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FOR THE COUNTY OF LOS ANGELES
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)

JCCP Case Nb 4674

ORDER REGARDING PLAINTIFFS’
AUTHORIZATION S

Dept: 324
Judge: Hon. Emilie H. Elias
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All JCCP 4674 cases are deemed to be complex litigation within the meaning of the

California Standards of Judicial Administration for Complex Litigation Section 19 and California

Rules of Court, rule 3.400 et. seq. As such, JCCP 4674 cases require specialized management to

avoid placing unnecessary burdens on the Court or the litigants, and to keep costs reasonable.

The Court finds that the entry of this Order will benefit the Court, counsel and lifigants, and will

further the orderly conduct and management of asbestos litigation (JCCP 4674) in this

jurisdiction. This effective date of this Order in asbestos litigation (JCCP 4674) shall be

February 1, 2012. In complying with this Order, Plaintiffs do not waive any work-product

protections or attomey client privileges or any other privilege, protection or objection under the

law,

I. SELECTION AND RESPONSIBILITIES OF YENDOR

A.

Defendants have designated and the Court has approved Pike Photocopy, Inc.,
located at 4221 Sepulveda Blvd., Culver City, CA 90230-4708 (hereinafter
“VENDOR?”) as the defense copy service for the production of Plaintiffs’ executed
AUTHORIZATIONS and records.

VENDOR agrees to be bound by all the laws.of the State of California and the
United States, including but not limited to laws and regulations uﬁder H.LP.PA.

If any party has any issues with the VENDOR, they shall make good faith efforts
to resolve the issues with the VENDOR. If, after good faith efforts, issues with the
VENDOR still remain and cannot be resolved, the party may file a noticed motion
in JCCP 4674 to bring the issues regarding the VENDOR to the Court’s attention.
The motion shall be filed in JCCP 4674 number, with notice to be provided to all
counsel in JCCP 4674, and shall be accompanied by a declaration identifying the
issues, detailing the good faith efforts that have been made to resolve thein, and

stating what issues still remain.

1
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IL AUTHORIZATIONS

A. Within 14 days afier filing an original complaint in personal injury actions or 30
days afier filing an original complaint in wrongful death actions, Plaintiffs shall
provide to VENDOR, at the address indicated in Section I.A above, the following
items: |
1. Copies of Plaintiffs’ complaint, exhibits to the complaint (if any).

2, Original AUTHORIZATIONS (no facsimile copies) as follows:

a. In every case: Social Security records; Medicare and Medicaid
records; military and Veteran Affairs records; medical records,
including billing, radiology and pathology records; union records
and employment records, using the forms attached hereto as
Exhibit A. The AUTHORIZATIONS are to be signed by Plaintiff
in personal injury actions, or by the lead Plaintiff or the estate’s
representative in wrongful death actions, and;

b. As applicable in each case: AUTHORIZATION(S) attached hereto
as Exhibit B, which are to be signed by Plaintiff in personal injury
actions, or by the lead Plaintiff or the estate’s representative in
wrongful death actions.

C. The AUTHORIZATIONS shall have the information relating to
Plaintiff or decedent filled out, including Plaintiff’s or decedent’s
name, residence, date of birth, and Social Security number.

3. A list of the names, and addresses and phone numbers as known, of all
medical facilities and treating physicians, employers, and unions which are
known to Plaintiffs, based on exercise of due diligence, at the time of the
submission of the AUTHORIZATIONS to VENDOR.

B. If additional facilities and ftreating physicians, employers and unions not
previously disclosed in Section ILA.3 are discovered within 30 days afer the

submission of the initial list to VENDOR, Plaintiffs shall promptly provide to

ORDER RE PLAINTIFFS® AUTHORIZATIONS
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VENDOR a supplemental list with the names, addresses and phone numbers of the
subsequently discovered entities.

If additional facilities and treating physicians, employers and unions not
previously disclosed in Section ILA.3 are discovered after 30 days of the
submission of the initial list to VENDOR, at VENDOR’s request, Plaintiffs shall
promptly provide to VENDOR a supplemental list with the names, addresses and
phone numbers of the subsequently discovered entities.

When any item in Sections ILA-C, is provided to VENDOR, a Proof of Service
shall be included.

Within 7 days of a written request by VENDOR, Plaintiff shall provide the
original signed copies (no facsimile copies) of any additional or follow up
AUTHORIZATIONS that may be needed to acquire records, with all of the
relevant information filled in, to the VENDOR along with a Proof of Service.
Additional or follow up AUTHORIZATIONS are not meant to include any
authorizations that an individual Defendant may prefer to use for the same
categories of records already covered by the AUTHORIZATIONS in Exhibit A. It
is meant to address those situations where a particular facility or entity would
require a specific form that is differeni from the AUTHORIZATIONS in
Exhibit A.

Should it be determined that notarization or any additional information is needed
to obtain records, parties shall meet and confer in good faith to resolve any issues
relating to the notarization or the additional information needed, including issues
pertaining to costs.

AUTHORIZATIONS shall be valid for 2 years from the date of signature.
VENDOR shall have no contact with individual Plaintiffs themselves directly or
indirectly, but will communicate only with counsel for Plaintiffs and Defendants.
Plaintiffs shall post the Proofs of Service, as provided in Section 1L.D, and the lists

of facilities and entities, as provided in Section ILA-C, related documents on

ORDER RE PLAINTIFFS’ AUTHORIZATIONS
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LexisNexis by the business day following the service of the AUTHORIZATIONS
and/or lists on VENDOR.

J. Within 5 calendar days of the receipt of signed AUTHORIZATIONS, VENDOR
shall provide acknowledgment of receipt to all parties.

IlT. RECORDS RETRIEVAL

A. Upon receipt of the list of relevant faciliies and the signed, original
AUTHORIZATIONS, VENDOR shall promptly contact all Defendants in the case
and notify them of the identified facilities and availability of
AUTHORIZATIONS.

B. Upon request by one or more Defendants to VENDOR for documents from any of
the facilities, VENDOR shall immediately commence procedures to obtain said
documents.

C. The method for sharing the costs of obtaining these records shall be the subject of
agreements between Defendants and VENDOR.

IV. PLAINTIFFS’ FIRST LOOK

A. Within 5 calendar days of receipt of records from a facility, VENDOR shall
provide bates-numbered electronic, read-only copies of the records to Plaintiffs’
attorneys.

B. Should Plaintiffs want hard copies or a printable electronic version of the
documents retrieved by VENDOR, Plaintiffs shall order records from VENDOR at
a cost to be arranged between Plaintiffs and VENDOR.

C. VENDOR shall not discuss the contents of said records with Defendants, nor
disclose the contents, nor produce any of said records to Defendants in any case
without giving Plaintiffs an opportunity first to review for production.

D. Plaintiffs shall have 7 calendar days in personal injury cases and 21 days in
wrongful death cases from the day that the records are received from VENDOR, in
which to review the records. Upon review, should Plaintiffs determine in good

faith that any part of the records are not subject to disclosure and/or are privileged
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based upon any privacy objections or then existing privilege under California law,
Plaintiffs shall serve a Notice of Redacted Records to all parties via LexisNexis
and to VENDOR, via facsimile, within 7 days or 21 days as provided above. The
Notice of Redacted Records shall identify each document that is being redacted
and state the basis for the objection to disclosure, the Bates numbers(s) and
author(s), date and title of the subject document if applicable. Plaintiffs shall
simultaneously serve the Notice of Redacted Records on all parties.

