UNITED STATES DISTRICT COURT
NORTHERN DISTRICT OF OHIO

MDL Docket No. 1953
IN RE:
CHIEF JUDGE JAMES G. CARR
HEPARIN PRODUCTS CASE NO. 1:08-60000

LIABILITY LITIGATION

N N N N N e’

ALL CASES

AMENDED PRETRIAL ORDER NO. 10

PLAINTIFF FACT SHEETS

1. The three forms of Heparin Plaintiff Fact Sheet (“PFS”) attached hereto as
Exhibit 1 (kidney dialysis patients), Exhibit 2 (cardiac procedure patients) and Exhibit 3 (other
procedure patients) have been agreed to by the parties and are approved for use in this litigation.

2. Each Plaintiff in an action currently pending before the Court in MDL 1953 shall
complete and serve upon Defendants’ Lead Counsel (Leslie M. Smith, Kirkland & Ellis, LLP,
200 E. Randolph Drive, Chicago, IL 60601 and Adam Le Berthon, Arnold & Porter LLP, 777 S.
Figueroa Street, Suite 4400, Los Angeles, CA 90017) a PFS in one of the three forms approved
by the Court within 60 days of the date of the entry of this Order.

3. Each Plaintiff in an action currently pending before the Court in MDL 1953 shall
also complete and serve upon Defendants’ Lead Counsel, within 60 days of the date of the entry
of this Order: 1) a completed List of Medical Providers and Other Sources of Information
(“LMP”) in the form attached as Exhibit A to the PFS, and 2) signed original medical release
authorizations for each of the entities and individuals identified in the LMP in the form attached
as Exhibit B to the PFS.

4. Simultaneous to service upon Defendants' Lead Counsel, each Plaintiff shall also

serve a copy of the completed PFS, including Exhibit A (without medical records, authorizations



for medical records, or attachments) on Plaintiffs' Federal Court Liaison Counsel (David W.
Zoll, Zoll, Kranz & Borgess, 6620 West Central Avenue, Suite 200, Toledo, Ohio 43617).

5. For all cases transferred to MDL 1953 after the date of the entry of this Order, the
Plaintiff shall have 30 days from the date the case is assigned a case number in the MDL, or 60
days from the entry of this Order (whichever is longer), to complete and serve the PFS, LMP and
the signed original medical release authorizations as set forth above. Defendants’ Lead Counsel
will notify each new plaintiffs’ counsel of his/her obligations under this paragraph.

6. All persons asserting claims for personal injuries allegedly caused by
contaminated heparin must complete and timely serve a PFS, LMP and signed original medical
release authorizations in accordance with this Order. Defendants reserve their rights to seek any
and all available relief available under the applicable federal rules for the failure to timely
complete such documents.

7. Nothing in the PFS and LMP shall be deemed to limit the scope of inquiry at
depositions or admissibility of evidence at trial. The scope of inquiry at depositions shall remain
governed by the Federal Rules of Civil Procedure. The admissibility of information in the PFS
and LMP shall be governed by the Federal Rules of Evidence and no objections are waived by
virtue of any fact sheet response.

8. All completed PFS and LMP forms are subject to the confidentiality provisions of
Pretrial Order No. 7, as amended.

Accordingly, IT ISHEREBY ORDERED, ADJUDGED AND DECREED.

This 21 day of October 2008

s/James G. Carr
JAMES G. CARR, United States District Judge
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UNITED STATES DISTRICT COURT
FOR THE NORTHERN DISTRICT OF OHIO

WESTERN DIVISION
) MDL Docket No. 1953
IN RE: HEPARIN PRODUCTS )
LIABILITY LITIGATION ) Chief Judge James G. Carr
)
THIS DOCUMENT RELATES TO )
MDL DOCKET NO. 1953 )
PLAINTIFF: )
NAME(S) )
)

HEPARIN PLAINTIFF FACT SHEET: KIDNEY DIALYSIS

If you believe you were administered contaminated Heparin during KIDNEY DIALYSIS,
please COMPLETE THIS FACT SHEET. ' '

In completing this Fact Sheet, you are under oath and must provide information that is true and accurate to the best of
your knowledge. If you cannot recall all of the details requested, please provide as much information as you can.
You may and should consult with your attorney if you have any questions tegarding the completion of this Fact
Sheet. If you are completing the Fact Sheet as the authorized legal representative on behalf of the person who
received contaminated Heparin, please answer the questions as complétc’ly as you can for that person.

Please attach as many additional sheets of paper as necessary to fullj;z complete each question on this Fact Sheet.

PART I. CASE INFORMATION
A. Please state the following for the civil action whichsyour filed:

1. Case Caption:
2. MDL Civil Action No.:

[Please Note: If you are completing this Fact Sheet in a representative capacity, please respond to the
remaining questions with r_es‘pect to the person who used Heparin. Those questions using the term
“You” refer to the person.who used Heparin. If the individual is deceased, please respond as of the time
immediately prior to h,is\,_o:r lier death unless a different time period is specified.]

B. Claim Information:

1. Name, address, telephone number, fax number and e-mail address of the principal attorney representing you in
this lawsuit:

Name:

Firm; )

Street-Address:
City,' State, and Zip Code:
Telephone Number:

Fax Number:
E-mail Address:

THE REST OF THIS FACT SHEET REQUIRES INFORMATION
ABOUT THE PERSON WHO USED HEPARIN.
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PART II. PERSONAL INFORMATION

A. Identifying Information:
1.

Last Name First Name Middle Name
2. Maiden or other names used or by which you have been known:
3. Current Address:

Strect Address:
City, State, and Zip Code:

4. Current or Last Employer:
Name:
Street Address:
City, State, and Zip Code:
Dates of Employment:

Occupation:

5. Social Security Number:
6. Date of Birth: Month: Day: Year:
7. Sex: Male:[] Female: [

B. Have you ever filed a worker’s compensation claim; social security -disability claim; or a lawsuit, other than the
present suit, relating to any bodily injury? ........ccoeoevieeiveriiniceeneen ANAE o i e Yes: [ No: [

If yes, for cach such claim please state:

Type of claim filed (c.g., worker’s compensation, social sceurity, ctc.):

Date claim was filed:

Where claim was filed (e.g., court, department, erganization, etc.):

Claim/docket number, if applicable: .
Nature of claim/disability:
Period of disability:

PART III. PLA';_.INTIFF CURRENT MEDICAL CONDITION

A. Is plaintiff deceased? Yes: O xo:[0 1f ves, please proceed to Part IV.  If no, please answer question II1. B-C.

B. Height: Cmrcnt Weight:
C. Do you currently suffer from any of the following diseases or conditions?
1. Hypertension/high blood pressure ......................... Yes: 1 No: [
2. Diabetes grimetabolic syndrome .......ceoverncieiieen Yes: [ No: [
3. Kidney/disease or failure .........oocoveveverversereesinnn. Yes: 1 No: [
4. Thyroid diSOrder ........ccooeeveeevevieeveeseeeseeseseesieaens Yes: [ No: [
5 TRYWr AT i s Yes: 1 No: [
6. AthErosClerosiS ......coceerrieiiriiee et Yes: [ No:[]
7. ASthMA .o Yes: [ No: [
8. Connective tissue or autoimmune disease
(including lupus, rheumatoid arthritis, sarcoidosis,
scleroderma, and collagen vascular disease) ......... Yes: U No: [
9. Congestive heart failure (CHF) ......ccccvveviiineeeen. Yes: [1 No:[J
10. Coronary artery disease (CAD) .ooeeviveeeeevineennnnn. Yes: [ No: [
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11.
12.
13.

14.
15.
16.

17.

ANCIMIA i Yes: 0 No:[
AIThythmia ..o Yes: 1 No:[
Bleeding or clotting disorders (including

hemophilia or Heparin-induced thrombocytopenia

CEIINIS I IR Yes: 1 No:[
(O ATICCTE 1 - eeeeeerreennnnnreeeeennnneeee bmaseen il Yes: [ No:[J
Vaseulitis' oo i avn i i Yes: [ No:[
Lung discase (including but not limited to COPD

and eMPhYSEMA) ...cocouiiiieiiiie e Yes: [ No:[
@ther®  siimsearneaseshaneni Yes: [ No:[J

* Please identify any other discase(s) or medical condition(s) that
require(s) in-patient or out-patient medical care and/or results in

continuing or periodic episodes of incapacity.

For cach discase or condition identified above, provide the following information:

Approximate Date
Injury/Illness/Disability of Onset

Approximate Date of
Diagnosis

Name and Address of
First Diagnosing Physician

PART IV. PLAINTIFF MEDICAL BACKGROUND

A. Smoking history: Never smoked cigarettes: O Past smoker of cigarettes: O Current smoker of cigarettes: O

If past or current smoker:

B. Medications

1.

_ packsperdayfor  years.

List all medications (including prescription, Qgﬁfi;thé-counter, “alternative”, vitamins, and food supplements)
you were taking regularly or periodically WITHIN THE SIX MONTHS BEFORE the date(s) on which you
claim you were administered contaminated Heparin, including but not limited to blood pressure

(antihypertensive) medications and antibietics.

Name of Medication -

Dosage

Frequency (e.g., 1 x day)

List all mcdj:eatipné (including prescription, over-the-counter, “alternative”, vitamins, and food supplements)
you took WITHIN 24 HOURS BEFORE or AFTER the time(s) that you claim you were administered
contaminafed Heparin, including but not limited to blood pressure (antihypertensive) medications and

antibiotics.

Name of Medication

Dosage

Frequency (e.g., 1 x day)
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C. To the best of your knowledge, did you ever experience any of the following DURING THE FIVE YEARS
BEFORE the injury that forms the basis of your claims in this lawsuit?

1. Shortness of breath not associated with vigorous

EXEICISEC v teeeutirseeentee e e srees e s reeebber e e seeeaeeeseeennee s Yes: [ No:[
2. Chest tIGhtness .....coccveveiiiiieeeeceeie e Yes: [ No:[J
3. Persistent or recurrent pain in chest ...................... Yes:[1 No:[]
4. Low blood Pressure ......ooevvveeecceeesieevvnneseeeesneens Yes: [ No:[
5. Irregular heart beat, including heart palpitations,

tachycardia and/or bradycardia ...........cccceevvieeennne Yes: No:[
6. Audible WhEEZING .......eovveveiicerieiie e veeen e Yes:[1 No:[J
7. Swelling in the mouth or throat or difficulty

swallowing, ... Yes:[ No:[
8. Angioedema (swelling of the lips, tongue, or

CYEIIAS) woiiieeiieiie e Yes:[ No:[
9. Swelling in the hands ........ccccoviiiiiiiiiienceee Yes:[1 No:[
10. Numbness or tingling .........cccccceevvveeiveeisceeeeceeennns Yes: [ No:[
11. Generalized or localized sensations of burning or

WAMER oo Yes:[] No:[]
12. Dizziness or lightheadedness .........cccccceeeevneennneee. Yes: [ No:[J
13, Fainting ......ccoevvverieeieeicee e e Yes:[ No:[]
14. Chronic nausea, vomiting, or diarrhea .................. Yes:[1 No:[I-
15. Chronic abdominal pain ..........ccccceeecivivincnenen. Yes: [ No: 0 \
¥ 1 TET T o P e Yes: [ Ne:[]
17 (SSIZUIES - oipenmiiunenas i Yes: [ ‘No:[]
LR It aS N CS e Yés: [ No:[J
19. Flushing of face or other parts of the body........... Yes: 0 ~o:0O
20. Diaphoresis (excessive sSWeating) ......coeeve.... aYes: [ No:[1
D1, P NIRION: -ovccvoeeeissssracsissssrcsossecessss gl Yes:[ No:[]

D. If you responded yes to any of the aboves state the following:
Approximate : ’i‘ ("Jircumstances Under Which Duration of Name and Address of
Condition(s) Date of Onset: Condition(s) Occurred Condition(s) Physician (if any)

}

E. To the best of yn'lir knowledge, have you ever been told by a doctor or any other health care professional that you
have, or may have, or had any of the following:

1. Hypotension or low blood pressure .........cccceeeeeee Yes:[1 No:[
2. Hypertension or high blood pressure .................... Yes:[J No:[
3. Fluctuating blood pressure .......cccoeceveerssvnneeennes Yes:[J No:[
4. Thrombocytopenia or low blood platelet count .... Yes: O No:[
5. Heart disease or heart failure ..........ocoecveveiiiinnene Yes:[ No:[0
6. Heart arrhythmia .......ccccooviivieeie e Yes:[] No:[]
7. Atrial fibrillation ... Yes:[ No:[
8. Congestive heart failure (CHF) ...ccccovcveviieeiiene Yes:[J No:[
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9. Myocardial infarction (heart attack) ..........ccccene... Yes: [ No:

