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UNITED STATES DISTRICT COURT
DISTRICT OF MINNESOTA

In re: MEDTRONIC, INC,

Multidistrict Litigation No.

IMPLANTABLE DEFIBRILLATORS 05-1726 (JMR/AJB)

PRODUCTS LIABILITY LITIGATION
This Document Relates to All Actions

ORDER REGARDING AUTHORIZATIONS
FOR RELEASE OF PLAINTIFFS’ RECORDS

In an effort to facilitate discovery in this MDL proceeding, and by agreement of

Plaintiffs and Medtronic, Inc., the Court enters the following Order as to Authorization

for Release of Plaintifts’ Records.

IT IS HEREBY ORDERED:

1. That Plaintiffs shall complete and sign the following Authorizations for the

release of records pertaining to medical, insurance, employment, internal revenue service,

social security, and, if applicable, workers compensation and social security disability, as

provided in the Court approved Plaintiff Fact Sheet and which have been attached to the

instant Order as follows:

Exhibit A: HIPAA Compliant Authorization for the Release of Medical

Records and Insurance Records, Pursuant to 45 C.F.R. 164.508;

Exhibit B: Request for Copy of Tax Returns for last five (5) years (IRS Form

4506);
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Exhibit C: Request for Social Security Earnings Information;

Exhibit D: Release of Employment and Unemployment Records;

Exhibit E: Worker’s Compensation Authorization; and

Exhibit F:  Consent for Release of Information Social Security Disability.

2. That the HIPAA Compliant Authorization for the Release of Medical
Records and Insurance Records, Pursuant to 45 C.F.R. 164.508, the Release of
Employment and Unemployment Records and the Worker’s Compensation Authorization
shall be subject to a 10-year limitation with the following qualifications:

a. The parties shall be proactive in examining each Plaintiff’s Fact
Sheet so that in those situations where there is a reasonable basis for extending discovery
beyond the 10-year period, that will occur without delay or Court involvement;

b. In cases where the Plaintiff consulted with a physician or other
medical professional or healthcare provider regarding a cardiac (i.e., ICD, CRT-D, or
other cardiac-related device) implant or explant issue or any cardiac-related issue prior to
the 10-year period, the 10-year limitation shall not apply; and

c. In cases where the information provided within the 10-year period
makes it reasonably apparent that the mental, emotional, or physical health of the
Plaintiff beyond the 10-year period will be probative of the issues in the case, the 10-year

limitation shall not apply.
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3. Plaintiffs and Medtronie, Inc. shall handle the issues noted above in a
reasonable but expeditious manner so that all discovery timetables and deadlines are-met,

consistent with the scheduling orders issues in this case.

Date: February;/?_zz; 2007 ‘ %ﬂ .......... / dj

ARTHUR J.BOQXLAN /,»-”"
United States ¥agistrate Judge
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Exhibit A
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UNITED STATES DISTRICT COURT
DISTRICT OF MINNESOTA

In re: Medtronic, Inc., Implantable MDPL No. 05-1726 (JMR/AJB)
Defibrillators Products Liability Litigation

To.

HIPAA COMPLIANT AUTHORIZATION FOR RELEASE OF
MEDICAL RECORDS AND INSURANCE RECORDS
Pursuant to 45 C.F.R. 164.508

Health Care Provider/Covered Entity

Patient Name Social Security No.

Parents Name/Previous Name Date of Birth
Address

City, State and Zip Code

I authorize the disclosuvre of all protected health care medical information in any form (including written and

electronic). I expressly request that the health care provider or covered entity under HIPAA identified above disclose full
and complete protected heaith information for the preceding ten (10) years from the date of this Authorization, including,
but not limited to, the following:

s @ & a

Provider’s complete record (medical and otherwise) for the Patient;

Any and all reports, notes, tests, test results, diagnoses, prognoses, office records and clinic records;

Any inpatient, outpatient & emergency room treatment;