E. At the expiration of the 7 day or 21 day First Look period, as provided for in
Section IV.D above, VENDOR shall make available all records that are not
identified in a Notice of Redacted Records to Defendants.

E. If Plaintiff(s) serve(s) a Notice of Redacted Records and a Defendant wishes to
obtain the subject recm;ds, that Defendant shall contact Plaintiffs to meet and
confer, and parties shall meet and confer in good faith, to resolve the related
issues. If parties are unable to resolve the issues and Defendant still wishes to
obtain the subject records, Defendant shall serve Plaintiffs with a statement
explaining its position why it should be allowed to obtain the records. Within 10
days in a preference case (or 30 days in a non-preference case) from the date of
service of Defendant’s statement, Plaintiffs shall: (1) serve Defendants with a
statement explaining why Defendants should not be allowed to obtain the subject
records; and (2) file and serve a joint statement contaiming both Plaintiffs’
statement and Defendant’s statement. The redacted records shall not be filed, but
it shall be lodged with the court, along with the joint statement, for in camera
review as to the basis for the objection.

G. In the event the Court orders redacted documents produced, VENDOR shall make
available to Defendants the items pursuant to the terms of the court order.

V. OTHER PROVISIONS
A, Upon receiving written notification from Plamtiffs that a particular litigation

matter identified by case name and case number has been fully and finally

ORDER RE PLAINTIFFS* AUTHORIZATIONS
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dismissed as to all parties, VENDOR shall destroy ail records and
AUTHORIZATIONS rela;ting to that case number within one (1) month of the
notification. VENDOR shall provide to attomeys for Plaintiffs a statement made
under penalty of perjury that this destruction has been completed in a confidential
manner to protect Plaintiffs’ privacy rights.

B. Nothing in this Order should be construed or used as a separate means for
excluding evidence at trial. Nothing in this Order shall relieve Plaintiffs from

complying with the discovery obligations under the applicable statutes, General
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Orders, or case law,

IT IS SO ORDERED.

Dated: January ;Z ,2012

o AL

Emilie H. Elias
Judge of the Los Angeles Superior Court

ORDER RE PLAINTIFFS* AUTHORIZATIONS
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HIPAA COMPLIANT AUTHORIZATION FORM PURSUANT TO
45 FR 164-508

Name of the person(s), or class of persons, authorized to make the requested
disclosure:

Patient name:

aka:

Date of birth: Social Security #:
Address:

I authorize the disclosure of all protected medical information for the
purpose of review and evaluation in connection with a legal claim. I
expressly request that all covered entities under HIPAA identified above
disclose full and complete protected medical information spanning the time
period of to

Including the following:

-All medical records, including in-patient, out-patient and emergency room
treatment, all clinical charts, reports, documents, correspondence, test
results, statements, questionnaires/histories, office and doctor’s handwritten
notes, and records received by other physicians.

-All autopsy, laboratory, histology, cytology, pathology, radiology, CT scan,
MRI, echocardiogram and cardiac catheterization reports.

-All radiology films, mammograms, myelograms, CT scans, photographs,
bone scans, pathology/cytology/histology/autopsy/immunohistochemistry
specimens, cardiac catheterization videos/CDs/films/reels, and
echocardiogram videos.

-All pharmacy/prescription records including NDC numbers and drug
information handouts/monographs.

-All billing records including all statements, itemized bills and insurance
records.

1l of 2



Information about alcohol/substance abuse and HIV/AIDS may be discloséd
as follows (check all that apply):

_ Yes, disclose HIV/AIDS information OR

____No, do not disclose HIV/AIDS information.

~_Yes, disclose alcohol/substance abuse information OR

___No, do not disclose alcohol/substance abuse information

I authorize you to release the protected health information to:
Pike Photocopy, Inc., 4221 Sepulveda Bl., Culver City, CA 90230,
(310) 397-0400, Fax: (310} 398-6309.

This authorization does not apply to psychotherapy notes, psychiatric or
psychological records. I have aright to receive a copy of this authorization.
I acknowledge the right to revoke this authorization by writing to the
handling attorney or paralegal. However, I understand that any actions
already taken in reliance on this authorization cannot be reversed and my
revocation will not affect those actions. I acknowledge the potential for
information disclosed pursuant to this authorization to be subject to re-
disclosure by the recipient and no longer be protected under 45CFR 164.508.
[ understand that the covered entity to whom this authorization is directed
may not condition treatment, payment, enrollment or eligibility benefits on
whether or not I sign the authorization. Any facsimile, copy or photocopy of
the authorization shall authorize you to release the records herein. This
authorization expires two years from the date below.

Signature: Date:
Relationship to the person who is the subject of the records:
Self: Other (describe authority):
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UNION RECORD AUTHORIZATION

TO:

This Authorization is to authorize you to give Pike Photocopy, Inc., 4221 Sepulveda
Blvd., Culver City, CA 90230; Tel: (310) 397-0400, Fax: (310) 387-6309.

All papers, documents, notes, memoranda, correspondence, employment reports,
evaluations, application forms, employment histories and records of every description pertaining
to any and all aspects of the application, employment and termination of the undersigned.

For their examination, retention, review and photocopying.

The above information is material and relevant to the above referenced lawsuit. Said
information may be disclosed by attorneys to any other attorneys in said action and is to be used

in the preparation of litigation and in litigation.

This authorization shall remain valid for two (2) years from the date of the signing
hereof.

The undersigned acknowledges that he has the right to receive a copy of this
authorization.

DATED:

UNION MEMBER

MEMBER’S SOCIAL SECURITY NUMBER

1 of 1



EMPLOYMENT RECORD RELEASE AUTHORIZATION

TO:

[ AUTHORIZE any employer, business, accountant, bookkeeper or other entity or person
to release records of any kind, including but not limited to, employment, personnel, reports,
documents, correspondence, notes, ledgers, journals, applications for employment, medical and
health records, information regarding raises, promotions, absenteeism, disciplinary actions,
evaluations, terminations, and any other records from the first date of employment to the present
date regarding the above-named employee.

I AUTHORIZE you to give Pike Photocopy, Inc., 4221 Sepulveda Blvd., Culver City,
CA 90230; Tel: (310) 397-0400, Fax: (310) 398-6309, any and all such information.

I UNDERSTAND that the information obtained by use of the Authorization will be used
by the aforementioned law firm and other persons and organizations performing business or legal
services in connection with the pending claim and/or litigation concerning me, or as may be
otherwise lawfully required or as 1 am otherwise authorize.

I AGREE that a photographic copy of this Authorization shall be as valid as the original.

I AGREE that this Authorization shall be valid for two years from the date shown below
as that of my signature, unless revoking IN WRITING.

[ CERTIFY that I have read and understand the foregoing; that I agree and consent to the
release of information and records as set forth above; that my consent and authorization is freely
given; that 1 have received a copy of this authorization; and T acknowledge that I have the right to
receive a copy of this signed authorization pursuant to the provisions of California Civil Code
Section 56.10,

DATED:

Signature of Employee or Legal Representative

1 of



. ) Form d
Social Security Administration qme ;5?' 0360-0568

Consent for Release of Infermation
SSA wiil not honor this form unlass eff required fialds have been complated ( “signifies requirad field),
]

TO: Social Security Administration

*Name “Date of Birth "Social Security Number

| authorize the Social Security Administration to release information or recori:ls about me to:

*NAME *ADDRESS
Pike Photocopy, Inc. 4221 Sepulveda Blvd., Culvpr City, CA 90230
(310) 3574000, Fax: (310) 398-6309 v

1

i

*| want this information released because: Asbestos Litigation Discovery
There may be o charge for relsasing information.