20. Hypersensitive or allergic reaction to any drug ... Yes: [] No:
21. Hypersensitive or adverse reaction to Heparin ..... Yes: [ No:
22. ECZEMA oo e e Yes: [ No:

23. Connective tissue or autoimmune discase
(including but not limited to lupus, rheumatoid
arthritis, sarcoidosis, vasculitis, scleroderma, and

O

10. Coronary artery discase (CAD) ..ovcevvvvviceeveneennen. Yes: [ No:[

11. Vascular artery diSease ......ccccoeecvveeevcceeenecvieeeeeenn. Yes: [ No:[J

12. Valvular heart diS€ase ....ooeveeeneeeeeeeeeeeeeeeeeeeeeeeeen Yes: [1 No:[]

13. Stroke or transient ischemic attack .........ccccecuenee. Yes: No:[

14. Ancmia, bleeding, or hemorrhagic disorder ......... Yes: [ No: [

15. Blood clotting disease or disorder ...........ccceeenneee. Yes: [ No:[0

16. SCIZUICS .vveceiieecevieeeeeeeccee e Yes: [ No: [0
17. Liver discase (including but not limited to

REPALITIS) wooviieiee e Yes: No:[

18. DHADEIES .vvevveeieceeeeiceeeeeeer e Yes: [ No:[

19. Adverse reaction to immunization ..........cccccceeee... Yes: [ No:[

O

O

O

collagen vascular diS€ase) ........ccceeeeecceeeeevieeeeenn Yes: [ No:[
24. Angioedema (swelling of the lips, tongue, or

CYEIAS) woiiviie e Yes:[] No: |:|
25. ASthMA oo Yes:[] Nea:[]
26. Lung disease (including but not limited to COPD ;

and emphysema) s snss s e Yes: [ "No: [
27. Pulmonary emboliSm.........ccooveiirinriienie e Yes: [ No: [
28. Superficial or deep venous thrombosis ............... “Yes: [0 No:[0
29. Diaphoresis (excessive sweating) .............. ik oYes: [ No: [

F. If youresponded yes to any of the above, please complete the following:

Condition(s) { o  Approximate Date of Onset Name and Address of Physician

G. Have you ever bgen cvaluated or treated by an allergist or immunologist? ........coveeieriieeneenieereenenns Yes:[1 No:[
If yes, please provide the following for each allergist or immunologist who has evaluated or treated you:

Approximate Date(s) of
Name Address Evaluation/T reatment Reason(s) for Evaluation/Treatment
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. To the best of your knowledge, have you ever experienced an allergic reaction to any of the following:

1.
2.

el B G

Bood: it Yes: [
Drugs or medications (including but not limited to
antibiotics, anesthesia, and Heparin)..................... Yes:
Scasonal irritants (c.g., pollens, grass, trees, etc.). Yes: [
RS G els Yes: [
Animals (including animal fur and dander)........... Yes: [
O NS S Yes: [
L Yes: [
T e T P PP EeeT Yes: U
(6 ) U SO Yes: [

No: [

e e e e

If you responded yes to any of the above, please complete the following:

Substance Nature of the Reaction

Approximate Date(s)

-N-a}‘ne‘ and Address of
‘Physician (if any)

To the best of your knowledge, did you ever receive Heparin prior to thc datc on which you claim you received

contaminated Heparin? R T i e e e e e 4 S e e i T Yes: |:| No: |:|
. Before your claimed exposure to contaminated Heparin, d1d you ever suffer an adverse reaction to the
admint STrat1on BT e A i e Ll i smm s s K 0 A it 4wk bk St o5 Yes: [ No:[
If you responded yes, please complete the following:
Approximate Date(s) of Duration of
Reaction(s) Reactioxi(s). Reaction(s) Name and Address of Physician

Before your claimed exposure to comtaminated Heparin, did you ever experience an adverse reaction to a
transfusion of blood or any blood ERREL (e.g., plasma)? ... s Yes: [0 No:[

If you responded yes, please complete the following:

) Approximate Date(s) of
Reaction(s) Reaction(s)

Duration of
Reaction(s)

Name and Address of Physician

. Please complete the following information for any surgery that you have had within the past 10 years and for any

surgety mvolving the heart, chest, lungs, amputations, or organ transplants that you have had at ANY TIME.

Approximate

Type of Surgery Date of Surgery Hospital or Other Surgical Facility

Name and A ddress of Surgeon
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PART V. FAMILY MEDICAL BACKGROUND

. Has any parent, sibling or offspring been diagnosed with, experienced or suffered from the following:
1. Adverse reactions to anesthesia .........cccoeveeenennee Yes: O No: [0 Don’t know:
2. Adverse reactions to immunization .................... Yes: [ No:[ Don’t know: [
3. Hypersensitivity/adverse reaction to Heparin ..... Yes: [l No:[0 Don’t know: [
4. Adverse reactions to dialysis ....cccoeceeeeeeeeiieennnen Yes: [ No:[0 Don’t know: [

. If you responded yes to any of the above, please provide the following:

Relationship Current Age (or Age at Death) Type of Condition Listed,&ﬁove

. Has any parent, sibling or offspring had a history of severe allergic reactions requiring hospitalization or injection
L IS 071 11S) 0) 1 51 1= SRR Yes:[\ No: [ Don’t know: [

If yes, please provide the following:

Relationship Current Age (or Age at Death) Type of Reaction

PART VI. PRODUCT IDENTIFFCATION

. Do you contend that you have suffered an injury as a rcsult of the administration of contaminated
L (B T T —— Yes: [ No: [

If yes, please provide the following information (if gnowh).

1. Manufacturer:

Distributor:

Lot Number:

Method of administration:.

2
3
4. Date administered:
5
6

Amount administered;

Physician/clinig:

. If you contend you,réceived contaminated Heparin on more than one occasion, please attach additional sheets as
necessary to-provide the information for each such occasion.
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PART VII. KIDNEY DIALYSIS

A. Kidney Discase and Treatment:

1. Identify the medical condition that caused your kidney (renal) disease:

2. Identify all types of treatment you have received for kidney discase (e.g., hemodialysis, peritoneal dialysis,
kidney transplant, etc.) and the dates of each treatment.

Approximate
Treatment(s) Date(s) of Treatment Treating Physician Hospital or Clinic

2

3. If you have had a kidney transplant or are now or have ever been on a kidney transplant list, identify the
hospital or medical facility where the transplant was or is to be performed.

4. Kidney dialysis:

Type of Dialysis (Hemodialysis Treating or'Shp¢wising
Dialysis Date(s) or Peritoneal Dialysis) Phy\'sipfan Hospital or Clinic

o,

5. How frequently were you having dialysis atthe time you claim you received contaminated Heparin?

~

6. How long were you at dialysis sessions at the time you claim you received contaminated Heparin?

7. On average, how much weight were you gaining between dialysis sessions at the time you contend you
received contaminated Heparin?

8. During the five years BEFORE your claimed exposure to contaminated Heparin, did you experience any of the
following adwerse reactions DURING OR WITHIN 24 HOURS FOLLOWING dialysis:

1. Anaphy-la)'iis TEACTIOTL « e e et eeee e et e eee e ee e ee e ee e e e e en e e n s e mnneen Yes:[] No:[J
2. Adverse reaction to dialyZer ....ccvvoceeeeeceeeiie e s Yes: [1 No: [
3. <Adverse reaction to dialysis membrane ...........cccccceeeviieieeiciie e e Yes: [ No:[
4. Adverse reaction to medication (e.g., antibiotics) ....cccccoceevveevivirinennnn. Yes: [ No:[0
5. Adverse reaction t0 reuSe aZENE(8) «eoroererureriuureiereeeerereeeeaieeareeeneeeeaes Yes: [ No: [
6. AdVerse reaction 10 ITOM ..c..eeiueereeiieriiee e et se e ee e e Yes: [ No:[
7. Burning sensation at 3CCESS SITE ....ieiiviireeiiieeereiieeeseseeeeeereeeeesreeeeesaees Yes: [ No:[
8. Shortness of breath ... Yes: [ No:[
L 11T 17111 1 Y=L Yes:[1 No:[J
10. Persistent or recurrent pain in your chest ........cccoeeeceeeecccieeeeesiiee e Yes:[] No:[]
11. LOW DloOd PIrESSUIT .uuveriereeieeeeiieeeeeeeseeessseeesneessaneesseneereeseseeessneeennnees Yes: [ No:[
12. Irregular heart beat, including heart palpitations and/or tachycardia....Yes: 0 No:[0
G T 3 T 4% 3 | Yes: [ No:[
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14. Audible WHECZING ..coocveviieieieeie ettt ettt Yes: [ No: [
15. Swelling in the mouth or throat or difficulty swallowing .................... Yes:[] No: []
16. Angioedema (swelling of the lips, tongue or eyelids) .....cccccvvvveneen. Yes:[1 No: [
17. Swelling in the Rands ......ccccoveeieeviin e Yes:[] No:[]
18. Numbness or tINGIING .......ooeiiiiieeeiieie e e e s Yes:[] No:[]
19. Generalized or localized sensation of warmth .............cccceeeeiieeeenen. Yes:[1 No: [
20. Dizziness or lightheadedness ......ccceeeeeciieiieiieicie e Yes: [ No: [
21, FAINENE .oeeiiceeieee e eeie e ereee e se e e e esse e ease e eree s s neees s e e essesennteeernensnrnensn Yes:[ No: [
22. Nausea, vomiting, or diarrhea ..........ccccooeiiiiiiiiie e Yes:[] No: [
23. AbAOmInNal PAIN .....ccveevvireieiir i e e Yes:[1 No: []
24, HAVES OF UTTICATIA wennneeeee et et et ee e et ee e e e e e e et ee e e ee e e e e eeenenans Yes: [ No: [
2 SEIZUTIES .ottt e e e e aen Yes: [ No: [
26. Sudden episodes Of ItChING ....occovvceeciie e Yes:[] No:[]
27 . SKIN TASHES .ot Yes:[] No: [
28. Flushing of face or other part of body ......ccoccvevvviiiiceeeeeeee e Yes:[J No: [J
20, BIUITEA VISIOM oot e et e e e e e e e e e e Yes:[] No: |:| '
30. MUSCIE CrAMPING ..oouveeeeiieeieiireeeeeeeseeesseeeseeessaeesreeeeseeessneessneeenseeesneess Yes:[1 No:; {1
Bl Headache i ami it s oot ot b et S At v Yes: [] No: 0
I S 7 1) 1G5 - 11 1 RSO URRS Yes: []<No:[]
33, Fever or Chills ...cccooeiiciiie ettt et e e e er e e e Yes: [ No: [
34, EXCESSIVE YAWIIING ..eeeuuueeeeeerireeesaareeeasneeeessssseeessasssnssssseeesssssesessssssesannn Yes:[] No: [
35, SINCCZING .eeeueeieeeitieeieetiesieeeteese e se e et e seeste e seeeseesstesnnesseeenseesaneereeenneenni Yes: No: [
36. Dialysis disequilibrium SYNdrome .........c.oceeeeevveveeeeresorseenescnn i Yeos: [ No: [
37. Dehydration ch 0 ~No:[]
9. Ifyouresponded yes to any of the above, please complete the ;\fo'i'lb‘wing:
Condition/ First Date of Onset Time Duration Frequency of . Response (e.g., give Physician or Hospital or Clinic
Reaction Occurrence (e.g., 10 Occurrence (e.g.;. | saline, stop treatment, Dialysis
minutes after once, less,tli;inﬁ stop fluid removal) Administrator
dialysis times, morethan 10
begins) times, Fegujarly etc.)
10. In addition to the medications listed in Part IV above, have you ever received any of the following medications

in connection with your didlysis treatment?

ok Wb e

T 1 0 L B L o, i bt e e e e e e e e Yes: [
Midodrine, (brand name ProAmating) .......ccccceeeviveiiiiviie e e Yes: []

oY (o 3, S e e Yes: [
1 T —— Yes: [
Erythropoiesis Stimulating Agents (ESAs) (e.g., Epogen, Procrit) .....Yes: O

B. Claimgd Exposure and Response to Contaminated Heparin.

1. Date and approximate time that your dialysis treatment began:

No: [ Don’t know: []
No:[] Don’t know:[]
No:[] Don’t know: []
No: [ Don’t know: []
No:[] Don’t know: []

2. Date and time that you believe you experienced symptoms allegedly related to contaminated Heparin.
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10.

11.

Describe in detail the injuries and symptoms you believe you suffered as a result of administration of
contaminated Heparin:

a. How soon after administration of the Heparin did you suffer your claimed injuries and symptoms?

b. How long did the injuries and symptoms last?

c. Was Heparin administration discontinued as a result of your reaction?