All clinical charts, reports, documents, correspondence, statements, prescriptions, questionnairesthistories, office
and doctor’s handwritten notes, and records received from other physicians or health care providers;

All autopsy, laboratory, histology, cystology, pathology, radiology, CT Scan, MRI, MRA, echocardiogram,
electrocardiograms, pulmonary function tests, stress tests, cardiac biopsies, angiograms, ¢ardiac catheterization
tapes, and cardiac catheterization reports;

All radiology films, mammograms, myelograms, CT Scans, MRls, MRAs, photographs, bone scans, pathology
slides or evidence, cytology slides or evidence, histology slides or evidence, immuno-histo-chemistry specimens,
autopsy slides, evidence or photographs, cardiac catheterization videos/CDs/films/reels; echocardiogram videos;
echocardiograms and electrocardiogram tracings in all forms including original films, copy of computer storage of
the data on disk or tape and a copy of the records;

All cardiac event monitoring, ambulatory event monitoring and remote cardiac monitoring reports;

All electrophysiology procedures and related reports; :

All pharmacy prescription records, including, but not limited to: NDC numbers and drug information
handeuts/monographs;

All insurance information;

Any and all surgical records, including but not limited to, surgical data, notes, documents, films, reports, logs,
slips, operative notes, and correspondence;

Any and all billing records, including but not limited to any and al! bills from the Health Care Provider, any and
all itemized billing staternents, payment records, collection records, notes, memos, and comrespondence; and

All documents refated to amendment of any record requested.

{Initial} In addition to this required authorization for release of non-privileged protected health

information, 1 also expressly authorize the release of privileged information, to the extent it is contained in the Patient’s

Health Information and Records, such as regarding (check any if applicable): [J HIv/AIDS, [J mental health (including

psychiatric and psychological testing) and/or [J aleohol/drug treatment,

1 hereby authorize any physician, hospital, health care provider, pharmacy, insurance company, health

facility/institution, governmental or private agency, and their respective agents, employees, or attorneys which maintain the
Patient’s Health Information and Records (collectively “Patient’s Healthcare Providers™) to make the uses and disclosures
of the Patient’s Health lnformation and Records specified in this Authorization,
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You are authorized to release the above records to the following representatives of Medtronic, Inc. in the above-
entitled matter, who have agreed to pay reasonable charges made by you to supply copies of such records:

Medical Research Consultants
6330 West Loop Road, Suite 105
Bellaire, Texas 77401

The Patient’s Health Information and Records may be used by or disclosed to the attorneys, consultants,
employees and other agents, inclading medical record collection companies of Greenberg Traurig, LLP and other counsel
of record, who represent Medtronic, Inc. for the purpose of the above entitled matter (“the Litigation™), other counsel of
record in the Litigation, and respective attorneys, consultants, agents, employees, coniractors and experts in the Litigation
(collectively “the Authorized Recipients”), I understand the Patient’s Health Information and Records used or disclosed by
the Patient’s Healthcare Providers pursuant to this Authorization may be subject to redisclosure by the recipient, in which -
case they might no longer be protected under the HIPAA Privacy Rule and the HIPAA Privacy Rule may not apply to such
redisclosure.

The purpose of the use or disclosure is to facilitate the investigation, evaluation, and defense of the claims and
allegations set forth in the Litigation.

T understand that treatment, payment, enrollment or eligibility for benefits cannot be conditioned on whether or not
I sign this Authorization,

I understand [ may revoke (cancel) this Authorization by submitting a written revocation to Lori G. Cohen, Esq.,
Greenberg Traurig LLP, Suite 400-The Forum, 3290 Northside Parkway, Atlanta GA 30327. However, such revocation
will not be effective with respect to any use or disclosure already made in reliance on this Authorization before such
persons received notice of my revocation.

1 hereby release the Patient’s Healthcare Providers from any liability, damages and expenses arising in connection
with the use or disclosure of the Patient’s Health Information and Records pursuant to this Authorization.