* Piease reiease the following information selected from the list below: )
You must check at loast one box. Also, SSA will not disclose records uniexs sppiicable dete renges u'r inchidad,

D Social Security Number
m Current monthly Social Security banefit amount

Ranta-EacUnTY INComeS ARVIBIFR-SPFGmT

E—-’--unl-\lub

FTIINnES

My benefit/paymant emounts from 10
[X] My Medicare entitlemant from to l

E Medical records from my claims folder(s) from to
# yov want 55A (o rofesse o minor's medical fecords, do not use this form but imivad contact youw locol S5A office.

@ Complete medical racords from my claims folder(s} l

Other recard(s) from my fils {e.g. applications, quastionnaires, consultativa examination
reports, determinations, etc.) Applications, questionnaires, consultative exams,

evaluations, determinations, retirment Folder, disabllity benelLlits.

| am tha individual to whom the requested Informatlon/record applies, or the parent or legsl guaidian of a minor,
or the legal guardlan of a legally incompatent adult. | declare under peneity of psrury In ac#ordanco with 29
C.F.R. § 18.41(d)[2004) that | have examined all ths information on this form, and on any sccompanying
statements or forms, and kt {s true and corract to the best of my knowladge, | understand that anyons who
knowingty or wilifully sesking or obtalning accass to records about another parson under false pratenses is
punishable by a fine of up 10 45,000, | alao underetand that any applicable fess must be pi{ld by me.

* Signature: *Date:,

Relattonship (If not rthe individual}: * Daytime Phona:

Ferm S8A-3288 (07-2010) EF (07-2010] |
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. Farm Appioved
Social Security Adminisiration . OMB No. 09600868

Consent for Release of Information
Instructions for Using this Form

Comnplatw this lorm only if you want us to giva information or recarde lhout you, & mingf, or a legully incompatent adult, 1o an
individus! or group {for exemple, a doctor or an insurance company). If you sre the natural ar adoptive Paunt or logal guardian,
acting on bahat of # miner, you may compiate this form to releasa only the minor's non-madical recor I you are requesting
information for & purposa not directly related 1o the administration of any program under tha Socisl Sac my Act, » fee may be
charged,

NOTE: Do not uvse this form Yo:

*  Requast us to release tha madicel records of 8 minor, Instoad, comtect your local offica by celling 1-800.772-. 1213
(TTY-1-800.325-0778}, or .

» Requast information aboul your eamnings or employment history, Instesd, complate form SSA-?OEO F4 at any Social
Security office or online sl yeww, g8 .aov/oniine/sss- 7050, pdf.

How 10 Compiste this Form

Wae will not honot this form unless all required fiekds are completed. An astarisk | *) indicates e required field. Alo, we will

not honor blankst raquests for *oll records™ or the “sntire jile.” You must epacify the information you sre mquesting and you

must sign and date this form.

» Filtin your name, date ol birth, and socis! security numbar or tha name, date of birth, snd socis! security number of the
person 1o whom the informetion applios.

* Fill in the name# and address of the individuel (or crganizaticn| to whom you want us to relaase your information.

+ Indicele the reason you afre raquesting us to disclose the information. !
* Check tha box[as} next to the type(s) of information you want us 10 refsasa including the date runu!n. i applicable,

*  You, the parant or lagal guardisn acting on behall of 8 minot. or the legal guardian of a lagally incompatent edult, must
sign and date thic form and provide a daytime phone numbe where you can be reachaed,

+ I you sre not the parsan whosa information is requestad, 3tete your relationship o that parson, Wa msy raquire prool of
relstionship. PRIVA 5 .

Section 2056(a) of the Sacisl Security Act, as emended, suthorizes us 10 collect the information requasted on this larm. The
information you provide will be used 10 respond to your requast for S5A records informetion or procesa'yowt lequest when we
ralanss your recorde to a third party. You do not have to provide the tequasted information. Your responss is voluntary;
hewsver, we canngt honor your raquest 1o release information of records about you 10 snother person of organization without
your consent.

|
Wa rarely use the information provided an this form for any puipoas other than to raspond to raquests for S5A records
information. Howaver, in sccordence with 5 U.5.C, § 552a(b) of the Privacy Act, wa may disclose the informstion provided on
this lorm in accordance with approved routine uses, which include but are not limited to 1he following: 1. To enatle an agency
or third party 1o aggist Socisl Sacurity in establishing righte 1o Socisl Secwity banefits and/or coverage; 2. To make
determinations for eligibility in similar heslith and incoms maintenance progiams st tha Federsl, State, snd local leval; 3. To
comply with Fedeial laws requiring the disclosure of the mformalion frem our records; and, 4. To fecilitate statistical research,
audit, or investigative activitiea necesgary to sssure the integrity of SSA programs.

Wi may also use tha information you provide when wa match records by computer. Computar maiching programs compare ow
racords with thoae of other Faderal, Stato, or local governmant agancias. Information from thess matching programa can be
usad 10 ea1ablish or verily @ person’s eligibiity for Federally-lunded or administered benafit programs and for repaymen of
psymsnts or dalinguant debis under thase progrems.

Additional information regerding this form, routina usas of information, and other Social Secuity programs are avasilable from
our Intarnet website 8t Wy, aoclialsecwity.goy of st your local Sacisl Securily office.

PA CT STATEMENT

This information collection mests the requirernants of 44 U.5.C, § 3507, as amsnded by saction 2 ofjthe Paperwork
Reduction Act of 1995, You do not nesed to snawsr thase questions uniess we dispiay 8 valid Office of Menagement and
Budge control number. We astimate thet it will 1ake about 3 minutes to resd the inatructions, gather tha facte, and snsws
the quesiions, SEND OR BRING THE CDMPLETED FORM TO YDUR LOCAL BOCIAL SECURITY OFFIGE You cen find your
{vcal Soclal Security offics through S5A’s website at www.pucialsscurity.qoy. Offices sre slso Fatad under U.6. Governmant
sgenciea in yaur talophone ditectory or you may eell 1-800-772-1213 (TTY 1-800-326-077B). You may send commenis on
our lime estimate above to: SSA, 5401 Security Bivd., Battimore, MO 21235-6401. Send gnly comnients relating to our ime

salimate (0 this addresy, not the compielsd farm, i

Form 8§8A-3288 (07-2010) EF {07-2010] Deatroy Prier Editions ]
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REQUEST FOR SOCIAL SECURITY EARNINGS INFORMATION

1. From whose record do you need the eemings information?
Print the Name, Sacial Security Number {S5N), and date of birth below.

Social Security

Name Number i
' [

Qther Namae(s) Used Date of Binth

{include Mgiden Name) (Mo/Day/YT)

2. What kind of information do you need?

E] Detaied Eamings Information For the period(s}/yearis): ]

{f you chack this block, tell us below r
why you nesd this information;)

Asbestos Litligation Discovery

] Certifiad Yearly Totals of Earnings For the yeor(s):

certlfisd. Otherwise, 1-800-772-1213 10
rogquast Form S5A-7004, Requsst for Soclal
Secuity Statement)

{Check thiz box only If you want tha Information |

3. |f you owe ua a fee for this datailed earnings information, enter the emount dus |

usingthecharton page 3. . . . . . . .. . . . . e e e e e A s
Do you want us 1o certify the information? B Yes [J No
Hyas,entor $15.00. . . . . . . ... ... .. ... . e, ....B ¢ _15.00

ADD the amounts on lines A and B, and |
enter the TOTAL BmMOUNT . . . . . . .. . . .t e e e i et e i e u s C. &

®* You cen pay by CREDIT CARD by completing snd returning the form on page 4, or

® Send your CHECK or MONEY ORDER for the amaunt on fine C with the request ond
make check or money order payable to "Social Sacurity Administration”

* DO NOT SEND CASH.