Identify the person(s) who administered and/or monitored the dialysis session during wh1ch you believe you
received contaminated Heparin. )

Facility where you belicve you received contaminated Heparin.

Identify the type of kidney dialyzer and sterilization used.

Describe in detail any treatment you received for the injuries and symptoms ‘described in response to Question
B.3 above, if any, including any hospitalization.

Were you given any of the following medications to treat the injuries and symptoms experienced after your
alleged receipt of contaminated Heparin?

a. protamine sulfate ................. Yes:[1 No:[] Don’t know: []
b. antihistamines ..................... Yes: [J<No-[l Don’t know: []
c. corticosteroids .....coccveeeevennn. Yes: 0 Wo:[0 Don’t know:[]
d. epinephring ......cccceeceveenens Yes: [l No:[0 Don’t know:[]
Did you experience any changéin’kidney function following treatment with Heparin? .............. Yes:[1 No:[

If yes, please describe:

Did you have any blood pressure readings or measurements taken at any time during the 24 hours BEFORE
OR AFTER the administration of allegedly contaminated Heparin? ............cocueevecvecuecvecieniccnennnes Yes: 0 No: [

If yes, pleasc-aitach copies of all such readings or measurements (including computer readouts or summaries
thereof) in.-your possession or the possession of your attorneys or other agents or representatives.

Has any doctor or health care professional or provider who has ever seen or treated you told you that your
symptems or injuries were caused by the administration of contaminated Heparin? ................... Yes: [ No: [

If yes, please state and describe to the best of your recollection:

a. The names of all doctors or health care professionals or providers who told you this:
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b. The date and manner in which all such conversation(s) or communication(s) occurred:

c. What was said or communicated to you in each conversation or communication by each doctor or health
care professional or provider named above:

12. In addition to any discussions or communications identified in Question 11 above, have you had any
other discussions with any doctor or health care professional or provider who has seen oi*frcated you
about whether your symptoms or injuries were caused or not caused by the administration‘of contaminated
L DA N i i T e e e A S ¥ Yes: [ No: [

If yes, please state and describe to the best of your recollection:

a. The names of all doctors or health care professionals or providers with whom.y.ou had these discussions:

Y

b. The date and manner in which all such conversation(s) or communication(s) occurred:

¢. What was said or communicated to you in each conversation or communication by each doctor or health
care professional or provider named above:

[

PART VIII. DAMAGES

If yes, please describe in detail the physical injury(ies) you claim were caused by your use of Heparin:

When did this/thése injury(ies) occur?

What were you doing immediately before and during the time the injury(ies) occurred?
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D. Were you hospitalized for this/theSe INJUIV(I1E8)7 ...uveriiiuiiiieiiiieeeeereeie e ee e erae e see e ee e ernae e aeeseeens Yes: [ No: O

If yes, please provide the following information for each injury requiring hospitalization:

Approximate Date(s) of Approximate Date(s) of
Hospital Admission Discharge Hospital Name(s) and Address(es)
E. Are you claiming a death was caused by contaminated Heparin? ..........ccccooeiviiiiiiineccicceie e Yes: [ No: [

If yes, please answer the following questions. If no, please proceed to Section F.

1.
2:

Was the patient hospitalized at the time of death? ..........oooeeereevereeeeereeeeseseseeseeseseseneeiine e Yes: [ No: [

Did the patent dic during the same hospital admission during which he or she allcgcdly
received contaminated HEPArinT .......ccooiiiiiiiiiiiiie ettt e e es e ae e ea e o e ernteeananee Yes:[1 No:[]

How long after the patient allegedly received contaminated Heparin did the dcath occur?

Was the patient receiving Heparin at the time of death? ... 00 Yy R Yes: [] No:[]

If no, how long after the cessation of treatment with Heparin did the death occur?

b %

What was the cause(s) of patient’s death as recorded in the patient’s medical chart?

What was the cause(s) of the patient’s death as recorded:in the patient’s death certificate?

Have you had any discussions with any doctdr or health care professional or provider who ever saw or
treated the patient about whether the pat1ent’ death was caused by the administration of contaminated
L 2 4 e Yes: [1 No: [

If yes, please state and describe.

a. The date and manner in which all such conversation(s) or communication(s) occurred:

b. The names-of 4ll doctors or health carc professionals or providers with whom you had these discussions:

c. What was said or communicated to you in each communication by each doctor or health care professional
or provider named above:
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F. Do you claim or expect to claim that you lost carnings or suffered impairment of carnings capacity as a result of
D001 g TR0 il 5 (=] : 8 )1 SRS Yes: [ No:[J

If yes, please answer questions 1 through 3 below.

1. Please complete the following information with respect to your employment for the past ten (10) years.

Employer(s)

Address

Type of Business/
Position

Dates of
Employment

2. Do you claim you have lost time from work as a result of any condition which you believe was caused by your
1o B 5 o g e o 0 No: [

If yes, state the total amount of time you have lost from work and the total amount of inqpiné-ydu have lost:

Time:

Income:

3. State your carned income for cach of the last five years.

Year

Income

A |AaA|lAa|a A

G. Have you paid or incurred any out-of-pocket medical“-or‘ other expenses which are related to any condition you
claim was caused by your use of Heparin and for which you seek recovery in this lawsuit? .............. Yes: J No: [

If yes, describe the out-of-pocket expenses and-state the amount incurred to date for cach such expense:

a. Type of expense:

b. Amount incurred: $

Page 13 of 21




PART IX. FACT WITNESSES

A. Pleasc identify all persons (other than the Medical Providers identified in Parts VII(B)(11)-(12), VIII(E)(7), above)
who you believe are likely to possess information concerning the claims you assert in this lawsuit and state each
such person’s address, relationship to you, and the subject(s) of the information he or she may provide.

Name:

Address:

Relationship to you:

Subject(s) of information:

Name:

Address:

Relationship to you:

Subject(s) of information:

Name:

Address:

Relationship to you:

Subject(s) of information:

Name:

Address:

Relationship to you:

Subject(s) of information: -
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PART X. DOCUMENTS

Attach the following documents to this declaration, to the extent that such documents are currently in your possession
or in the possession of your lawyers, representatives or agents.

A. A copy of all medical records (including diagnostic tests or test results) from any physician, hospital or healthcare
provider or facility who treated you for any discase, condition or symptom referred to in your response to
questions in Part I and TV.

B. Copies of any documents relating to the use of Heparin, or to any condition you claim is related to the use of-

Heparin.

C. All blood pressure readings or measurements taken within the 24 hours BEFORE OR AFTER the adtmmstratlon
of allegedly contaminated Heparin. 4

D. To the extent not included in the foregoing, all records (including diagnostic tests or test results) relating to any
cxamination by a physician or other healthcarc provider, conducted for any purpose other than psychiatric or
psychological evaluation, in the period ten (10) years prior to the date upon which you, ﬁrst used Heparin and
continuing to the present.

E. If you have been the claimant in or subject of any worker’s compensation, Social Security or other disability
proceeding, provide copies of all documents relating to such proceeding.

F. If adeath is alleged, please provide a copy of the patient’s death certificate.and autopsy report (if applicable).

G. Ifyou are bringing this lawsuit as an authorized legal representative of aperson who used Heparin, including as an
administrator, executor or representative of the estate of a deceased patiént, please provide copies of all documents
establishing your authority to act in such a representative capacity:

H. For each and every healthcare provider, entity or facility identified in Exhibit A, provide an ORIGINAL SIGNED
authorization for the release of records in the form appended hercto as Exhibit B.

I If you claim you have suffered a loss of carnings or'carning capacity, provide copies of your statc and federal tax
returns or other documentary evidence demonstratmg your earning capacity (such as W-2s, 1099s, etc.) for each of
the last five (5) years.

J. If you claim any loss from medical expenses, or other out-of-pocket expenses, provide copies of all bills or
invoices. '
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PART X1. DECLARATION THAT INFORMATION IS TRUE AND ACCURATE

The information provided in this Fact Sheet must be accurate and true. This Fact Sheet is an official court document
that may be used as evidence in any legal proceeding regarding your Claim.

TO BE COMPLETED BY THE INJURED PERSON OR PLAINTIFF:

I declare under the penalty of perjury subject to 28 U.S.C. § 1746 that all of the information provided in“this |
Fact Sheet is true and correct to the best of my knowledge, information and belief, that I have completed the List of
Medical Providers and Other Sources of Information attached as Exhibit A hereto, which is true and co’rfe_c.t to the best
of my knowledge, information and belief, that I have supplied all the documents requested in qut Xof Ifhis Fact Sheet,
to the extent that such documents are in my possession or in the possession of my lawyfa_rs or other agents, and that I

have supplied the authorizations for the release of records attached as Exhibit B to this-Fact Sheet.

Signature ANY” Date
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EXHIBIT A

LIST OF MEDICAL PROVIDERS
AND OTHER SOURCES OF INFORMATION

EACH PLAINTIFF IS UNDER A CONTINUING OBLIGATION TO UPDATE AND/OR AMEND THIS FORM
AS NEW OR DIFFERENT INFORMATION IS LEARNED OR DEVELOPED.

A. For your current family and/or primary care physician provide the following information:
Name:
Street Address:
City, State, Zip Code:

Approx. Dates of Care:

B. Provide the following information for cach primary care physician, family or general practitioner, and
internal medicine physician who has scen or treated you over the ten (10) years-before your Heparin injury to
the present (excluding the current family and/or primary health care physicianlisted in A above):

Approximate date(s)
Name Address AN of treatment

C. Provide the following information for cach.nephrologist and other kidney or dialysis specialist who has ever
seen or treated you:

Approximate date(s)
Name RIS Address of treatment

N

D. Provide the following information for each endocrinologist who has ever seen or treated you:

Approximate date(s)
Name Address of treatment
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E. Provide the following information for cach allergist, immunologist, and ear, nose and throat (ENT)
specialist who has ever scen or treated you:

Name

Address

Approximate date(s)
of treatment

F. Provide the following information for each cardiologist and heart or chest surgeon who has ever seen or

treated you:

Name

Address

- Approximate date(s)
> of treatment

G. For any other physician or healthcare provider (other than physicians providing psychiatric, psychotherapy,
or psychological treatment) who has treated or seenyou over the five (5) years before your Heparin injury to the
present (who has not already been identified above), provide the following information:

Name

Address

Approximate date(s)
of treatment

Reason(s) for treatment

H. Identify cach hospital, clinic and healthcare facility where you were treated (in-patient, out-patient or
emergency room Vigit) for the five (5) years before your Heparin injury to the present:

Address

Treatment date(s)

Reason(s) for treatment

Name
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I. Identify cach pharmacy, drugstore and other facility that has dispensed medication to you for the five (5)
years before your Heparin injury to the present:

Approximate Dates/Years
Name of Pharmacy Address of Pharmacy You Used Pharmacy

J.  If but only if you claim that you suffered psychiatric, psychological or emotional injuries as a result of taking
Heparin, list each psychiatrist, psychologist and/or social worker from whom you have received treatment
during the five years before your Heparin injury to the present and provide the following information:

Name Address Approximate date(s) " Psychiatric, psychological, or
of treatment emotional condition(s)

K. Provide the following information for cach entity or organization that has provided you with medical or health
insurance over the last ten (10) years.

Approximate date(s)
Insurance Company Address. of coverage Policy type and number

7

L. If you have submitted a‘claim for social security disability benefits in the five (5) years before your Heparin
injury to the present, stat¢ the name and address of the office which is most likely to have records concerning
your claim:

Name:

Strect Address’

City,State, Zip Code:

M. If you have submitted a claim for workers compensation, state the name and address of the office which is
most likely to have records concerning your claim:

Name:
Strect Address:
City, State, Zip Code:
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LIMITED AUTHORIZATION TO DISCLOSE AND HEALTH INFORMATION
(Pursuant to the Health Insurance Portability and Accountability Act “HIPAA” of 4/14/03)

TO:
Patient Name: DORB: SSN:
I, , hereby authorize you to release and furnish to: MRC Medical Rcseal:ch

Consultants copies of the followmg information:

*  All medical records, including inpatient, outpatient, and emergency room treatment, all clinical chatts, reports,
documents, correspondence, test results, statements, questionnaires/histories, office and handwritten notes, and
records reccived by other physicians. Said medical records shall include all information regarding AIDS and HIV
status. 4

*  All autopsy, laboratory, histology, cytology, pathology, radiology, CT Scan, MRI, echocardtogram and cardiac
catheterization reports.