This authorization expires at the close of Jitigation, including all appeals, for the Litigation and is to be given full
force and effect to release information of any of the foregoing leamed or determined after the date hereof. It is expressly
understood and agreed to by the undersigned that you are authorized to accept a facsimile, copy or photocopy of this
authorization with the same validity as though an original had been presented to you,

Date:

Signature of Patient or Legal Representative

Relationship to Patient if not signed by Patient;
(Please provide Power of Attorney documents if Patient over the age of 18)
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Exhibit B
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Foren Approved
OMB No: 0960.0525
REQUEST FOR SOCIAL SECURITY EARNINGS INFORMATION
*se This Fonn If You Need
1. Certified/Non-Certified Detailed Earnings Information DG NOT USE THIS FORM FOR:
Inclndes periods of employment or self-employment and the Non-certified yearly totals of earnings
names and addresses of employers. )
This service is fres to the public,
OR
These totals can be oblained by calling
2. Certified Year}y Totzls of Eamings £-800-772-1213 to receive Form SSA-7004,
Reguest for Earnings and Benefit Bstimate
Includes total earnings for each year bat does not inchide Statement,

the names and addresses of employers.

PRIVACY ACT NOTICE: We are authorized to collect this information under section 205 of the Social Security Act, and
the Federal Records Act of 1950 (64 Stat, 583). It is needed so we can identify your records and prepare the statement you
request, You do not have to furnish the information, but failure to do so may prevent your request from being processed.

PAPERWORK REDUCTION ACT: This information collection meeis the ¢learance requiresnents of 44 U.5.C. §3507, as
amended by Section 2 of the Paperwork Reduction Act of 1995, You are not required to answer these questions unless we
display a valid Office of Management and Budget control number. We estimate that it will take you abour 11 minutes to
read 1he instructions, gather the necessary facts, and answer the questions,

INFORMATION ABOUT YOUR REQUEST

» How Do [ Get This Information? and it does not egree with your records), we
will supply you with more detail for the period
You aeed to complete the attached form to tell us in question, Occasionally, eamings amounts
what infonnation you wanl. are wrong becavse an employer did not
correctly report carnings or earnings are
¢ Can I Get This Information For Someone Else? credited 1o the wrong person. In sitvations like
these, we will send you detailed information, at
Yes, if vou have their written permission. For no charge, 50 we catl eortect your record.

more informaticn, see page 3,
Be sure to show the year(s} involved on the

» Whe Can Sign On Behal{ Of The Individual? request form and explain why you need the
information. IF you do not telf us why you need
The parent of a minor child, or the legal guardian the information, we will charge a fee.
of zn individual who has been declared legally
jncompetent, may sign if he/she is acting on behalf We will certify the detafled eamings
of the individual, information for an additional fee of $15.00,
. Certification is usually not necessary unless you
+ Is There A Fee For This Information? plan to use the Information in court.
1. Certified/Nen-Certified Detailed 2. Certified Yearly Total of Earnings
Earnings Information . .
Yes, there is a fee of $15 to certify yearly totals
Yes, we usually charge a fee for detailed of earnings. Cetification is usually not
information. In most cases, this informarion is necessary unless you plan to use the information
used for purposes NOT directly related 1o Social in court.
Security such as for a private pension plan or )
personal injury suit. The fee chart on page 3 3. Method of Payment

gives the amount of the charge,
Enclose a check or money order for the entire

Sometimes, there is no charge for detailed fee required. Payment can also be made by
information. If you have reason to believe your credit card. To do so, complete page 4 of this
earnings are not correct (for example, you have form and return it with your request form.

previously received eamings information from us

Form S8A-7050-F4 {12004} EF (1-2004)
Dastroy prior editions
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REQUEST FOR SOCIAL SECURITY EARNINGS INFORMATION

1. From whose record do you need the earnings information?

Print the Name, Social Security Number {SSN}, and date of birth below.
Social Secutity