4. | am the individusl to whom tha racord partains {or a person who is authorized to sign orl behalf of that
individual). | understand that any falsa representation to knowingly and willfully obtain information from
Social Security records is punizheble by a fine of not more than $5,000 or one year in prison,

SIGN your nama here
{Do not print) > Date

Daytime Phone Number

{Area Code} (Tslephone Numbst}

5. Tell us where you want the information sent. (Please print)

Nama Pike Photocopy, Ine, Address %221 Sepulveda Blvd.,
City, State & Zip Code  Culver City,CA 90230 (310) 397-4000, Fex: (310) 398-6309
6. Mail Complated Formis) To: Exception: If using private contractor {(e.g., FedEx) to mail formd{s), use:
Social Sacurity Administration Soclal Security Administration
Division of Eamings Record Oparations Division of Earnings Record Operations
P.0. Box 33003 300 N. Greane St,
Beltimore, Maryland 21290-3003 Baltimore, Maryland 2123%0-0300
Forma 55A-2030-F4 (07-2010) EF (07-2010) ]
Destyov Prior Edition



Social Securily Adminisiration

Form Approved
OMB No, (260-0525

REQUEST FOR SOCIAL SECURITY EARNINGS INFORMATION

*Use This Form Il You Need

1, CertifledMNon-Certified Detailed Enrnings Information

Includes periodds of employment or self-employment amxl

the names and pddresses of employers.
OR

2, Certifted Yearly Totals of Earnings

Tnciudes toial eamings for each year bt does not include

the names and addresses of employers.

DO NOT USE THIS FORM FOR:

Noa-certified yearly totals of caraings
!

This servise in § bbbl

These toaals ean be obtained by calling
1-800-772-1213 lo receive Form SSA-7004,
Request for Social Security Siatement

PRIVACY ACT NOTICE: We are authorized to collect this information under section 205 of the Soc{al Security Aci, and
the Federal Records Act of 1950 (G4 Stat. 583). It is needed so we can identify your records and prepare the statentent you
request. You do not have to fumish the information, but failure to do so may prevent your request from being processed.

Paperwork Reductien Act Statement - This information collection meets the requirements of 44 U.S.C. § 1507, as
amended by section 2 of the Paperwark Reduetion Act of 1995. You do not need 10 answer these quesligns unless we display
a valid Office of Management and Budgel control numbey. We estimate thoi it will take about 1 1 minutes to read the -
instructions, gather the facts, 2nd answer the questions. Send gy comntents relating fe our Hime estinate above to: SSA,
6401 Security Blvd, Baliimore, MD 21235-6401.

INFORMATION ABOUT YOUR REQUEST !

How Do I Get This Informaitlon?

You need o complele the attached form to tell us
what information you wemt.

Can I Get This Information For Somcone Elsc?

Yes, if you heve their written penmission. For
more information, see page }.

Who Can Slgn On Behalf Of The Individuol?

The parent of u minor child, or the legal guardian of
an individual who hns been declared legnlly
incompelent, may sign if he/she is acting on behaifl
of the individual.

Is There A Fee For This Information?

1, Certifled/Non-Certifled Detailed
Earniogs Information

Yes, we usually charge a Iee for detailed
information. it most cases, this mformotion is used
for purposes NOT directly related to Sociol
Securily such os for a privale pension plan or
prrsonal injury suit. The fee chart on page 3 gives
the amount of the charge.

Sometimes, there is no charge for detailed
information. If you bave reason to believe your
eamnings are noi correct (for example, you have
previously received eamings informoation from us

and il does nol agree with your records), we
will supply you with mo : detail for the peried
in question, Occasionally, camings amounts
are wrong because an employer did not
comrectly report camings or eamings are
credited to the wrang perfion. In situations tike
these, we will semd you detailed information, at
no chorge, so we can cormreet your record.

Be sure to show the yenr(s) involved on the
request form and explain: why you need the
informalion. If you do nqt 1efl us why you need
the information, we will charpe a fee,

We will cerlify the detajled camings iuformation
for an additional fee of $15.00. Certification is
usually not necessary unless you plan to use the
information in court.

2. Cerilifted Yearly Totals of Earnings

Yes, there is a fee of $135 to centify yearly (otals
of eamnings. Certification is usually not
necessary unless you pltll}| 1o use the information
in cowt. !

3. Method of Payment
Enclose a check or monay order for the entire
fee required. Payment cq'n also be made by
credit card. To do g0, complete page 4 of this
form and refurn i1 with your request form.

Form SSA-T050-F4 (07-2010} EF (07-2010)
Desiroy prier editions
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REQUEST FOR SOCIAL SECURITY EARNINGS INFORMATION
How Much Do | Have to Pay For Detailed Eonings? .

L. Count the number of years for which you need detailed eamings informetion. Be sure to add in both the Girst and lost year
requesied. However, do nol add in the current cakendar year since this information is noi yet available.

2, Use the chant below 10 determine the comect fec.

Number of Years Requested Fee Number of Years Requesied Fee Number of Yeors Requested Fee
1 $15.00 15 £4375 24} $ 64.50
2 17.50 16 45.50 29 66.00
3 20.00 17 47.25 30 67.50
4 22.50 18 49.00 3 68.75
5 25.00 19 50.75 3%. 70.00
6 21.00 20 32.50 1 71.25
7 29.00 2] 54.00 M 72,50
31.00 22 55.50 SIr 7375
9 3300 23 57.00 i6 75.00
10 1500 24 58.50 LY 76.25
n 36.75 25 ’ 60.00 38 77.50
12 3850 2 61.50 .1!? 7875
13 40.25 27 63.00 40 . 80.00
14 42.00

For Requests Over 40 Years, Please Add ¥ Dollar for Each Additional \’uri,

|
¢ Whose Earnings Can Be Requested

1. Your Earalngs 3. A Deceased Person's Earningy

You can request eamings information from your own
record by compleling the atlached fonn; we need your
hondwritten signature, 1f you sign with an *X", your
roark inusl be witnessed by two disinterested persons
who must sign their name and address.

1, Someone Else’s Earnings

You can reques! enmings information from the record of
someone ¢lse il that person tells us in writing to give the
information Io you, This wriling or "authorization" must
be presented to us within 60 days of the date it was
signed by that person.

You can request eamiogs infpnnation rom the record of
2 decensed person if you nre Elle legal representative vl
the estate, o survivor (that is,) the spouse, parent, child,
divorced spouse of divorced parent), or an individual
with a material interest (example-financial) whe is an
heir at law, next of Kin, beneficiary under the will or

donee of property of the decédent.
Proof of deuth must be inclugled with your request.