*  All radiology films, mammograms, myelograms, X-rays, CT scans, MRI films, MRA ﬁlms echocardiographic
recordings, photographs, bone scans or images or recordings of any kind, pathology/cytology/histology/autopsy/
immunohistochemistry specimens or slides, cardiac catheterization videos/CDs/filins/reels, and echocardiogram
videos. -

*  All pharmacy/prescription records including NDC numbers and drug inforniration handouts/monographs.

* Al billing records including all statements, itemized bills, and insuranec records.

*  All employment records, wage records, insurance records, Medicaid, Medicare, and disability records.

1. To my medical provider: this authorization is being forwarded by, or on behalf of, attorneys for the
defendants. You are not authorized to discuss any aspect.of the above-named person's medical history,
care, treatment, diagnosis, prognosis, information revealed by or in the medical records, or any other
matter bearing on his or her medical or physical eondition, unless you receive an additional authorization
permitting such discussion. Subject to all applicable legal objections, this restriction does not apply to
discussing my medical history, care, treatment, diagnosis, prognosis, information revealed by or in the
medical records, or any other matter bearifig.on my medical or physical condition at a deposition or trial.

2. I understand that the information in my -health record may include information relating to sexually transmitted
disease, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also
include information about behavioral or‘mental health services, and treatment for alcohol and drug abuse.

3. I understand that I have the right'to revoke this authorization at any time. I understand that if I revoke this
authorization I must do so if wrifing and present my written revocation to the health information management
department. 1understand thic revocation will not apply to information that has already been released in response
to this authorization. (I pnderstand the revocation will not apply to my insurance company when the law
provides my insurer with the right to contest a claim under my policy. Unless otherwise revoked, this
authorization will expire in one year.

4. I understand. that, authorizing the disclosurc of this health information is voluntary. I can refuse to sign this
authorization. I need not sign this form in order to assure treatment. I understand I may inspect or copy the
information) to be used or disclosed as provided in CFR 164.524. 1 understand that any disclosure of
infomiatién carries with it the potential for an unauthorized re-disclosure and the information may not be
protected by federal confidentiality rules. If I have questions about disclosure of my health information, I can
‘contact the releaser indicated above.

5. A notarized signature is not required. CFR 164.508. A copy of this authorization may be used in place of an
original.

Print Name (plaintiff/representative):

Signature: Date:
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UNITED STATES DISTRICT COURT
FOR THE NORTHERN DISTRICT OF OHIO

WESTERN DIVISION
) MDL Docket No. 1953
IN RE: HEPARIN PRODUCTS )
LIABILITY LITIGATION ) Chief Judge James G. Carr
)
THIS DOCUMENT RELATES TO )
MDL DOCKET NO. 1953 )
PLAINTIFF: )
NAME(S) )
)

HEPARIN PLAINTIFF FACT SHEET: CARDIAC PROCEDURE

If you believe you were administered contaminated Heparin during a CARDIAC PROCEDURE,
please COMPLETE THIS FACT SHEET. “

In completing this Fact Sheet, you are under oath and must provide information that is‘true and accurate to the best of
yvour knowledge. If you cannot recall all of the details requested, please provideras much information as you can.

You may and should consult with your attorney if you have any questions-régarding the completion of this Fact
Sheet. If you are completing the Fact Sheet as the authorized legal representative on behalf of the person who
received contaminated Heparin, please answer the questions as completely as you can for that person.

Please attach as many additional sheets of paper as necessary to fully complete each question on this Fact Sheet.

PART I. CASE INFORMATION

A. Plecase state the following for the civil action which yoﬁ fited:

1. Case Caption: )
2. MDL Civil Action No.:

[Please Note: If you are completing this Fact Sheet in a representative capacity, please respond to the
remaining questions with respect-to the person who used Heparin. Those questions using the term
“You” refer to the person who used Heparin. If the individual is deceased, please respond as of the time
immediately prior to his or her death unless a different time period is specified.]

B. Claim Information:

1. Name, address, telephone number, fax number and ¢-mail address of the principal attorney representing you in
this lawsuit:

Name:

Firm:

Street.Address:
City, State, and Zip Code:
Telephone Number:

Fax Number:
E-mail Address:

THE REST OF THIS FACT SHEET REQUIRES INFORMATION
ABOUT THE PERSON WHO USED HEPARIN.

Page 1 of 19



PART II. PERSONAL INFORMATION

A. Identifying Information:
1.

Last Name First Name Middle Name
2. Maiden or other names used or by which you have been known:
3. Current Address:

Street Address:
City, State, and Zip Code:

4. Current or Last Employer:
Name:
Street Address:
City, State, and Zip Code:
Dates of Employment:

Occupation:

5. Social Security Number:
6. Date of Birth: Month: Day: Year:
7. Sex: Male: U Female: [

B. Have you cver filed a worker’s compensation claim; social security disability claim; or a lawsuit, other_than the
present suit, relating to any bodily INJUIY? ..o S5 e Yes: J No: [

If yes, for each such claim please state:

Type of claim filed (e.g., worker’s compensation, social secuty, etc.):

Date claim was filed:

Where claim was filed (e.g., court, department, organization, etc.):

Claim/docket number, if applicable:
Nature of claim/disability:
Period of disability:

PART III. PLAINTIFF CURRENT MEDICAL CONDITION

A. Is plaintiff deceased? Yes: O No-U v 1f yes, please proceed to Part IV. If no, please answer question III. B-C.

B. Height: Current Weight:
C. Do you currently suffer from any of the following diseases or conditions?
1. Hypertension/high blood pressure ........ccceeveveenne. Yes: U No:
2. Diabetes or metabolic syndrome ..........cccceeeeeeuenens Yes: [ No: [
3. Kidney disease or failure ........ccoccveiverinininneenn, Yes: U No: [
4. Thyroid disorder ........cccoooiiiiieiiceeee e Yes: 1 No: [
S, HIVIOEAIDS ..o Yes: [ No: [
6. AtBEroSCIErOSIS ooriieeeee e Yes: [ No: [
7. ASthMa e Yes: [ No: [
8. Connective tissue or autoimmune disease
(including lupus, rheumatoid arthritis, sarcoidosis,
scleroderma, and collagen vascular disease) ......... Yes: U No: U
9. Congestive heart failure (CHF) ......ccccoevvveiveennen. Yes: 1 No: [
10. Coronary artery discase (CAD)...ccceeveeviveeviicerennen. Yes: [ No: [
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11.
12.
13.

14.
15.
16.

17.

BN 1S 11 SRS Yes
Arrhythmia ..o, Yes:
Bleeding or clotting disorders (including

hemophilia or Heparin-induced thrombocytopenia

(HIT)) oo s Yes:
CANCET ittt a e s Yes:
VASCTIS! wcoocccnnmmmvamis it Yes:
Lung disease (including but not limited to COPD

and eMPRYSEMA) ...oeviveeciee e ee e Yes:
OIHer™® e Yes:

* Please identify any disease(s) or medical condition(s)

U ~No: I
O No:[
O ~No: O

D NOZD
O No:0

that

require(s) in-patient or out-patient medical care and/or results in

continuing or periodic episodes of incapacity.

For each disease or condition identified above, provide the following information:

Approximate Date
Injury/Illness/Disability of Onset

Approximate Date of
Diagnosis

Narﬁe and Address of
First Diagnosing Physician

PART IV. PLAINTIFF MEDICAL BACKGROUND

A. Smoking history: Never smoked cigarettes: U Past smoker of clgarettes: O Current smoker of cigarettes: O
If past or current smoker: _ packs per day for _ years.

B. Medications

1.

List all medications (including prescription, over-the-Counter, “alternative”, vitamins, and food supplements)
you were taking regularly or periodically WITHIN THE SIX MONTHS BEFORE the date(s) on which you
claim you were administered contaminated! Heparin, including but not limited to blood pressure

(antihypertensive) medications and antibiotics.

Name of Medication -

Dosage

Frequency (e.g., 1 x day)

List all medicationg (including prescription, over-the-counter, “alternative”, vitamins, and food supplements)
vou took WITHIN 24 HOURS BEFORE or AFTER the time(s) that you claim you were administered
contaminated-Heparin, including but not limited to blood pressure (antihypertensive) medications and

antibiotiocs.

Name of Medication

Dosage

Frequency (e.g., 1 x day)
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C. To the best of your knowledge, did you ever experience any of the following DURING THE FIVE YEARS
BEFORE the injury that forms the basis of your claims in this lawsuit?

1. Shortness of breath not associated with vigorous

EXEICISEC v teeeutirseeentee e e srees e s reeebber e e seeeaeeeseeennee s Yes: [ No:[
2. Chest tIGhtness .....coccveveiiiiieeeeceeie e Yes: [ No:[J
3. Persistent or recurrent pain in chest ...................... Yes:[1 No:[]
4. Low blood Pressure ......ooevvveeecceeesieevvnneseeeesneens Yes: [ No:[
5. Irregular heart beat, including heart palpitations,

tachycardia and/or bradycardia ...........cccceevvieeennne Yes: No:[
6. Audible WhEEZING .......eovveveiicerieiie e veeen e Yes:[1 No:[J
7. Swelling in the mouth or throat or difficulty

swallowing, ... Yes:[ No:[
8. Angioedema (swelling of the lips, tongue, or

CYEIIAS) woiiieeiieiie e Yes:[ No:[
9. Swelling in the hands ........ccccoviiiiiiiiiienceee Yes:[1 No:[
10. Numbness or tingling .........cccccceevvveeiveeisceeeeceeennns Yes: [ No:[
11. Generalized or localized sensations of burning or

WAMER oo Yes:[] No:[]
12. Dizziness or lightheadedness .........cccccceeeevneennneee. Yes: [ No:[J
13, Fainting ......ccoevvverieeieeicee e e Yes:[ No:[]
14. Chronic nausea, vomiting, or diarrhea .................. Yes:[1 No:[I-
15. Chronic abdominal pain ..........ccccceeecivivincnenen. Yes: [ No: 0 \
¥ 1 TET T o P e Yes: [ Ne:[]
17 (SSIZUIES - oipenmiiunenas i Yes: [ ‘No:[]
LR It aS N CS e Yés: [ No:[J
19. Flushing of face or other parts of the body........... Yes: 0 ~o:0O
20. Diaphoresis (excessive sSWeating) ......coeeve.... aYes: [ No:[1
D1, P NIRION: -ovccvoeeeissssracsissssrcsossecessss gl Yes:[ No:[]

D. If you responded yes to any of the aboves state the following:
Approximate : ’i‘ ("Jircumstances Under Which Duration of Name and Address of
Condition(s) Date of Onset: Condition(s) Occurred Condition(s) Physician (if any)

}

E. To the best of yn'lir knowledge, have you ever been told by a doctor or any other health care professional that you
have, or may have, or had any of the following:

1. Hypotension or low blood pressure .........cccceeeeeee Yes:[1 No:[
2. Hypertension or high blood pressure .................... Yes:[J No:[
3. Fluctuating blood pressure .......cccoeceveerssvnneeennes Yes:[J No:[
4. Thrombocytopenia or low blood platelet count .... Yes: O No:[
5. Heart disease or heart failure ..........ocoecveveiiiinnene Yes:[ No:[0
6. Heart arrhythmia .......ccccooviivieeie e Yes:[] No:[]
7. Atrial fibrillation ... Yes:[ No:[
8. Congestive heart failure (CHF) ...ccccovcveviieeiiene Yes:[J No:[
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9. Myocardial infarction (heart attack) ..........ccccene... Yes: [ No:

20. Hypersensitive or allergic reaction to any drug ... Yes: [] No:
21. Hypersensitive or adverse reaction to Heparin ..... Yes: [ No:
22. ECZEMA oo e e Yes: [ No:

23. Connective tissue or autoimmune discase
(including but not limited to lupus, rheumatoid
arthritis, sarcoidosis, vasculitis, scleroderma, and

O

10. Coronary artery discase (CAD) ..ovcevvvvviceeveneennen. Yes: [ No:[

11. Vascular artery diSease ......ccccoeecvveeevcceeenecvieeeeeenn. Yes: [ No:[J

12. Valvular heart diS€ase ....ooeveeeneeeeeeeeeeeeeeeeeeeeeeeeen Yes: [1 No:[]

13. Stroke or transient ischemic attack .........ccccecuenee. Yes: No:[

14. Ancmia, bleeding, or hemorrhagic disorder ......... Yes: [ No: [

15. Blood clotting disease or disorder ...........ccceeenneee. Yes: [ No:[0

16. SCIZUICS .vveceiieecevieeeeeeeccee e Yes: [ No: [0
17. Liver discase (including but not limited to

REPALITIS) wooviieiee e Yes: No:[

18. DHADEIES .vvevveeieceeeeiceeeeeeer e Yes: [ No:[

19. Adverse reaction to immunization ..........cccccceeee... Yes: [ No:[

O

O

O

collagen vascular diS€ase) ........ccceeeeecceeeeevieeeeenn Yes: [ No:[
24. Angioedema (swelling of the lips, tongue, or