Name - Number
Other Namels) Used Date of Birth
{include Maiden Name) {Mo/Day/Yr)

2. What kind of information do you nead?

] Detailed Earnings Information For the periodis)fyearls):
(i you check this block, tell us below
why you need this information,}

[0 Certified Total Earrings For Each Year. For the year(s}:
{Check this box oniy if you want the information
certified, Otherwise, cafl 1-800-772-1213 10
request Form 5SA-7004, Request for Earnings
and Benefit Estimate Statement)

3. If you owe us a fee for this detalled eamnings information, enter the amount due

USING the Chart oN PEEE 3 + « -+ « =+« «  cn e e A S
Do you want us to certify the information? [J Yes ] No
If yes, ettor 816,00 -+ - - - - - - - o s B. $

ADD the amounts on fines A and B, and
enter the TOTAL amount . . . . . . . 0 o o 0 o e e et e e e e e e s C. &

* You can pay by CREDIT CARD by compieting and returning the form on page 4, or

* Send your CHECK or MONEY ORDER for the amount on line C with the request
and make check or money order payble to "Social Security Administration”

» DO NOT SEND CASH,

4. 1 am the Individual to whom the record pertains (or a person who is authorized to sign on behalf of that
individuat}, 1 understand that any false representation to knowingly and williully obtain information from
Social Seeurity records is punishable by a fine of not more than $5,000 or one year in prison,

SIGN your name here
{Do not print} > Date

Daytime Phone Number

[Area Code] {Talephone Number)

5, Tell us where you want the information sent. {Please print}

Name Address

City, State & Zip Code

6. Mail Completed Form{s] To: Exception: If using private contractor (e.g., FedEx) to mail formis), use:
Social Security Administration Social Security Administration
Division of Earnings Racord Operations Division of Earnings Record Operations
P.O. Box 33003 300 N, Gresne St.
Baltimore Maryland 21290-3003 Baltimore Maryland 21290-0300

Form $8A-T0B0-F4 (1-2004) EF [01-2004} 2
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REQUEST FOR SOCIAL SECURITY EARNINGS INFORMATION
How Much Do [ Have to Pay For Detziled Earnings?

1. Count the number of years for which vou ieed detailed eamings information. Be sure to add in both the first and last year
requested. However, do not add in the current calendar year since this information is not yet available.

2. Use the chart befow to determine the correct fee,

Number of Years Requested |  Fee MNuraber of Years Requested Fee Number of Years Requested Fee
1 $15.00 15 $43.75 28 $64.50
2 17.50 16 45.50 29 66.00
3 20.00 17 47,25 30 G750
4 22.50 18 49.00 3t 68.75
L 25.00 19 50.7% n 70.00
6 27.00 20 $2.50 33 7125
7 29.00 21 54.00 34 72.50
8 31.00 22 55.50 35 1375
9 33.00 23 57.00 36 75.00
10 35.00 24 58.50 37 76.25
11 36.75 25 60.00 38 71.50
12 38.50 26 61.50 39 78.75
13 40.25 vl 63.00 40 80.00
14 42,00

For Requests Over 40 Years, Please Add 1 Doltar for Each Additional Year.

+ Whose Earntngs Can Be Reguested

1. Your Earpings 3. A Deceased Person’s Earnings
You can request eamings information from your own You can request earnings information from the record
record by completing the attached form; we need your of a deceased person if you are the legal representative
handwritten sigiature. If you sign with an “X*, your of the estate, a survivor (that is, the spouse, parent,
mark roust be witnessed by two disinterested persons child, divoreed spouse of divorced parent), or an
who must sign their name and address. individual with a material Intezest {(example-financial)
who s an heir at law, next of kin, beneficiary under the
2. Someone Flse's Earnings will or donee of property of the decedent.
You can request camings information from the record Proof of death must be incheded with your request.
of someone else if that person tells us In writing 1o give Proof of appointment as represenative or proof of your
the informatlon to you. This writing or “authorization® relationship to the deceased must also be included.

must be presented to us within 6O days of the date jt
was signed by that person.