Proof of appointment as sepresentative or proof of your
relationship to the deceased must also be included,

Form 35A-7050-F4 (07-2010) &F (07-2010) 3 1
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Standard Form 180 {Rev. 10010} ([fage 1) Awthorized ot focal reprndustion
Pretenbed by NARA (36 CER 1218.168(b)) Previous edition unusable OMB No. 30950029 Eapires 102011

REQUEST PERTAINING TO MILITARY RECORDS
* Requests from veterans or deceased veteran's next-ol-kin may be submitted online by using eVetRecs at hup://wwav archives poviveteransfevetrecs! *
(70 ensure :Ire bes 1 possible service, please thoroughly review the accompaying instructions before filling ow this form. lease print clearly or iy )

~SECTIONT- INFORMATION NEEDED TO LOCATE RECORDS (Furnish ns much as possible.y

I NAME USED DURING SERVICE (last, first, and middie) 2, SOCIAL SECURITY NO. | 3. DATE OF BIRTH | 4. PLACE OF GIRTH
& SERVICE, PAST AND PRESENT {Far an effective records search, il is important that alf service be shawn below.)
BRANCH OF SERVICE DATE ENTERED | DATE RELEASED | OFFICER | ENLISTED SERVICE NUMBER

{if unknown, write “unknown®)

* ACTIVE
COMPONENT

b. RESERVE
COMPONENT

e NATIONAL

GUARD
6. 18 TIUS PERSON DECEASED? IM"YES™ enter the date of death, 7. IS (WAS) THIS PERSON RETIRED FROM MILITARY SERVICE?
(O ~o E] Yes O wo [ ves

. S ."SECTION:II = INFORMATION AND/OR DOCUMENTS REQUESTED
1, CHECK THE ITE\I(G} YOU WOULD LIKE TO REQUEST A COPY OF:

DD Form 214 or equivalent, This form comains information nomally needed w verily military service. A copy may be sent 10 the vererim, the
decensed veteran’s next al'kin, or other persons or erganizations ifauthorized in Section 11 below. NOTE: I more than ane period of serviee
was perforned, even in the some braneh, there muy be more than ane DN214. Check the approprinte hox below to speeify a deleted or
undeleted capy. When was the DD Form(s) 214 issucd? YEAR(S):

El UNDELETED: Ordinarily required ta determine eligibility for benelits. Sensitive fems, such us, the character of separation, authority
tor sepuration, rensan for separation, reealistment eligibility cade, separation (SPINSPNY code, and dates of titne Iost are usually shawn.

I:l DELETED: The ollowing items ure defeted: authority lor sepurmtion, season for separation, reealistmem eligibility code, sepanyion
{SPD/SPN) code. and for separations atler taae 30, 1979, chareter of separation and dates of tine lost,

[B Al Documents in Officiad Military Personnel File (OMPF)

Medieal Recards {[ncludes Service Treatinent Records (autpatient), inpatient and dental records.) 11 hospitalized, the facility name and date for
cach admission must be provided:

D Qthier (Specity):

2. PLRPOSE: (An explaniion ol the purpose of the request is strictly voluntiry: however, such information may help to provide the hest possible
response and iy result in o fisterreply. Information provided will in no way be nsed (o make o decision to deny the request,) Check approprinte box:

O Benctts [ Emplovmem [] VA Loan Programs ] Medical ‘ {7 Medulwawards ] Genenalogy [ Correetion [J Personad
{x] Other, explaio: Asbestos Litigation Discovery
SECTION Il - RETURN ADDRESS AND SIGNATURE

I. REQUESTER IS:  (Signarture Required an # 3 belanw aof voteran. sext of kin, legal grardit, outhonized government aget or “orher” aushorized represemanve. I
“other” unthorized represeaanve, provide copy of eadwrizaion letier )

D Military service member or veteran identified in Scetion 1, above D Legal guardian (Must sithmil copy of court appeiniment )

D Mext of kin of deceased veteran  (Must provide proof of death). D Other {specily)
Show relitlonship:

L OAUTHORIZATION SIGNATURE REQUIRED (See wems 2u or Ja ont

(Sce dlem 23 on gocompany ing insfructions ) h ;
agcampanying mstrucnons.) 1 deelare (or centify, verfe, or statel wider

2. SEND WFOR“-‘\ DION/DOCUNMENTS TO: penalty of pesury under the laws of e United States of America thal the

(Plyvase prig or tywe. See item 4 ot accompanyig Insiructuns.) infarmuation in this Section 11 is (rue and correet.

Pike Mhotccopy, Inc. Tel: (310) 397-0400

Nune - T Signulure Required - 13 i T
N 4331 Scpulveda B, Fax: (310) 398-6309 gnuture Required - o vol print

: { ]

Strect Apl Date of this request Davume phone

Cubver City, CA 90230
Oy State Zip Code fimail address T

*Tlas form is available ar hirp... www arohnes. govrescarclvorder stondard-farm- 180 pdf on the Natonal Archives and Records Administeation i NARAY web site *
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Standard Form 180 (Rov. 10/10) (Pge 2}
Preserihed I_iz NARA (36 CFR 1228.168(b))

Authorired for keeal reproduction
Pravicws edifion umesable

OMB No. 193-0029 Egim 1031/2011

LOCATION OF MILITARY RECORDS

The various caiegories of military service records ore described in the chart below. For each category there is a code number which indicates the address
at the bottom of the page to which (his request should be sent. Please refir to the Instruction and [nformation Sheet accompanying this form as nceded.

ADDRESS CODE |
BRANCH CURRENT STATUS OF SERVICE MEMBER Persomnel | , Serice
Record Record
Discharged, deceased, or retired before 5/1/1994 14 14
Discharged, decensed, or retived 5/1/1994 — 9/30/2004 14 1]
AIR Discharged, deceased, or retired on or after 10/1/2004 1 n
FORCE | Active (including National Guard on active duty in the Air Force), TDRL, or general officers retired with pay |
Reserve, retired reserve in nonpay status, current National Guard officers no1on nctive duty in the Air Force, or 2
National Guard released from octive duty in the Air Force
Current National Guard enlisted not on active duty in Ihe Air Force 13
- Discharge , deceased, or retired before 1/1/1898 6 .
C€OAST | Discharged, deceased, or retired 1/1/1898 - 3/31/1998 14 14
GUARD Discharged, deceased, or retired on or afler 4/1/1998 14 Il
Active, reserve, or TORL 3
Discharged, decensed, or retired before 1/1/1908 &
Dischged.deﬁeased.ormired 17171905 - 4/30/1994 14 14
MARINE | Discharged, deceased, or retired 5/1/1994 — 12/31/1998 14 11
CORPS | Discharged, deceased, or retired on or after 1/1/1999 4 1
Individual Ready Reserve 3
Active, Selecied Marine Corps Reserve, TDRL 4
Discharged, deceased, or retired before 11/1/1912 (enlisted) or before 7/1/1947 (officer) 6
Dischurged, deceased, or retired 11/1/1912 — 10/15/1992 (enlisted) or 7/1/0917 — 10/15/1992 (officer) 14 14
ARMY Discharged, deceased, or retired ofter 10/16/1992 14 1}
Active enlisted, officers (including National Guard and Army Reserve on active duty in the U.S. Army) 7
National Guard enlisted and officers not on active duty in Army 13
Discharged, deceased, or retired before 1/1/1886 (cnlisted) or before 1/1/1903 (officer) 6
DiscMcumd, or retired 1/1/1886 ~ 1/30/1994 (enlisted) or 1/1/1983 - 1/30/1994 (ofMicer) 14 14
NAVY Discharged, deceased, or retired 1/31/1994 - 12/31/1994 14 L
Discharged, deceased, of retired on or after 1/1/1995 10 11
Active, reserve, or TDRL 19
PHS Public Health Service « Commissioned Corps officers only 12
ADDRESS LIST OF CUSTODIANS (BY CODE NUMBERS SHOWN ABOYE) — Where to write/send this form
Ale Foree Perontel Cemer Ota Milliary and Cvl Records (NWCTBMRliry) Departmentof Veerass Atkir
1| 50 C Street West, Suite 19 6 | Tentunl Services Bhrision 11 | .0.Box 50
Randoigh AFB, TX 781504721 Washlogton, DC 204080001 5t. Louls, MO 631155020
Alr Reserve Personnel Center /DSMR Division of CommUssianed Corps Officer Support
HQ ARPC/DPSSA/B U.S. Army Human Resources Command ATTN: Recards Officer
2 6760 E. Invington Place, Sulte 4600 7 wwwhre army.mil 12 1101 Wooton Parkway, Plazn Leved, Sulle 100
Deaver, CO B02B0-15008 Rockyille, MD 20852
Commaader, CGPC-adm-3
3 ?ﬁ‘ifﬂ.‘:’&:’fﬂ.‘lﬂ“ % § | Reserved. 3 E'F’.i"ﬁ:;’é;?&?.’ﬁlu. BC, or Puerto Rico)
Arlingtan, VA 22203-1804
?ﬁ%ﬂ"ﬁ;fn&u&n’:gﬁ"ﬁmm . Nationsl Personnel Records Center
4| MSBAG e 9 | Retervea g‘;‘.f,!";g,";;': nnel Records)
1345000 14 | St Louls, MO 631325100
Marine Forces Reserve Navy Personnel Cammond (FERS-312E) eVetReu!-
§| 4400 Dawphloe St. 10 | 5720 Integrity Drive www.archives, gov/velerant/evetrecs!
New Orieans, LA 701448-5400 Milliogton, TN 38055-3120
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INSTRUCTION AND INFORMATION SHEET FOR SF 180, REQUEST PERTAINING TO MILITARY RECORDS