CYEIAS) woiiviie e Yes:[] No: |:|
25. ASthMA oo Yes:[] Nea:[]
26. Lung disease (including but not limited to COPD ;

and emphysema) s snss s e Yes: [ "No: [
27. Pulmonary emboliSm.........ccooveiirinriienie e Yes: [ No: [
28. Superficial or deep venous thrombosis ............... “Yes: [0 No:[0
29. Diaphoresis (excessive sweating) .............. ik oYes: [ No: [

F. If youresponded yes to any of the above, please complete the following:

Condition(s) { o  Approximate Date of Onset Name and Address of Physician

G. Have you ever bgen cvaluated or treated by an allergist or immunologist? ........coveeieriieeneenieereenenns Yes:[1 No:[
If yes, please provide the following for each allergist or immunologist who has evaluated or treated you:

Approximate Date(s) of
Name Address Evaluation/T reatment Reason(s) for Evaluation/Treatment
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. To the best of your knowledge, have you ever experienced an allergic reaction to any of the following:

1.
2.

el B G

Bood: it Yes: [
Drugs or medications (including but not limited to
antibiotics, anesthesia, and Heparin)..................... Yes:
Scasonal irritants (c.g., pollens, grass, trees, etc.). Yes: [
RS G els Yes: [
Animals (including animal fur and dander)........... Yes: [
O NS S Yes: [
L Yes: [
T e T P PP EeeT Yes: U
(6 ) U SO Yes: [

No: [

e e e e

If you responded yes to any of the above, please complete the following:

Substance Nature of the Reaction

Approximate Date(s)

-N-a}‘ne‘ and Address of
‘Physician (if any)

To the best of your knowledge, did you ever receive Heparin prior to thc datc on which you claim you received

contaminated Heparin? R T i e e e e e 4 S e e i T Yes: |:| No: |:|
. Before your claimed exposure to contaminated Heparin, d1d you ever suffer an adverse reaction to the
admint STrat1on BT e A i e Ll i smm s s K 0 A it 4wk bk St o5 Yes: [ No:[
If you responded yes, please complete the following:
Approximate Date(s) of Duration of
Reaction(s) Reactioxi(s). Reaction(s) Name and Address of Physician

Before your claimed exposure to comtaminated Heparin, did you ever experience an adverse reaction to a
transfusion of blood or any blood ERREL (e.g., plasma)? ... s Yes: [0 No:[

If you responded yes, please complete the following:

) Approximate Date(s) of
Reaction(s) Reaction(s)

Duration of
Reaction(s)

Name and Address of Physician

. Please complete the following information for any surgery that you have had within the past 10 years and for any

surgety mvolving the heart, chest, lungs, amputations, or organ transplants that you have had at ANY TIME.

Approximate

Type of Surgery Date of Surgery Hospital or Other Surgical Facility

Name and A ddress of Surgeon
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PART V. FAMILY MEDICAL BACKGROUND

. Has any parent, sibling or offspring been diagnosed with, experienced or suffered from the following:
1. Adverse reactions to anesthesia .........cccoeveeenennee Yes: O No: [0 Don’t know:
2. Adverse reactions to immunization .................... Yes: [ No:[ Don’t know: [
3. Hypersensitivity/adverse reaction to Heparin ..... Yes: [l No:[0 Don’t know: [
4. Adverse reactions to dialysis ....cccoeceeeeeeeeiieennnen Yes: [ No:[0 Don’t know: [

. If you responded yes to any of the above, please provide the following:

Relationship Current Age (or Age at Death) Type of Condition Listed,&ﬁove

. Has any parent, sibling or offspring had a history of severe allergic reactions requiring hospitalization or injection
L IS 071 11S) 0) 1 51 1= SRR Yes:[\ No: [ Don’t know: [

If yes, please provide the following:

Relationship Current Age (or Age at Death) Type of Reaction

PART VI. PRODUCT IDENTIFFCATION

. Do you contend that you have suffered an injury as a rcsult of the administration of contaminated
L (B T T —— Yes: [ No: [

If yes, please provide the following information (if gnowh).

1. Manufacturer:

Distributor:

Lot Number:

Method of administration:.

2
3
4. Date administered:
5
6

Amount administered;

Physician/clinig:

. If you contend you,réceived contaminated Heparin on more than one occasion, please attach additional sheets as
necessary to-provide the information for each such occasion.
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PART VII. CARDIAC PROCEDURE AND EXPOSURE TO CONTAMINATED HEPARIN

. Identify the medical condition or symptoms that led to the cardiac surgery or procedure:

. Identify the type of cardiac surgery or procedure you were undergoing:

. Provide the date of the surgery or procedure, the name of the physician performing the surgery or procedure, and
the name of the facility where the procedure was performed.

Date of Procedure Treating Physician Facility

. Were you hospitalized prior to the time of surgery or procedure? Yes: [J No: []

If yes, for how long prior to the surgery or procedurc?

Claimed Exposure and Response to Contaminated Heparin.

1. Date and approximate time that your surgery or procedure began.

2. Date and approximate time that you believe you experienced symptoms allegedly related to contaminated
Heparin.

3. Describe in detail the injuries and symptoms you believe you; suffered as a result of administration of
contaminated Heparin.

a. How was Heparin administered to you?....................... Intravcnously:[l Subcutancously:l:l Don’t know: I:l

b. How soon after administration.'ef the Heparin did you suffer your claimed injuries and symptoms?

c. How long did the injuries and symptoms last?

d. Was Heparin administration discontinued as a result of your reaction?

e. Was the Heparin dose reduced (but not discontinued) or was the infusion rate of the Heparin reduced
(but not disedntinued)?

4. Describe in .dctail any treatment you received for the injuries and symptoms described in response to Question
E.3 above, if any, including any hospitalization.
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Were you given any of the following medications to treat the injuries and symptoms experienced after your
alleged receipt of contaminated Heparin?

a. protamine sulfate ................ Yes:[I No:[ Don’t know: [
b. antihistamines ...........c......... Yes:[l No:l Don’t know:[]
c. corticosteroids .......cccoeerunenne Yes: No: Don’t know: U
d. epinephring ......ccccveceeeinnns Yes:[ No:l Don’t know:[

Did you have any blood pressure readings or measurements taken at any time during the 24 hours BEFORE
OR AFTER the administration of allegedly contaminated heparin?..........ccccceeeeivieevieeiseeessceeenne. Yes:[ No: [

If yes, please attach copies of all such readings or measurements (including computer readouts’ of
summaries thercof) in your possession or the posscssion of your attorneys or other agents or representatives.

Has any doctor or health carc professional or provider who has cver seen or treated you told you
that your symptoms or injuries were caused by the administration of<. ‘contaminated
Heparin? YesD No: [

If yes, please state and describe to the best of your recollection:

a. The names of all doctors or health care professionals or providers who told you this:

b. The date and manner in which all such conversation(s) or commuiiication(s) occurred:

b N
c. What was said or communicated to you in each.conversation or communication by each doctor or health
care professional or provider named above:

In addition to any discussion$ of communications identified in Question 7 above, have you had any
other discussions with any. doctor or health care professional or provider who has seen or treated you
about whether your symptoms or injuries were caused or not caused by the administration of contaminated
5 (55T T 1 OSSR RTO SRR Yes: [ No:[

If yes, please state.and describe to the best of your recollection:

a. The names of all doctors or health care professionals or providers with whom you had these discussions:

b. The date and manner in which all such conversation(s) or communication(s) occurred:
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c. What was said or communicated to you in each conversation or communication by each doctor or health
care professional or provider named above:

PART VIII. DAMAGES

If yes, please describe in detail the physical injury(ics) you claim were caused by your use of Heparin:

When did this/these injury(ies) occur?

What were you doing immediately before and during the time the injury(ics) occurred?

. Were you hospitalized for this/these inJUry(1€8)? ..uoeeueee o b Bt Yes: [] No: []
If yes, please provide the following information for each injury requiring hospitalization:
Approximate Date(s) of Approximate Date(s) of 3
Hospital Admission Discharge Hospital Name(s) and Address(es)
Are you claiming a death was caused by contaminated Heparin? .......ccccocvcvvevviesveeciissceeseessieeseeenenns Yes: [] No:[]

If yes, please answer the following questions. JIf no, please proceed to Section F.

1. Was the patient hospitalized at the'fime of death? ...........ccoovvieeiiieee e eee e Yes: [] No:[]

2. Did the patent die during the same hospital admission during which he or she allegedly
received contaminated HOBAMIMI? ............ccoveireeereeeeeeees e eeesees o Gisiiebisssss s sses oS e S Yes:[] No:[]

3. How long after the patient-allegedly received contaminated Heparin did the death occur?

4. Was the patient réceiving Heparin at the time of death? ..........c.oveoeoveeveeveeeeveeeeece e Yes:[] No:[]

If no, how long after the cessation of treatment with Heparin did the death occur?

5. What was the cause(s) of patient’s death as recorded in the patient’s medical chart?

6. What was the cause(s) of the patient’s death as recorded in the patient’s death certificate?

7. Have you had any discussions with any doctor or health carc professional or provider who cver saw or
treated the patient about whether the patient’s death was caused by the administration of contaminated
|8 (5371 51 1 OO Yes: [] No:[]
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If yes, please state and describe.

a. The date and manner in which all such conversation(s) or communication(s) occurred:

b. The names of all doctors or health care professionals or providers with whom you had these discussions:

¢.  What was said or communicated to you in each communication by each doctor or health care professional
or provider named above:

F. Do you claim or expect to claim that you lost carnings or suffered impairment of carnings capacity as a result of
VOUT USE OF HEPATIND ...ocvveiiecieeietceeete ettt ettt seaeene e ere s Sia s sinasaseeeeeseaeanas Yes:[] No:[J

If yes, please answer questions 1 through 3 below.

1. Please complete the following information with respect to your employment for the past ten (10) years.

Type of Business/ Dates of
Employer(s) Address Position Employment

2. Do you claim you have lost time from work as-a.result of any condition which you believe was caused by your
LI TR0} 3 (57 1 4 5 o 1 oSSR Yes:[J No:[J

If yes, state the total amount of time you have lost from work and the total amount of income you have lost:

Time: Income: $

3. State your carned income for<¢ach of the last five years.

Year ) Income

A |Aa|A A | A

G. Have you paid or incurred any out-of-pocket medical or other expenses which are related to any condition you
claim was caused by your use of Heparin and for which you seek recovery in this lawsuit?........ Yes:[] No: [

If yes, describe the out-of-pocket expenses and state the amount incurred to date for each such expense:

a. Type of expense:

b. Amount incurred: $
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PART IX. FACT WITNESSES

A. Please identify all persons (other than the Medical Providers identified in Parts VII(E)(7)-(8), VIII(E)(7), above)
who you belicve are likely to possess information concerning the claims you assert in this lawsuit and state
each such person’s address, relationship to you, and the subject(s) of the information he or she may provide.

Name:

Address:

Relationship to you:

Subject(s) of information:

Name:

Address:

Relationship to you:

Subject(s) of information:

Name:

Address:

Relationship to you:

Subject(s) of information:

Name:

Address:

Relationship to you:

Subject(s) of information:
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PART X. DOCUMENTS

Attach the following documents to this declaration, to the extent that such documents are currently in your possession
or in the possession of your lawyers, representatives or agents.

A. A copy of all medical records (including diagnostic tests or test results) from any physician, hospital or healthcare

provider or facility who treated you for any disease, condition or symptom referred to in your response to
questions in Part IIT and I'V.

Copies of any documents relating to the use of Heparin, or to any condition you claim is related to the use.of
Heparin.

All blood pressure readings or measurements taken within the 24 hours BEFORE OR AFTER the administration
of allegedly contaminated Heparin.

. To the extent not included in the foregoing, all records (including diagnostic tests or test results) relating to any
examination by a physician or other healthcare provider, conducted for any purpose other than psychiatric or
psychological evaluation, in the period ten (10) years prior to the date upon which youfirst-used Heparin and
continuing to the present. ‘

If you have been the claimant in or subject of any worker’s compensation, Social Sg¢curity or other disability
proceeding, provide copies of all documents relating to such proceeding.

If a death is alleged, please provide a copy of the patient’s death certificate and autopsy report (if applicable).

. If you are bringing this lawsuit as an authorized legal representative of a person who used Heparin, including as an
administrator, executor or representative of the estate of a deceased patient, please provide copies of all
documents establishing your authority to act in such a representativé capacity.