Farm BSA-7050-F4 (1-2004) EF (01-2004) 3
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. YOU CAN MAKE YOUR PAYMENT BY CREDIT CARD
Asa convenicnce, we offer you the option to make your payment by credit card. However, regilar credit card rutes will apply.
. Yous may also pay by check or money order.

Please fill in all the information below and return Exception;
this form along with your request to: It using private contractor (e.g., FedEx) to mail formf(s), use:
Social Security Admlnistration
" Division of Bamings Record Operations %Olf,;:{cff s g£$!£:$:aogmraz1 ons
P.O. Box 33003 300 N. Greene St.
Baltimore Maryland 21290-3003 Baltimore Maryland 21290-0300

Note: Please read Paperwork/Privacy Act Netice

E] Visa D American

CHECK ONE +

] Mastercard [} biscover [| Diners Card
Credit Card Holder's Name >
{Enter the name from the credit card) First Name, Migdle Initial, Last Narme

Number & Strest

Credit Card Holder's Address +

Cily, Statw, & Zip Code

Daytime Telephone Number +
Area Code Telephona Number
Credit Card Number > - - -
Credit Card Expiration Date s
Month Yaor

Amounit Charged >

Credit Card Holder's Signature >

Authorizatlon

DO NOT WRITE IN THIS SPACE Narme Dats
OFFICE USE ONLY

Remitiance Control #

PRIVACY ACT NOTICE

The Social Security Adminstration (SSA) has auLhomy to collect the information requested on this form under section 205 of the
Social Security Act, Giving us this information is voluntary. You do ot have {0 do it. We will need this information only if
you choose 1o make payment by credit card.  You do not need to fill out this form if you choose another means of payment (for
example, by check or money order).

If you choose the credit card payment option, we will provide the information you give us to the banks handling your credit card

account and S8A's account. We may also provide this information to another pereon or government agency to comply with

federal laws rc?:.linng the release of information from our records. You can fing these and other rontine uses of information

gzovided Cl)ofﬁss listed in the Federal Regisier. 1f you want more information about this, you may call or write any Social
eurity Office.

Form SSA-7050-F4 {1-2004} EF {1-2004) 4




Case 0:05-md-01726-JMR-AJB  Document 379  Filed 02/21/2007 Page 15 of 25

Exhibit D




Case 0:05-md-01726-JMR-AJB  Document 379  Filed 02/21/2007 Page 16 of 25

UNITED STATES DISTRICT COURT
DISTRICT OF MINNESOTA

In re: Medtronic, Inc., Implantable MDL No. 05-1726 (JMR/AJIB)
Defibrillators Products Liability Litigation

AUTHORIZATION FOR RELEASE OF EMPLOYMENT
AND UNEMPLOYMENT RECORDS

To:

Name

Address

City, State and Zip Code

This will authorize you to furnish copies of all applications for employment,
resumes, records of all positions held, job descriptions of positions held, salary and/or
compensation records, performance evaluations and reports, statements and comments of
fellow employees, attendance records, W-2’s, workers compensation files; all hospital,
physician, clinic, infirmary, psychiatric, nurse and dental records, x-rays, test results,
physical examination records; any records pertaining to claims made relating to health,
disability or accidents in which I was involved including correspondence, reports, claim
forms, questionnaires, records of payments made to me or on my behalf, and any other
records relating to my employment with the above named institution, including records
for treatment of psychological or psychiatric problems (only as specifically authorized

below) concerning

Name of Employee

whose date of birth 1s and

whose social security number is
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(Initial)  In addition to this authorization for release of employment and
unemployment records, I also expressly authorize the release of privileged information,

to the extent it is contained in my records, such as (check if applicable): O HIV/AIDS,
[J mental health (including psychiatric and psychological testing) and/or
O alcohol/drug treatment,

You are authorized to release the above employment records to the following
representatives of defendants in the above-entitled matter, who have agreed to pay
reasonable charges made by you to supply copies of such records.