. General Information, The Standard Form 180, Request Pertaining to Military Records (SF180) is used to request information from
military records. Certain identifying Information is necessary 1o determine the location of an individuel's record of military service. Please
try to answer each item on the SF 180, If you do not have and cannot obtain the information for an item, show "NA," meaning the

information is "not available,” Include as much of the requested information as you can, To determine where 10 mail this request see Page 2
of the SF180 for record locations and facifity addresses.

Online requests may be submitted to the National Personnel Records Center (NPRC) by a veteran or deccased veteran's next of kin using
eVetRecs at http.//www.archives.gov/velerans/evetrecs/,

2. Personnel records and Service Treatment Records (STR) Personnel records of military members who were discharged, retired, or
died in service less than 62 years ago and STR's are in the legal custody of the military scrvice department and are administered in
accordance with rules issued by the Department of Defense and the Departmeni of Homeland Security (DHS, Coast Guard). STR's of
persons on active duty are generally kept at the local servicing clini¢, and usvally are availoble from the Department of Veterans Aftairs

approximately 40 days after the last day of active duty, (Se¢ item 3, Archival Records, if the military member was discharged, retired or
died in service over 62 years ago.)

a Release of information: Release of information is subject to restrictions imposed by the military services consistent with

Department of Defense regulations and the provisions of the Freedom of Information Act (FOIA) and the Privacy Act of 1974, The

service member (elther past or present) or the member's lepnl guardian has gccess to almost any information contgined in that

member's own record, An authorization signature, of the service member or the member's legal guardian, is needed in Section I of
the SF180. Others requesting information from military personnel records and/or STR's must have the release authorization in

Section 1 of the SF 180 signed by the member or legal guardian, If the approprinte signature cannot be obiained, only limited

types of information can be provided, If the former member is deceased, surviving next of kin may, under certain circumnstances, be

entitled to greater access to a deceased veteran's records than a member of the general public, The next of kin may be any of the

following: unremarried surviving spouse, father, mother, son, doughter, sistcr, or brather, Requesters must provide proof of death,
such as a copy of a death certificate, letter from funera! home or obituary.

b. FEees for records: There is no charge for most services provided to service members or next of kin of deceased veterans. A
nominal fee is charged for certain types of service. In most instances service fees cannot be determined in advance. If your request
involves a service fee, you wi}l be notified as soon as that determination is made.

3. Archival Records. Personnel records of military members who were discharged, retired, or died in service 62 or more years ago have
been tmnsferred to the legal custody of NARA and are referred 1o as “archival™ records.

a. Relense of Informmation; Archival records are open to the public. The Privacy Act of 1974 does not apply to archival records,
therefore, written authorization from the veteran or next of kin is not required. However, in order to protect the privacy of the
veteran, hisher family, and third parties npmed in the records, the personal privacy exemption of the Freedom of Information Act (5
U.S.C. 552 (b) (6)) may still apply and preclude the release of some information,

b. Em_{qr_A_rcM]_Egmﬂﬁ Access to archival records is granicd by offering coples of the records for a fee (44 U.S.C. 2116 (c)).
You will be notified if there is a charge for photocopies of documents conlaincd in the record you are requesting.

‘4, Where reply may be sent. The reply may be sent 1o the service member or any other address designated by the service member or other
authorized requester,

5. Definitions and abbreviations. DISCHARGED -~ the individual has no current military status; SERVICE TREATMENT RECORD
(STR) -- The chronology of medical, mental health and dental care received by service members during the course of their military career
{does not include records of treatment while hospitalized); TDRL — Temporary Disability Retired List.

6. Serviee completed before World War ). National Archives Trust Fund (NATF) forms must be used 10 request these records, Obtain
the forms by e-mail from inquire@nara.gov or write to the Code 6 address on page 2 of the SF 180,

PRIVACY ACT OF 1974 COMPLIANCE INFORMATION

The following information is provided in accordance with 5 U.S.C. 552e{¢}(3) and applies to this form. Authority for collection of the information
is 44 LL.S.C. 2907, 3101, and 3103, and Public Law (04134 {April 26, 1996), as amended in title 31, section 7701, Disclosure of the information
is voluntary. If the requested information is not provided, it may delay serviclng your inquisy because the facility servicing the service member's
record may not have all of the informution necded to loeate it. The purpose of the information on this form is to assist the facility servicing the
records {se¢ the address list) in locating the correct military service record(s) or information to answer your inquiry. This form is then retained as a
record of disclosurc, The form may also be disclosed to Department of Delense components, the Department of Veterans Affairs, the Department
of Homeland Security (DHS, LS. Ceast Guord), or the National Archives and Records Adminisiration when the original custodian of the military
health and personnel records transfers all or part of those records to thet agency. If the service member was a member of the Nationa) Guard, the
form may also be disclosed to the Adjutant General of the appropriate state, District of Columbia, or Pucrto Rico, where hie or she served,

PAPERWORK REDUCTION ACT PUBLIC BURDEN STATEMENT
Public burden reporting for this collection of information is estimated to be five minules per request, including time for reviewing instructions ond
completing and reviewing the collection of information. Send comments regarding the burden eslimate or any other aspect of the collection of
information, including suggestions for reducing this burden, to National Archives and Records Administration (NHP). 8601 Adelphi Road,
College Park, MD 20740-6001. DO NOT SEND COMPLETED FORMS TO THIS ADDRESS. SEND COMPLETED FORMS AS INDICATED
IN THE ADDRESS LIST ON PAGE 2 OF THE SF 180,
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Form Approved: OMB No, 2900-0028
Respondent Burden: 7.5 minutes

\'V"_\ Department of Veterans Affairs e .
REQUEST FOR AND CONSENT TO RELEASE OF INFORMATION FROM INDIVIDUAL'S RECORDS

PRIVACY ACT STATEMENT: The execution of this form docs nat authorize the release of information other than that specifically described below.
The information requested on this form is soliciled under Title 38, United States Cude, and will authorize release of the infonnation you specify. The

information may also be disclosed outside VA ns permitted by Jaw 1o include disclosure as stated in the “Moices of Systems of VA Reocrds” published in
the Federal Register in aceerdance with the Privacy Act of 1974,

RESPONDENT BURDEN: VA may not conduct or sponsor, and the respondent is not required 1o respond, 1o this collection of information unless it
displays a valid OMB Conirol Number. The Privacy Act of 1974 (5 U.5.C. 552a) and VA's confidentinlity statute {38 U.5.C. 5701) as implemented by 38
CFR 1.526¢a) und 38 CFR 1.5376(b) require individuals to provide written consent belore documents or information can be disclosed to third parties not
allowed 1o receive reoerds or information under any other provision of kv, The information requested i3 approved under OMB Control Numiber
1900-0028 and is necessary fo ensure that the stakutory requirements of the Privacy Act and VA's confidentiality statute are mel.

