement or benefit verification letter, you can also access this information by creating an
account at hitps:/fwww.ssa.govimyaccount/.

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 toil-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 saocial 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 behaif of a minor child or legally incompetent adult,
you must state how the release of information is in the best interest of the minor child or legally incompetent aduit,

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

NOTE: Unless otherwise specified, the consent form is valid for one-time use only. Also, it is valid for one year from the date of
sighature, unless you are requesling medical records. A consent form that includes a request for medical records is valid for 80
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 hitps://secure.ssa.gov/ICON/main.jsp, and input the subject of the record's ZIP code.
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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 fo be acceptable. Please complefe these fields in case we
need to contact you about the consent form).

TO: Social Security Administration

*Full Name _ *Date of Birth *Futl Social Security Number
(MM/DD/YYYY)
i authorize the Social Securily 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:

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

*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.

. [ ] Complete medical records

1. {_] Verification of Social Security Number

2. [_] Current monthly Social Security benefit amount

3. [] Current monthly Supplemental Security Income payment amount

4. [ ] Social Security benefit amounts from date to date

5 ] Supplemental Security Income payment amounts from date to date
6. [ ] Medicare entitiement from date to date

7. [ ] Medical records from date to date

8

9

- ¥+ 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)

Assessments; Questionnaires; Applications for Claims; DDA Determinations; Award or Denial Letters; SSA Form 821;
SSA Form 3368; etc.

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

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

Wilnesses 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 sighee 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)
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Privacy Act Statement
Collection and Use of Personal Information

The Privacy Act (6 U.5.C. 5652a) 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.

tn 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 Naotices (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 71219; 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 SORNSs, is available on our website at www.ssa.gov/privacy.

Paperwork Reduction Act Statement

This information collection meels 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., Baitimore, MD 21235-6401. Send only
comments relating to our time estimate to this address, not the complefed form.
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CERTIFICATIONS
«PATIENT_NAME» G«ORDERNO»-« PARTNO»-RO
«AKA» RECORDS REQUESTED: MEDICAL RECORDS TYPE
pO8; «hOB»
DOD: «DOD» DATE RANGE:

S5N: «SSN»

Records qare enclosed Records do not exist

AFFIDAVIT FOR NO RECORDS CERTIFICATION
CERTIFICATION OF RECORDS
The pagels} attached to this Affidavit are true and accurate A thorough search of hoth our active and archived files, carried

reproductions and coples of all of the records held by this office.
These records are kept by our facility in the regular course of
business, and it was In the regular course of business for an
emiployee or representative of our facility with knowledge of the act,
event, candition, opinion, or dizgnosis recorded to make the records
of to transmit information thereof to be included in such recerd; and
the record was made at or near the time of the act, event, condition,
opinion or diagnosis. The records attached hereto are the orlginal or
exact dupiicates of the original.

out under my direction revealed ho documents, records or other
materials cafted for in the authorization, for the following reasomn:

Mumber of pages attached: {required)

Select Select

one one

E] | have released an exact duplicate of the original records D All records for the time period in guestion have been
as requested, including but not limited to all medical destroyed in accordance with our document retention
records, third party records and any other written policy.

materials in my possession relating to any and all medical
diagnoses, medical examinations, medical and surgical
treatment ar procedures, attached hereto,

D I have omitted or redacted the {ollowing infarmation D A thorough search of both our active and archived files
and/or documents from the capy of records attached: lias been performead and no such recards were found.

E] | have omitted or redacted the ahove-listed information D Qther:
andfor documents from the copy of records attached
hereto for the following reasons:

i am personally acquainted with the facts herein stated. | hereby certify that | am the Custodian of Records of
«LocNamelsclocName2nalocDept» and | have authority to provide responses to this request. | declare under penalty of perjury
that the foregoing is true and correct.

Woe normally destroy records after years. (required)

Signature of Custodian of Records frequired)

Printed nanie of Custodian of Records {required)

Date Sighed frequired)

Order No. «OrderNo»-¢PartNo»-R0