Medical Research Consultants
Name of Representative

Record Collection Agency
Representative Capacity {(e.g., attorney, records requester, agent, etc.)

6330 West Loop Road, Suite 105
Street Address

Bellaire, Texas 77401
City, State and Zip Code

The employment records may be used by or disclosed to the attorneys,
consultants, employees and other agents of Greenberg Traurig LLP and other counsel of
record, who represent Medtronic, Inc., in the above entitled matter (the “Litigation™),
other counsel of record in the Litigation, and respective attorneys, consultants, agents,
employees, contractors and experts in the Litigation.

The purpose of this disclosure is to evaluate, and to present evidence concerning,
the claims and injuries asserted in the Litigation, including discovery, expert witness
review, analysis of alleged damages, and for any and all other uses in connection with the

Litigation.




Case 0:05-md-01726-JMR-AJB  Document 379  Filed 02/21/2007 Page 18 of 25

This authorization does not authorize you to disclose anything other than
documents and records to anyone.

This authorization is not valid unless the record requester named above has
executed the acknowledgement at the bottom of this authorization.

This authorization expires at the close of litigation, including all appeals, for the
Litigation and is to be given full force and effect to release information of any of the
foregoing learned or determined after the date hereof. It is expressly understood by the
undersigned and you are authorized to accept a facsimile, copy or photocopy of this

authorization with the same validity as though an original had been presented to you.

Date:

Claimant or Guardian Signature

Date:

Witness Signature
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UNITED STATES DISTRICT COURT
DISTRICT OF MINNESOTA

In re: Medtronic, Inc., Implantable MDL No. 05-1726 (JMR/AJB)
Defibrillators Products Liability Litigation

AUTHORIZATION FOR RELEASE OF
WORKERS’ COMPENSATION RECORDS

To:

Name

Address

City, State and Zip Code

This will authorize you to furnish copies of any and all workers’ compensation
records of any sort, including but not limited to, statements, applications, disclosures,
correspondence, notes, settlements, agreements, contracts or other documents; all medical
records of any kind including psychological or psychiatric records; any records pertaining
to claims made relating to health, disability or accidents in which I was involved
including correspondence, reports, claim forms, questionnaifes, records of payments
made to me or on my behalf, and any other records relating to any workers’
compensation claims made, including any related to treatment of psychological or

psychiatric problems (only as specifically authorized below) concerning

Name of Claimant

whose date of birth is and

whose social security number is
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(Initial) In addition to this required authorization for release of non-
privileged protected health information, I also expressly authorize the release of
privileged information, to the extent it is contained in the Patient’s Health Information

and Records, such as regarding (check any if applicable): [1 HIV/AIDS, [ mental
health (including psychiatric and psychological testing) and/or

| D alcohol/drug treatment.
You are authorized to release the above workers’ compensation records to the
following representatives of defendants in the above-entitled matter, who have agreed to
pay reasonable charges made by you to supply copies of such records.

Medical Research Consultants
Name of Representative

Record Collection Agency
Representative Capacity (e.g., attorney, records requester, agent, etc,)

6330 West FL.oop Road, Suite 105
Street Address

Bellaire, Texas 77401
City, State and Zip Code

The workers’ compensation records may be used by or disclosed to the attorneys,
consultants, employees and other agents of Greenberg Traurig LLP and other counsel of
record, who represent Medtronic, Inc., in the above entitled matter (the “Litigation™),
other counsel of record in the Litigation, and respective attorneys, consultants, agents,
employees, contractors and experts in the Litigation.

The purpose of this disclosure is to evaluate, and to present evidence concerning,
the claims and injuries asserted in the Litigation, including discovery, expert witness
review, analysis of alleged damages, and for any and all other uses in connection with the

Litigation.
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This authorization does not authorize you to disclose anything other than
documents and records to anyone.