. For each and every healthcare provider, entity or facility identificd-in Exhibit A, provide an ORIGINAL SIGNED
authorization for the release of records in the form appendéd hereto as Exhibit B.

If you claim you have suffered a loss of earnings or earning capacity, provide copies of your state and federal tax
returns or other documentary evidence demonstrating your earning capacity (such as W-2s, 1099s, etc.) for
cach of the last five (5) years.

If you claim any loss from medical expenses, or other out-of-pocket expenses, provide copies of all bills or
invoices.
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PART X1. DECLARATION THAT INFORMATION IS TRUE AND ACCURATE

The information provided in this Fact Sheet must be accurate and true. This Fact Sheet is an official court document
that may be used as evidence in any legal proceeding regarding your Claim.

TO BE COMPLETED BY THE INJURED PERSON OR PLAINTIFF:

I declare under the penalty of perjury subject to 28 U.S.C. § 1746 that all of the information provided in“this |
Fact Sheet is true and correct to the best of my knowledge, information and belief, that I have completed the List of
Medical Providers and Other Sources of Information attached as Exhibit A hereto, which is true and co’rfe_c.t to the best
of my knowledge, information and belief, that I have supplied all the documents requested in qut Xof Ifhis Fact Sheet,
to the extent that such documents are in my possession or in the possession of my lawyfa_rs or other agents, and that I

have supplied the authorizations for the release of records attached as Exhibit B to this-Fact Sheet.

Signature ANY” Date
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EXHIBIT A

LIST OF MEDICAL PROVIDERS
AND OTHER SOURCES OF INFORMATION

EACH PLAINTIFF IS UNDER A CONTINUING OBLIGATION TO UPDATE AND/OR AMEND THIS FORM
AS NEW OR DIFFERENT INFORMATION IS LEARNED OR DEVELOPED.

A. For your current family and/or primary care physician provide the following information:
Name:
Street Address:
City, State, Zip Code:

Approx. Dates of Care:

B. Provide the following information for cach primary care physician, family or general practitioner, and
internal medicine physician who has scen or treated you over the ten (10) years-before your Heparin injury to
the present (excluding the current family and/or primary health care physicianlisted in A above):

Approximate date(s)
Name Address AN of treatment

C. Provide the following information for cach.nephrologist and other kidney or dialysis specialist who has ever
seen or treated you:

Approximate date(s)
Name RIS Address of treatment

N

D. Provide the following information for each endocrinologist who has ever seen or treated you:

Approximate date(s)
Name Address of treatment
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E. Provide the following information for cach allergist, immunologist, and ear, nose and throat (ENT)
specialist who has ever scen or treated you:

Name

Address

Approximate date(s)
of treatment

F. Provide the following information for each cardiologist and heart or chest surgeon who has ever seen or

treated you:

Name

Address

- Approximate date(s)
> of treatment

G. For any other physician or healthcare provider (other than physicians providing psychiatric, psychotherapy,
or psychological treatment) who has treated or seenyou over the five (5) years before your Heparin injury to the
present (who has not already been identified above), provide the following information:

Name

Address

Approximate date(s)
of treatment

Reason(s) for treatment

H. Identify cach hospital, clinic and healthcare facility where you were treated (in-patient, out-patient or
emergency room Vigit) for the five (5) years before your Heparin injury to the present:

Address

Treatment date(s)

Reason(s) for treatment

Name
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I. Identify cach pharmacy, drugstore and other facility that has dispensed medication to you for the five (5)
years before your Heparin injury to the present:

Approximate Dates/Years
Name of Pharmacy Address of Pharmacy You Used Pharmacy

J.  If but only if you claim that you suffered psychiatric, psychological or emotional injuries as a result of taking
Heparin, list each psychiatrist, psychologist and/or social worker from whom you have received treatment
during the five years before your Heparin injury to the present and provide the following information:

Name Address Approximate date(s) " Psychiatric, psychological, or
of treatment emotional condition(s)

K. Provide the following information for cach entity or organization that has provided you with medical or health
insurance over the last ten (10) years.

Approximate date(s)
Insurance Company Address. of coverage Policy type and number

7

L. If you have submitted a‘claim for social security disability benefits in the five (5) years before your Heparin
injury to the present, stat¢ the name and address of the office which is most likely to have records concerning
your claim:

Name:

Strect Address’

City,State, Zip Code:

M. If you have submitted a claim for workers compensation, state the name and address of the office which is
most likely to have records concerning your claim:

Name:
Strect Address:
City, State, Zip Code:
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LIMITED AUTHORIZATION TO DISCLOSE AND HEALTH INFORMATION
(Pursuant to the Health Insurance Portability and Accountability Act “HIPAA” of 4/14/03)

TO:
Patient Name: DORB: SSN:
I, , hereby authorize you to release and furnish to: MRC Medical Rcseal:ch

Consultants copies of the followmg information:

*  All medical records, including inpatient, outpatient, and emergency room treatment, all clinical chatts, reports,
documents, correspondence, test results, statements, questionnaires/histories, office and handwritten notes, and
records reccived by other physicians. Said medical records shall include all information regarding AIDS and HIV
status. 4

*  All autopsy, laboratory, histology, cytology, pathology, radiology, CT Scan, MRI, echocardtogram and cardiac
catheterization reports.

*  All radiology films, mammograms, myelograms, X-rays, CT scans, MRI films, MRA ﬁlms echocardiographic
recordings, photographs, bone scans or images or recordings of any kind, pathology/cytology/histology/autopsy/
immunohistochemistry specimens or slides, cardiac catheterization videos/CDs/filins/reels, and echocardiogram
videos. -

*  All pharmacy/prescription records including NDC numbers and drug inforniration handouts/monographs.

* Al billing records including all statements, itemized bills, and insuranec records.

*  All employment records, wage records, insurance records, Medicaid, Medicare, and disability records.

1. To my medical provider: this authorization is being forwarded by, or on behalf of, attorneys for the
defendants. You are not authorized to discuss any aspect.of the above-named person's medical history,
care, treatment, diagnosis, prognosis, information revealed by or in the medical records, or any other
matter bearing on his or her medical or physical eondition, unless you receive an additional authorization
permitting such discussion. Subject to all applicable legal objections, this restriction does not apply to
discussing my medical history, care, treatment, diagnosis, prognosis, information revealed by or in the
medical records, or any other matter bearifig.on my medical or physical condition at a deposition or trial.

2. I understand that the information in my -health record may include information relating to sexually transmitted
disease, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also
include information about behavioral or‘mental health services, and treatment for alcohol and drug abuse.

3. I understand that I have the right'to revoke this authorization at any time. I understand that if I revoke this
authorization I must do so if wrifing and present my written revocation to the health information management
department. 1understand thic revocation will not apply to information that has already been released in response
to this authorization. (I pnderstand the revocation will not apply to my insurance company when the law
provides my insurer with the right to contest a claim under my policy. Unless otherwise revoked, this
authorization will expire in one year.

4. I understand. that, authorizing the disclosurc of this health information is voluntary. I can refuse to sign this
authorization. I need not sign this form in order to assure treatment. I understand I may inspect or copy the
information) to be used or disclosed as provided in CFR 164.524. 1 understand that any disclosure of
infomiatién carries with it the potential for an unauthorized re-disclosure and the information may not be
protected by federal confidentiality rules. If I have questions about disclosure of my health information, I can
‘contact the releaser indicated above.

5. A notarized signature is not required. CFR 164.508. A copy of this authorization may be used in place of an
original.

Print Name (plaintiff/representative):

Signature: Date:
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UNITED STATES DISTRICT COURT
FOR THE NORTHERN DISTRICT OF OHIO

WESTERN DIVISION
) MDL Docket No. 1953
IN RE: HEPARIN PRODUCTS )
LIABILITY LITIGATION ) Chief Judge James G. Carr
)
THIS DOCUMENT RELATES TO )
MDL DOCKET NO. 1953 )
PLAINTIFF: )
NAME(S) )
)

HEPARIN PLAINTIFF FACT SHEET: OTHER PROCEDURE

If you believe you were administered contaminated Heparin during a MEDICAL PROCEDURE UNRELATED
to KIDNEY DIALYSIS or CARDIAC PROCEDURE, please COMPLETE.THIS FACT SHEET.

In completing this Fact Sheet, you are under oath and must provide information that is‘true and accurate to the best of
yvour knowledge. If you cannot recall all of the details requested, please provideras much information as you can.
You may and should consult with your attorney if you have any questions-régarding the completion of this Fact
Sheet. If you are completing the Fact Sheet as the authorized legal representative on behalf of the person who
received contaminated Heparin, please answer the questions as completely as vou can for that person.

Please attach as many additional sheets of paper as necessary to fully complete each question on this Fact Sheet.

PART I. CASE INFORMATION

A. Plecase state the following for the civil action which yoﬁ fited:

1. Case Caption: )
2. MDL Civil Action No.:

[Please Note: If you are completing this Fact Sheet in a representative capacity, please respond to the
remaining questions with respect-to the person who used Heparin. Those questions using the term
“You” refer to the person who used Heparin. If the individual is deceased, please respond as of the time
immediately prior to his or her death unless a different time period is specified.]

B. Claim Information:

1. Name, address, telephone number, fax number and ¢-mail address of the principal attorney representing you in
this lawsuit:

Name:

Firm:

Street.Address:
City, State, and Zip Code:
Telephone Number:

Fax Number:
E-mail Address:

THE REST OF THIS FACT SHEET REQUIRES INFORMATION
ABOUT THE PERSON WHO USED HEPARIN.
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PART II. PERSONAL INFORMATION

A. Identifying Information:
1.

Last Name First Name Middle Name
2. Maiden or other names used or by which you have been known:
3. Current Address:

Strect Address:
City, State, and Zip Code:

4. Current or Last Employer:
Name:
Street Address:
City, State, and Zip Code:
Dates of Employment:

Occupation:

5. Social Security Number:
6. Date of Birth: Month: Day: Year:
7. Sex: Male:[] Female: [

B. Have you ever filed a worker’s compensation claim; social security -disability claim; or a lawsuit, other than the
present suit, relating to any bodily injury? ........ccoeoevieeiveriiniceeneen ANAE o i e Yes: [ No: [

If yes, for cach such claim please state:

Type of claim filed (c.g., worker’s compensation, social sceurity, ctc.):

Date claim was filed:

Where claim was filed (e.g., court, department, erganization, etc.):

Claim/docket number, if applicable: .
Nature of claim/disability:
Period of disability:

PART III. PLA';_.INTIFF CURRENT MEDICAL CONDITION

A. Is plaintiff deceased? Yes: O xo:[0 1f ves, please proceed to Part IV.  If no, please answer question II1. B-C.

B. Height: Cmrcnt Weight:
C. Do you currently suffer from any of the following diseases or conditions?
1. Hypertension/high blood pressure ......................... Yes: 1 No: [
2. Diabetes grimetabolic syndrome .......ceoverncieiieen Yes: [ No: [
3. Kidney/disease or failure .........oocoveveverversereesinnn. Yes: 1 No: [
4. Thyroid diSOrder ........ccooeeveeevevieeveeseeeseeseseesieaens Yes: [ No: [
5 TRYWr AT i s Yes: 1 No: [
6. AthErosClerosiS ......coceerrieiiriiee et Yes: [ No:[]
7. ASthMA .o Yes: [ No: [
8. Connective tissue or autoimmune disease
(including lupus, rheumatoid arthritis, sarcoidosis,
scleroderma, and collagen vascular disease) ......... Yes: U No: [
9. Congestive heart failure (CHF) ......ccccvveviiineeeen. Yes: [1 No:[J
10. Coronary artery disease (CAD) .ooeeviveeeeevineennnnn. Yes: [ No: [
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11.
12.
13.

14.
15.
16.

17.

ANCINIA it Yes
Arthythmia ...oooovceeieceece e Yes:
Bleeding or clotting disorders (including

hemophilia or Heparin-induced thrombocytopenia
(SIEITH) oo MAPPOOOPPIINN -0 0000003CT0E Yes:
(O ATICCTE 1 - eeeeeerreennnnnreeeeennnneeee bmaseen il Yes:
Vaseulitis' oo i avn i i Yes:
Lung discase (including but not limited to COPD

and eMPhYSEMa) .....ccoceiriiiieeeeciie e Yes:
@ther® e Yes:

U ~No:O
0 No:[0
O No: [

O No: [
|:| No:|:|

* Please identify any other discase(s) or medical condition(s) that
require(s) in-patient or out-patient medical care and/or results in

continuing or periodic episodes of incapacity.

For cach discase or condition identified above, provide the following information:

Approximate Date
Injury/Illness/Disability of Onset

Approximate Date of
Diagnosis

Name and Address of
First Diagnosing Physician

PART IV. PLAINTIFF MEDICAL BACKGROUND

A. Smoking history: Never smoked cigarettes: O Past smoker of cigarettes: O Current smoker of cigarettes: O

If past or current smoker:

B. Medications

1.