[tespanding to this collection of information is velunlary, However, if the information is not furaished, we may not b able o comply with your request,
Publie reporting burden for this collection is estimated to average 7.5 minutes per respondent, including the tine for reviewing instrucliions, searching
existing data sources, gothering and mainiaining the dain needed, and completing and reviewing the collection of information. Send comments regarding
this burden estimnte or any other aspects of this collection of Intormation, including suggestions for reducing this hurden, to the VA Clearance Ofticer
{005E3), 810 Vennont Aveaus, NW, Washington, DC 20420, Sead comments enly. Do not send this forin or requests for benelits to this address.

Dopartmont of Vetorans Affairs NAME QOF INDIVIDUAL {Type or pnnt}

TO

VA FILE NO. f{includs profix) SQCIAL SECURITY NUMBER

NAME AND ADDRESS OF ORGANIZATION OR INDIVIDUAL TO WHOM INFORMATION 15 TQO BE RELEASED

Pike Photocopy, Inc.  {(310) 397-0400, Fax: (310) 398-6309
4221 Sepulveda Bl., Culver City, CA 90230
VETERAN'S REQUEST
! hereby request and authorize the Department of Veterans Affairs to release the following NAME
informatien from the nwenrds identified above to the organization. ageney, or individual named
hercon:
IRFORMATION REQUESTED rNumber coch irem requestvd amd gve the dater o approxemars detes « pered frovm and to « covered by euch )
All documents, all medical records, all applicationa (including offline applications and
online applications via VONAPP), all proofs of claim, and all statements in support of
claim, including but not limited to VA Forms 21-526, 21-S34, 21-535, 21-4138, 21-4176,
21-8940 and 29-357, submitted in support of any claim for disability compensation
benefits.
PURPOSE(S) FOR WHICH THE INFORMATION IS TO BE USED.
Asbescos Litigation Discovery.
NOTE: dddiional faformation may be listed ou the reverse side of this form.
SIGNATURE OF INDIVIDUAL OR FERSCN ALUTHORIZED TO SIGH FOR INDIVIDUAL {Atiach authonly ta sign, e.g.. POA) DATE
VA FORM AdobaFermsDesgnor
OCT 1395(R} 3288
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Form Approved: OMB No. 2000-0023
Respondem Burden: 7.5 minviss

REVERSE OF VA FORM 3288, OCT 1996 (R) * AdobeFormaDoaignes
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(M8 Nunber, 2900-0160
Eslimoted Burdeat: 3 mimres

‘\/‘\ , REQUEST FOR AND AUTHORIZATION TO RELEASE MEDICAL
\'e) Department of Veterans Atfairs RECORDS OR HEALTH INFORMATION

Priva Aﬂu‘hmﬁlﬁuﬂn.\nhﬁmsﬂnl The cxeemiion of this form does nol sstharies the icase of information of fically described be
o itle 38, US.C. The form suthorizes rebease of Inf k hmﬁx«owmhﬂ%m M u,:lam

informatien requestsd on icitod under Til
CFRMIWM!H !U.SC SSh-‘uUECSNIﬂnnMyw fy. Your disclogure of the information
luiuSond SSHZ'(hSSNthud For 1elease) i not Mmplmly = occuriely, Drpmmuu V ) :
wmm«umlmmu ghﬁwmumh;hm oy di infosration
make 2 "routing use” discloswre of ke i Privacy A¢t dmmwd-uvan Patient
Notics of Privacy Practices. You do not have 1o the information to YA, bul if you doaY, VA will be wable to pivcets your
request aad yol.r the information will pot heve wry affec) on my hrnﬁuwwm?wmhnmulfyupmtw\wmm
Number, VAmﬂmuwawaAm Vhwuydnmﬂlufunnbonhm vetersns and persons. chiming or receiving VA berialiis aad their records, aad for ather
o by bw. The Prperwak Reduchion munmtym&u&sumﬂwnmun  with the racuitements of
3 wndwumm and you &ie pot requived to respoad to, of in wndess it displays 3 valid OMB
oll individualy who must complete this forte will average 7 minuies. Tlllhchnkuhtmu %umwmammmw

ENTER BELOW THE PATIENT'S NAME AND SOCIAL SECURITY NUMBER IF THE PATIENT DATA CARD [MPRINT 18 NOT USED.

TO CEPARTMENT OF VETERANS AFFAIRS, (Print or typs namo st adarsss of heah PATIENT NAME (Last, Firsd, Mikdcde taikal) !

ms:cuﬁmmna!n

. , B | j
FAME AND ADORESS OF OROANZATION, INGIVIDUAL G TITLE OF INDRVIDUAL TO WHOW INFORMATION 13 TOBE RELEASED |
Pike Photocopy, Imc, , (310) 397-4000, Fax: (310) 398-6309
4221 Sepulveda Blvd., Culver City, CA %0230 |

VETERAN'S REQUEST: 1 request and authorize Department of Veterans Affairs 1o release the information specifiedibelow to the organization, or
individual named on this request, 1 undersiand that the information 1o be released includes information reganding the fnllomng condition(s):

I;l DRUG ABUSE | I ALCOHOLISM OR ALCOHOL ABUSE  [T]  TESTING FOR OR INFECTION WATH HUMAN IMMURODERCIENCY VIRUS () [7] scmE CELL ANEMA
INFORMATION UESTED &Check applicable box(es) and state the extent or nature of the information to be d-isclé‘sed. giving the duics or
spproximate dates covered by ea Y
[] coevornoserasumany ] COPY OF OUTPATIENT TREATMENT KOTEIS:  [T] OTHER @peoty) .

PUWE(S)W PE!DFOR\M-HCHWINFORMAW ISTOBELEEDD\’NWWALIOWMFORHMIOH 18 TO BE RELEASED \

...... | .
NO’!‘E ADDITIONAL !ITEMS OF INFORMATION DESIRED HAY BE LISTI!D ON TIIE BACK OFrnllS FORM
AUTHORIZATION: [ certify that this uqum has been made freely, volununly and without coercion and that the informatien given above is
accuratz and complete to the ofmy lu'lowl“ﬁ [ understand that | will receive a of this form after I sign j1i | may revoke this nulbcmzumn, :
in writing, 8t any ume cxu.;rl the exte th on has al ﬁbeen taken to comply it. Wnum revocation is pffeclive upon receipt by the
at the facility housing the records. Redisclosure of my med, by those receiving the ohove ml.honud

Release of Infi

information mny ished without my fusther writlen authorizalion and may no longer be ceted. Without mds;cxpim

authosization expire: (1) upon satisfaction of the need for disclosure; (2) on FL l¢ supplied by palicnl). ()]
undn’ the f‘ollomng t:m'n‘luu'm(y -

1 undtrsund that the VA l:ullh care pra:lllloner 's aplalons and sistemeots are oot official YA duhhos ug:rdllg whether [ will melve
other YA heaelits or, If [ receive VA henellts, tkeir amount. They may, however, be considered with other evidence when these dechlonyare

made at 2 VA Reglonal Office that specializes im benefit decisions, |
SIGNATURE OF PATIENT OR PERSON AUTHCRIZED TO SIGH FOR PATIENT (ARach ssthonty fa &k, ¢, FOR) |

DATE
FOR VA USE CNLY I
IMPRINT PATIENT DATA CARD {or snldf Nama, Soca TYPE AND EATENY OF MATERIAL RELEASED '
DATE RELEASED ' RELEASED &Y
i
VAFORM 4n Eagn USE EXISTING STOCK OF VA FORM 10-3345, DATED NOV 2004,

MAY 2005 .
‘ 1 of 1



1-800-MEDICARE Authorization to Disclaso Personal Health Information

Use this form if you want 1-300-MEDICARE (o give your personal health information to
someone other than you,

). Print Name Medicare Number Date of Birth
(Pleat 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 digclosed.