This authorization is not valid unless the record requester named above has
executed the acknowledgement at the bottom of this authorization.

 This authorization expires at the close of litigation, including all appeals, for the

Litigation and is to be given full force and effect to release information of any of the
foregoing learned or determined after the date hereof. It is expressly understood by the
undersigned and you are authorized to accept a facsimile, copy or photocopy of this

authorization with the same validity as though an original had been presented to you.

Date:

Claimant or Guardian Signature

Date:

Witness Signature

a1l-f511592062v06




Case 0:05-md-01726-JMR-AJB  Document 379  Filed 02/21/2007 Page 23 of 25

Exhibit F




Case 0:05-md-01726-JMR-AJB  Document 379  Filed 02/21/2007 Page 24 of 25

Formm Approved
OMB No. 0960-0556
Social Security Administration
Consent for Release of Information

Please read these instructions carefully before completing this form.

When to Use Complete this form only If you want the Social Security Administration to
This Form give information or records about you to an individual or group (for
example, a doctor, or an insurance company.

Natural or adoptive parents or a legal guardian, acting on behalf of a
minoy, who want us o release the minor's:

¢ nonmedical records, should use this form.

« medical records, should not use this form, but should contact us.

Note: Do not use this form to request information about your earnings or
employment history, To do this, complete Form SSA-7050-F4. You can get
this form at any Social Security office.

This consent form must be completed and signed only by:

How to » the person 10 whom the information or record applies, or
Complete « the parent or legal guardian of a minor to whom the nonmedical
This Form information applies, or
s the legal guardian of a legally incompetent adult to whom the information
applies,

To complete this form:

¢ Fill in the name, date of birth, and Social Security Number of the person to
whom the information applies.

» Fill ip the name and address of the individual or group to which we will
send the information.

¢ Fill in the reason you are requesting the information.

e Check the type(s) of information you want us fo refease.

e Sign and date the form. If you are not the person whose record we will
release, please state your relationship to that person.

PAPERWORK. REDUCTION ACT: Paperwork Reduction Act Sutement: This informatlon collection meets the clearance
requirements of 44 U.S.C, § 3507, as amended by section 2 of the Paperwork Reduction Act of 1995. You do not feed 10 answer Lhese
questions unless we display a valid Office of Management and Budget control number. We estimate that it will take about 3 minutes t©
read the instructions, gather the facis, and answer the questions. The offtce is listed under U. 8. Government agensies in your telephone
directory or you may call 1-800-772-1213 for the address. You may send comments on our estimate of the time needed to complete the
form 10: SSA, 1338 Annex Building, Baltimore, MDD 21235-6401. Send only comments relating to our time estimate 1o this address, not
the completed form.

Porm SSA-3288 (3-2005) EF (3-2005)
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Form Approved
OMB No, D960-0566
Social Secority Administration
‘Consent for Release of Information

TO: Social Security Administration

Name Date of Birth Social Security Number

| authorize the Social Security Administration to release information or racords about
me to;

NAME ADDRESS

1 want this informaticn released because:

{There may be a charge for releasing information.}
Flease release the following information:

Social Security Number

identifying information (includes date and place of birth, parenis' names)
Monthly Sacial Security benefit amount

Monthly Supplemental Security Income payment amount

RERER

Information about benefits/payments | received from to
Information about my Medicare claim/coverage from to
(specify)

Medical records
Record(s) from my file {specify)

[

Other {specify)

|

| am the individual to whom the information/record applies or that person’s parent {if a
minor) or legal guardian. | declare undery penalty of perjury that | have examined all the
information on this form and it is true and correct to the best of my knowledge, |
understand that anyone who knowingly gives a false of misleading statement about a
material fact in this information, or causes someone glse 1o do so, commits a crimea and
may be sent to prison, or may face other penalties, or both,

Signature:
|Show signatures, names, snd addressas of twe poople If signed by mark.}
Date: Relationship:

Form SSA-3288 (3-2005) BF (3-2003)