_ packsperdayfor  years.

List all medications (including prescription, Qgﬁfi;thé-counter, “alternative”, vitamins, and food supplements)
you were taking regularly or periodically WITHIN THE SIX MONTHS BEFORE the date(s) on which you
claim you were administered contaminated Heparin, including but not limited to blood pressure

(antihypertensive) medications and antibietics.

Name of Medication -

Dosage

Frequency (e.g., 1 x day)

List all mcdj:eatipné (including prescription, over-the-counter, “alternative”, vitamins, and food supplements)
you took WITHIN 24 HOURS BEFORE or AFTER the time(s) that you claim you were administered
contaminafed Heparin, including but not limited to blood pressure (antihypertensive) medications and

antibiotics.

Name of Medication

Dosage

Frequency (e.g., 1 x day)
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C. To the best of your knowledge, did you ever experience any of the following DURING THE FIVE YEARS
BEFORE the injury that forms the basis of your claims in this lawsuit?

1. Shortness of breath not associated with vigorous

EXEICISEC v teeeutirseeentee e e srees e s reeebber e e seeeaeeeseeennee s Yes: [ No:[
2. Chest tIGhtness .....coccveveiiiiieeeeceeie e Yes: [ No:[J
3. Persistent or recurrent pain in chest ...................... Yes:[1 No:[]
4. Low blood Pressure ......ooevvveeecceeesieevvnneseeeesneens Yes: [ No:[
5. Irregular heart beat, including heart palpitations,

tachycardia and/or bradycardia ...........cccceevvieeennne Yes: No:[
6. Audible WhEEZING .......eovveveiicerieiie e veeen e Yes:[1 No:[J
7. Swelling in the mouth or throat or difficulty

swallowing, ... Yes:[ No:[
8. Angioedema (swelling of the lips, tongue, or

CYEIIAS) woiiieeiieiie e Yes:[ No:[
9. Swelling in the hands ........ccccoviiiiiiiiiienceee Yes:[1 No:[
10. Numbness or tingling .........cccccceevvveeiveeisceeeeceeennns Yes: [ No:[
11. Generalized or localized sensations of burning or

WAMER oo Yes:[] No:[]
12. Dizziness or lightheadedness .........cccccceeeevneennneee. Yes: [ No:[J
13, Fainting ......ccoevvverieeieeicee e e Yes:[ No:[]
14. Chronic nausea, vomiting, or diarrhea .................. Yes:[1 No:[I-
15. Chronic abdominal pain ..........ccccceeecivivincnenen. Yes: [ No: 0 \
¥ 1 TET T o P e Yes: [ Ne:[]
17 (SSIZUIES - oipenmiiunenas i Yes: [ ‘No:[]
LR It aS N CS e Yés: [ No:[J
19. Flushing of face or other parts of the body........... Yes: 0 ~o:0O
20. Diaphoresis (excessive sSWeating) ......coeeve.... aYes: [ No:[1
D1, P NIRION: -ovccvoeeeissssracsissssrcsossecessss gl Yes:[ No:[]

D. If you responded yes to any of the aboves state the following:
Approximate : ’i‘ ("Jircumstances Under Which Duration of Name and Address of
Condition(s) Date of Onset: Condition(s) Occurred Condition(s) Physician (if any)

}

E. To the best of yn'lir knowledge, have you ever been told by a doctor or any other health care professional that you
have, or may have, or had any of the following:

1. Hypotension or low blood pressure .........cccceeeeeee Yes:[1 No:[
2. Hypertension or high blood pressure .................... Yes:[J No:[
3. Fluctuating blood pressure .......cccoeceveerssvnneeennes Yes:[J No:[
4. Thrombocytopenia or low blood platelet count .... Yes: O No:[
5. Heart disease or heart failure ..........ocoecveveiiiinnene Yes:[ No:[0
6. Heart arrhythmia .......ccccooviivieeie e Yes:[] No:[]
7. Atrial fibrillation ... Yes:[ No:[
8. Congestive heart failure (CHF) ...ccccovcveviieeiiene Yes:[J No:[

Page 4 of 19



9. Myocardial infarction (heart attack) ..........ccccene... Yes: [ No:

20. Hypersensitive or allergic reaction to any drug ... Yes: [] No:
21. Hypersensitive or adverse reaction to Heparin ..... Yes: [ No:
22. ECZEMA oo e e Yes: [ No:

23. Connective tissue or autoimmune discase
(including but not limited to lupus, rheumatoid
arthritis, sarcoidosis, vasculitis, scleroderma, and

O

10. Coronary artery discase (CAD) ..ovcevvvvviceeveneennen. Yes: [ No:[

11. Vascular artery diSease ......ccccoeecvveeevcceeenecvieeeeeenn. Yes: [ No:[J

12. Valvular heart diS€ase ....ooeveeeneeeeeeeeeeeeeeeeeeeeeeeeen Yes: [1 No:[]

13. Stroke or transient ischemic attack .........ccccecuenee. Yes: No:[

14. Ancmia, bleeding, or hemorrhagic disorder ......... Yes: [ No: [

15. Blood clotting disease or disorder ...........ccceeenneee. Yes: [ No:[0

16. SCIZUICS .vveceiieecevieeeeeeeccee e Yes: [ No: [0
17. Liver discase (including but not limited to

REPALITIS) wooviieiee e Yes: No:[

18. DHADEIES .vvevveeieceeeeiceeeeeeer e Yes: [ No:[

19. Adverse reaction to immunization ..........cccccceeee... Yes: [ No:[

O

O

O

collagen vascular diS€ase) ........ccceeeeecceeeeevieeeeenn Yes: [ No:[
24. Angioedema (swelling of the lips, tongue, or

CYEIAS) woiiviie e Yes:[] No: |:|
25. ASthMA oo Yes:[] Nea:[]
26. Lung disease (including but not limited to COPD ;

and emphysema) s snss s e Yes: [ "No: [
27. Pulmonary emboliSm.........ccooveiirinriienie e Yes: [ No: [
28. Superficial or deep venous thrombosis ............... “Yes: [0 No:[0
29. Diaphoresis (excessive sweating) .............. ik oYes: [ No: [

F. If youresponded yes to any of the above, please complete the following:

Condition(s) { o  Approximate Date of Onset Name and Address of Physician

G. Have you ever bgen cvaluated or treated by an allergist or immunologist? ........coveeieriieeneenieereenenns Yes:[1 No:[
If yes, please provide the following for each allergist or immunologist who has evaluated or treated you:

Approximate Date(s) of
Name Address Evaluation/T reatment Reason(s) for Evaluation/Treatment
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. To the best of your knowledge, have you ever experienced an allergic reaction to any of the following:

1.
2.

el B G

Bood: it Yes: [
Drugs or medications (including but not limited to
antibiotics, anesthesia, and Heparin)..................... Yes:
Scasonal irritants (c.g., pollens, grass, trees, etc.). Yes: [
RS G els Yes: [
Animals (including animal fur and dander)........... Yes: [
O NS S Yes: [
L Yes: [
T e T P PP EeeT Yes: U
(6 ) U SO Yes: [

No: [

e e e e

If you responded yes to any of the above, please complete the following:

Substance Nature of the Reaction

Approximate Date(s)

-N-a}‘ne‘ and Address of
‘Physician (if any)

To the best of your knowledge, did you ever receive Heparin prior to thc datc on which you claim you received

contaminated Heparin? R T i e e e e e 4 S e e i T Yes: |:| No: |:|
. Before your claimed exposure to contaminated Heparin, d1d you ever suffer an adverse reaction to the
admint STrat1on BT e A i e Ll i smm s s K 0 A it 4wk bk St o5 Yes: [ No:[
If you responded yes, please complete the following:
Approximate Date(s) of Duration of
Reaction(s) Reactioxi(s). Reaction(s) Name and Address of Physician

Before your claimed exposure to comtaminated Heparin, did you ever experience an adverse reaction to a
transfusion of blood or any blood ERREL (e.g., plasma)? ... s Yes: [0 No:[

If you responded yes, please complete the following:

) Approximate Date(s) of
Reaction(s) Reaction(s)

Duration of
Reaction(s)

Name and Address of Physician

. Please complete the following information for any surgery that you have had within the past 10 years and for any

surgety mvolving the heart, chest, lungs, amputations, or organ transplants that you have had at ANY TIME.

Approximate

Type of Surgery Date of Surgery Hospital or Other Surgical Facility

Name and A ddress of Surgeon
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PART V. FAMILY MEDICAL BACKGROUND

. Has any parent, sibling or offspring been diagnosed with, experienced or suffered from the following:
1. Adverse reactions to anesthesia .........cccoeveeenennee Yes: O No: [0 Don’t know:
2. Adverse reactions to immunization .................... Yes: [ No:[ Don’t know: [
3. Hypersensitivity/adverse reaction to Heparin ..... Yes: [l No:[0 Don’t know: [
4. Adverse reactions to dialysis ....cccoeceeeeeeeeiieennnen Yes: [ No:[0 Don’t know: [

. If you responded yes to any of the above, please provide the following:

Relationship Current Age (or Age at Death) Type of Condition Listed,&ﬁove

. Has any parent, sibling or offspring had a history of severe allergic reactions requiring hospitalization or injection
L IS 071 11S) 0) 1 51 1= SRR Yes:[\ No: [ Don’t know: [

If yes, please provide the following:

Relationship Current Age (or Age at Death) Type of Reaction

PART VI. PRODUCT IDENTIFFCATION

. Do you contend that you have suffered an injury as a rcsult of the administration of contaminated
L (B T T —— Yes: [ No: [

If yes, please provide the following information (if gnowh).

1. Manufacturer:

Distributor:

Lot Number:

Method of administration:.

2
3
4. Date administered:
5
6

Amount administered;

Physician/clinig:

. If you contend you,réceived contaminated Heparin on more than one occasion, please attach additional sheets as
necessary to-provide the information for each such occasion.
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PART VII. OTHER PROCEDURE AND EXPOSURE TO CONTAMINATED HEPARIN

. Identify the medical condition or symptoms that led to the surgery or procedure during which you contend you
received contaminated Heparin:

. Identify the type of surgery or procedure you were undergoing:

. Provide the date of the surgery or procedure, the name of the physician performing the surgery or procedure, and
the name of the facility where the procedure was performed.

Date of Procedure Treating Physician Facility

. Were you hospitalized prior to the time of surgery or procedure? Yes: O ~o:O

If yes, for how long prior to the surgery or procedure?

Claimed Exposure and Response to Contaminated Heparin.

1. Date and approximate time that your surgery or procedure began.

2. Date and approximate time that you believe you experienced symptoms allegedly related to contaminated
Heparin.

3. Describe in detail the injuries and symptoms you believe you suffered as a result of administration of
contaminated Heparin.

a. How was Heparin administered 6 you? .............ccc.ce. Intravenously:[l Subcutaneously:[l Don’t know:D

b. How soon after administratieny’of the Heparin did you suffer your claimed injuries and symptoms?

¢. How long did the injurics and symptoms last?

d. Was Heparin administration discontinued as a result of your reaction?

e. Was the Heparin dose reduced (but not discontinued) or was the infusion rate of the Heparin reduced
(but not discontinued)?

4. Describé.in.detail any treatment you received for the injuries and symptoms described in response to Question
E.3 above, if any, including any hospitalization.
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Were you given any of the following medications to treat the injuries and symptoms experienced after your
alleged receipt of contaminated Heparin?

a. protamine sulfate ................ Yes:[ No:[ Don’t know:[]
b. antihistamings .........ccccoee..... Yes:[] No:[] Don’t know:[]
C. corticosteroids ........oovvrnen... Yes:[1 No:[] Don’t know:[]
d. epinephring ......ccccveceeeinnns Yes:[ No:[0 Don’t know:[]

Did you have any blood pressure readings or measurements taken at any time during the 24 hours BEFORE
OR AFTER the administration of allegedly contaminated Heparin?........ccccccveevieeveeeiveeescceeennne. Yes: [ No: [

If yes, please attach copies of all such readings or measurements (including computer readouts or summatries
thercof) in your possession or the possession of your attorneys or other agents or representatives.