2A: Check only ape box below to tell Medicare the specific psrional health
information yon want disclosed:

O Limited Information (go to question 2b)
O Any Information (g0 to question 3)

28: Complete guly if you selected “limited information”. Check afl that apply:
[ﬁ Information about your Medijcare eligibility
O Information about your Medicare claims
d Information about plan enrollment (o.g. drug or MA Plan) |
[0 Information about prémium payments

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

3. Check only one box below indicating how long Medicare can use this authorixation
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);

{1 Disclose my personal hesalth information indefinitely

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

1l of 3



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

1. Name: Pike Photocopy, Inc.

Address: 4221 Sepulveda Blvd.

Culver City, CA 90230  (310) 397-4000, (310) 398-6309

2. Name:
Address: ) l

3. Name:
“Address:

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

Signature Telephene Number Date (;n.hlddfyyyy)
Print the address of the person with Medicare (Street Address, City, Sltate, and ZIP)

O Check here if you are signing &y a personal representative and complete below.
Pleass attach the appropiate documentation (for example, Powes|of Attorney).
This only applies if someons 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 Represontative's Relationship to the Beneficiary:
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G. Send the completed, signed authorization to:

DEPARTMENT OF HEALTH & HUMAN SERVICES W@-
Centers for Medicare & Medicaid Services o’
San Frandsco Regional Offlce .
90-Seventh Street Sta 5-300 CENTES for MENCARY & MEDKAUD SEAVRES
San Frandsco, CA 94103-6706

1. Note: 415-744-2658 /Fax: 7449706

You have the right to take back (“revoke™) your authorization at any timj:, in writing,
except to the extent that Medicare hes already acted based on your penmission, Ifyou
would like to revoke your authorization, send & written request 1o the address shown
above,

Y our authorization or refusal to authorize disclosure of your personal hehlth
information will have no effect on your enrollment, eligibility for benefits, or the
amount Medicare pays for the health services you receive,

According to the Paperwork Reduction Act of 1995, no persons arc required to respond to a
collection of information unless it displays a valid OMB control number, The valid OMB
control number for this information coliection i3 0938-0930. The time required to complete
this information collection i3 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 conceming 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 212441850,
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EXHIBIT B
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AUTHORIZATION FOR RELEASE OF RECORDS
instructions: This form must be completely fillad out and malied to the addrass below;
Emplsyment Devalopment Department

P.0. Box 825880, MIG 53
Sacramento, CA 84280-0001 .

H , @uthorize the

“Type or Print Nome

Employment Development Departmant to releasa a oopy of my records partaining to:

Disability insurance racords, questionnaires, avaluations, determinationa;

consultation exsmination:reports, unemployment insurance records.
Spacdy Typs of Hmrd—m Gumpﬁ%ﬁi IRsurance RuGors, DISGOURY TNeUrance TIGords

for the period ol throu to
orine e TRWVODIYY gh NADDIYY the

following Tndividual or entity {or iis reprasantative):

Pike Photocopy, Ine., (310G) 397-4000, Fax: (310) 398-6309

Hama o indviualGrany (o B8 Hepraientative)
4221 Sepulveda Blvd.

- Addess
Culver City, (A 90230

Gy, Einls, Zp Code

This Authorization shalt ramain in effect for 80 days from date of signaturs or as
alherwise specied, A copy of this Authorization shall be as valid as ihe original.

Dntel

MMDIVYY Slgnshee

Sonlpl Socurity Numbsr’

* Froviding your social security number on 1his form is velumtary and If e your accial Sesurity number, § will be

used golaly o1 (he pumoss of locating the raquested recorde. {f you umm to provida your nuorg seouitty numoer, ihe
Davalopment Dopartmant may be unable 1o loeste any o & rquested renoma due to the Employment

Davalopment Deparimant'a uxe o) socia) socurity mimbors for racprd ldenillication and fifing purposes.

Pitvacy At of 1974 Seation 7(h) (Publio Law 93-678),

DE 5300 (3100 ' o



COUNTY QOF LOS ANGELES ¢« REGISTRAR-RECORDER/ICOUNTY CLERK, P.Q. BOX 488, NORWALK, CA 90851-0488 (562) 4822137

APPLICATION FOR DEATH RECORD

Pursuant to Health and Safety Code 103526, the following individuals are entitled to an AUTHORIZED Certified Copy
of a death record.

+ Amember of a law enforcament agency or a representative of another governmental agency, as provided by

law, who is conducting official business.
+ Achild, grandparent, grandchild, sibling, spouse or domestic partner of the registrant

4+ An attorney répresenting the registrant or the registrant's estate, or any person or agency empowered by
statute or appolnted by a court to act on behaif of the registrant or the registrant’s estate.

4 Any funeral director or agent/employee of a funeral establishment acting within the scope of thelr
empfoyment who orders certified copies of a death certificate on behalf of any Individual specifled In
paragraphs {1} to (5), incluslve of subdivision {a) of Sectlon 7100 of the Health and Safety Code,

If applying in person the application must be signed in the prasence of the cashier.
Those who are not authorlzed may receive an INFORMATIONAL Certifled Copy with the words

"INFORMATIONAL, NOT A VALID DOCUMENT TO ESTABLISH IDENTITY" imprinted across the face of the

copy.

MAIL REQUESTS FOR AUTHORIZED COPIES MUST, BE ACCOMPANIED BY A NOTARIZED CERTIFICATE GF I0ENTITY

D | am requesting an AUTHORIZED copy

O | am requesting an INFORMATIONAL copy

NUMBER CF COPIES
NUMERQ OE COPIAS

Month/Mes

Day/Dla

Year/Ano

Date of Death - Fecha De Defuncion

il

FOR RECORDER USE ONLY

wAML QF DECEASLO {hirr, middie , (a11) -HOMBRE OLL DIFUNTO {grimaso, yegundo, apeihda) F']e N um ber
Searched
CITY OF OEATHL » CUOAD D DIFUNCION
Doubled
ALLATIONSHIP TO SEGETRAMT (SIE ABOYE) - PARENTESCO CON LAS PIRSONA REGSTRADA [VEASE ABRIEAY
| e e e e certify (or declare) under penalty of perjury under the laws of Vatorans-Son revorss side
the State of California that the foregofng is true and correct. of first copy
Velamnos-Yean of domo
da [a segunda copla
Daté ___ e ————— SIGNALUIO o e e m e ——— e et
DD e
SAM[/NCMERE

STAEIT ADDRESS/NUMERD ¥ CALLE

CITy [Qupan LTATLESTADD

21P{TONA POSTAL
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