Has any doctor or health carc professional or provider who has cver seen or treated you told you
that your symptoms or injuries were caused by the administration of<. ‘contaminated
5 (5357 T 1 B SRS TOURPRRRRR SO <1 O ~No: O

If yes, please state and describe to the best of your recollection:

a. The names of all doctors or health care professionals or providers who told you this:

b. The date and manner in which all such conversation(s) or commuiiication(s) occurred:

b N
c. What was said or communicated to you in each.conversation or communication by each doctor or health
care professional or provider named above:

1]

In addition to any discussions or’communications identified in Question 7 above, have you had any
other discussions with any ‘dogtor or health care professional or provider who has seen or treated you
about whether your symptoms or injuries were caused or not caused by the administration of contaminated
|8 (5] 7:0 511 SO (. v Yes: [] No: []

If yes, please state-and describe to the best of your recollection:

a. The namgs of all doctors or health care professionals or providers with whom you had these discussions:

b. “The date and manner in which all such conversation(s) or communication(s) occurred:
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c. What was said or communicated to you in each conversation or communication by each doctor or health
care professional or provider named above:

PART VIII. DAMAGES

. Are you claiming any bodily injury as a result of using Heparin?..........ccoeoriiiiiinin e Yes: [ No: [

If yes, please describe in detail the physical injury(ies) you claim were caused by your use of Heparin:

When did this/these injury(ies) occur?

What were you doing immediately before and during the time the injury(ies) occurred?

. Were you hospitalized for this/these injury(1€8)? ...uoeeorr oot e Yes:[ No:[]
If yes, please provide the following information for each injury requiring hospitalization:
Approximate Date(s) of Approximate Date(s) of : '
Hospital Admission Discharge Hospital Name(s) and Address(es)
Are you claiming a death was caused by contaminated Heparin? ..........cocoevivieineciinnic e Yes:[1 No:[J

If yes, please answer the following questions: If no, please proceed to Section F.

1.
2.

Was the patient hospitalized at the time 0f death? ........cccooeie i Yes:[] No:[]

Did the patent die during the saitie hospital admission during which he or she allegedly
recsivied-contaminated HoRAEIN - e o T S TR N S CO S Yes:[J No:[J

How long after the patiént allegedly received contaminated Heparin did the death occur?

Was the patient receiving Heparin at the time of death? ..........coooviiiiiiiiie i Yes:[] No:[]

If no, how long after the cessation of treatment with Heparin did the death occur?

o\

What'was the cause(s) of patient’s death as recorded in the patient’s medical chart?

What was the cause(s) of the patient’s death as recorded in the patient’s death certificate?

Have you had any discussions with any doctor or health care professional or provider who ever saw or
treated the patient about whether the patient’s death was caused by the administration of contaminated
3 (5] 03§41 PSSR Yes:[] No:[]
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If yes, please state and describe.

a. The date and manner in which all such conversation(s) or communication(s) occurred:

b. The names of all doctors or health care professionals or providers with whom you had these discussions:

¢.  What was said or communicated to you in each communication by each doctor or health care professional
or provider named above:

F. Do you claim or expect to claim that you lost carnings or suffered impairment of carnings capacity as a result of
YOUr USE OF HEPATINT ..ottt et s et ae e e e e eae e ee s eanae e e reae et e aeeennaeaaesnnneas Yes:[] No:[

If yes, please answer questions 1 through 3 below.

1. Please complete the following information with respect to your employment for the past ten (10) years.

Type of Business/ Dates of
Employer(s) Address Position Employment

2. Do you claim you have lost time from work as-a.result of any condition which you believe was caused by your
LI TR0} 3 (57 1 4 5 o 1 oSSR Yes: [ No:[

If yes, state the total amount of time you have lost from work and the total amount of income you have lost:

Time: Income: $

3. State your carned income for<¢ach of the last five years.

Year ) Income

A |Aa|A A | A

G. Have you paid or incurred any out-of-pocket medical or other expenses which are related to any condition you
claim was caused by your use of Heparin and for which you seek recovery in this lawsuit?........ Yes: [ No:[

If yes, describe the out-of-pocket expenses and state the amount incurred to date for each such expense:

a. Type of expense:

b. Amount incurred: $
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PART IX. FACT WITNESSES

A. Please identify all persons (other than the Medical Providers identified in Parts VII(E)(7)-(8), VIII(E)(7), above)
who you belicve are likely to possess information concerning the claims you assert in this lawsuit and state
each such person’s address, relationship to you, and the subject(s) of the information he or she may provide.

Name:

Address:

Relationship to you:

Subject(s) of information:

Name:

Address:

Relationship to you:

Subject(s) of information:

Name:

Address:

Relationship to you:

Subject(s) of information:

Name:

Address:

Relationship to you:

Subject(s) of information:
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PART X. DOCUMENTS

Attach the following documents to this declaration, to the extent that such documents are currently in your possession
or in the possession of your lawyers, representatives or agents.

A. A copy of all medical records (including diagnostic tests or test results) from any physician, hospital or healthcare

provider or facility who treated you for any disease, condition, or symptom referred to in your response to
questions in Part IIT and IV.

Copies of any documents relating to the use of Heparin, or to any condition you claim is related to the use.of
Heparin.

All blood pressure readings or measurements taken within the 24 hours BEFORE OR AFTER the administration
of allegedly contaminated Heparin.

. To the extent not included in the foregoing, all records (including diagnostic tests or test results) relating to any
examination by a physician or other healthcare provider, conducted for any purpose other:than psychiatric or
psychological evaluation, in the period ten (10) years prior to the date upon which youfirst-used Heparin and
continuing to the present. ‘

If you have been the claimant in or subject of any worker’s compensation, Social Sgcurity, or other disability
proceeding, provide copies of all documents relating to such proceeding.

If a death is alleged, please provide a copy of the patient’s death certificate and autopsy report (if applicable).

. If you are bringing this lawsuit as an authorized legal representative of a person who used Heparin, including as an
administrator, executor, or representative of the estate of a deceased patient, please provide copies of all
documents establishing your authority to act in such a representativé capacity.

. For ecach and every healthcare provider, entity or facility identificdin Exhibit A, provide an ORIGINAL SIGNED
authorization for the release of records in the form appendéd hereto as Exhibit B.

If you claim you have suffered a loss of earnings or earning capacity, provide copies of your state and federal tax
returns or other documentary evidence demonstrating your earning capacity (such as W-2s, 1099s, etc.) for
cach of the last five (5) years.

If you claim any loss from medical expenses, or other out-of-pocket expenses, provide copies of all bills or
invoices.
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PART XI. DECLARATION THAT INFORMATION IS TRUE AND ACCURATE

The information provided in this Fact Sheet must be accurate and true. This Fact Sheet is an official court document
that may be used as evidence in any legal proceeding regarding your Claim.

TO BE COMPLETED BY THE INJURED PERSON OR PL AINTIFF:

I declare under the penalty of perjury subject to 28 U.S.C. § 1746 that all of the information provided in this
Fact Sheet is true and correct to the best of my knowledge, information and belief, that I have completed the List of
Medical Providers and Other Sources of Information attached as Exhibit A hereto, which is true and correct te' the best
of my knowledge, information and belief, that I have supplied all the documents requested in Part X'of this Fact Sheet,
to the extent that such documents are in my possession or in the possession of my lawyers or other agents, and that I

have supplied the authorizations for the release of records attached as Exhibit B to this Fact Sheet.

Signature Date
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EXHIBIT A

LIST OF MEDICAL PROVIDERS
AND OTHER SOURCES OF INFORMATION

EACH PLAINTIFF IS UNDER A CONTINUING OBLIGATION TO UPDATE AND/OR AMEND THIS FORM
AS NEW OR DIFFERENT INFORMATION IS LEARNED OR DEVELOPED.

A. For your current family and/or primary care physician provide the following information:
Name:
Street Address:
City, State, Zip Code:

Approx. Dates of Care:

B. Provide the following information for cach primary care physician, family or general practitioner, and
internal medicine physician who has scen or treated you over the ten (10) years-before your Heparin injury to
the present (excluding the current family and/or primary health care physicianlisted in A above):

Approximate date(s)
Name Address AN of treatment

C. Provide the following information for cach.nephrologist and other kidney or dialysis specialist who has ever
seen or treated you:

Approximate date(s)
Name RIS Address of treatment

N

D. Provide the following information for each endocrinologist who has ever seen or treated you:

Approximate date(s)
Name Address of treatment
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E. Provide the following information for cach allergist, immunologist, and ear, nose and throat (ENT)
specialist who has ever scen or treated you:

Name

Address

Approximate date(s)
of treatment

F. Provide the following information for each cardiologist and heart or chest surgeon who has ever seen or

treated you:

Name

Address

- Approximate date(s)
> of treatment

G. For any other physician or healthcare provider (other than physicians providing psychiatric, psychotherapy,
or psychological treatment) who has treated or seenyou over the five (5) years before your Heparin injury to the
present (who has not already been identified above), provide the following information:

Name

Address

Approximate date(s)
of treatment

Reason(s) for treatment

H. Identify cach hospital, clinic and healthcare facility where you were treated (in-patient, out-patient or
emergency room Vigit) for the five (5) years before your Heparin injury to the present:

Address

Treatment date(s)

Reason(s) for treatment

Name
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I. Identify cach pharmacy, drugstore and other facility that has dispensed medication to you for the five (5)
years before your Heparin injury to the present:

Approximate Dates/Years
Name of Pharmacy Address of Pharmacy You Used Pharmacy

J.  If but only if you claim that you suffered psychiatric, psychological or emotional injuries as a result of taking
Heparin, list each psychiatrist, psychologist and/or social worker from whom you have received treatment
during the five years before your Heparin injury to the present and provide the following information:

Name Address Approximate date(s) " Psychiatric, psychological, or
of treatment emotional condition(s)

K. Provide the following information for cach entity or organization that has provided you with medical or health
insurance over the last ten (10) years.

Approximate date(s)
Insurance Company Address. of coverage Policy type and number

7

L. If you have submitted a‘claim for social security disability benefits in the five (5) years before your Heparin
injury to the present, stat¢ the name and address of the office which is most likely to have records concerning
your claim:

Name:

Strect Address’

City,State, Zip Code:

M. If you have submitted a claim for workers compensation, state the name and address of the office which is
most likely to have records concerning your claim:

Name:
Strect Address:
City, State, Zip Code:
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LIMITED AUTHORIZATION TO DISCLOSE AND HEALTH INFORMATION
(Pursuant to the Health Insurance Portability and Accountability Act “HIPAA” of 4/14/03)

TO:
Patient Name: DORB: SSN:
I, , hereby authorize you to release and furnish to: MRC Medical Rcseal:ch

Consultants copies of the followmg information:

*  All medical records, including inpatient, outpatient, and emergency room treatment, all clinical chatts, reports,
documents, correspondence, test results, statements, questionnaires/histories, office and handwritten notes, and
records reccived by other physicians. Said medical records shall include all information regarding AIDS and HIV
status. 4

*  All autopsy, laboratory, histology, cytology, pathology, radiology, CT Scan, MRI, echocardtogram and cardiac
catheterization reports.

*  All radiology films, mammograms, myelograms, X-rays, CT scans, MRI films, MRA ﬁlms echocardiographic
recordings, photographs, bone scans or images or recordings of any kind, pathology/cytology/histology/autopsy/
immunohistochemistry specimens or slides, cardiac catheterization videos/CDs/filins/reels, and echocardiogram
videos. -

*  All pharmacy/prescription records including NDC numbers and drug inforniration handouts/monographs.

* Al billing records including all statements, itemized bills, and insuranec records.

*  All employment records, wage records, insurance records, Medicaid, Medicare, and disability records.

1. To my medical provider: this authorization is being forwarded by, or on behalf of, attorneys for the
defendants. You are not authorized to discuss any aspect.of the above-named person's medical history,
care, treatment, diagnosis, prognosis, information revealed by or in the medical records, or any other
matter bearing on his or her medical or physical eondition, unless you receive an additional authorization
permitting such discussion. Subject to all applicable legal objections, this restriction does not apply to
discussing my medical history, care, treatment, diagnosis, prognosis, information revealed by or in the
medical records, or any other matter bearifig.on my medical or physical condition at a deposition or trial.

2. I understand that the information in my -health record may include information relating to sexually transmitted
disease, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also
include information about behavioral or‘mental health services, and treatment for alcohol and drug abuse.

3. I understand that I have the right'to revoke this authorization at any time. I understand that if I revoke this
authorization I must do so if wrifing and present my written revocation to the health information management
department. 1understand thic revocation will not apply to information that has already been released in response
to this authorization. (I pnderstand the revocation will not apply to my insurance company when the law
provides my insurer with the right to contest a claim under my policy. Unless otherwise revoked, this
authorization will expire in one year.

4. I understand. that, authorizing the disclosurc of this health information is voluntary. I can refuse to sign this
authorization. I need not sign this form in order to assure treatment. I understand I may inspect or copy the
information) to be used or disclosed as provided in CFR 164.524. 1 understand that any disclosure of
infomiatién carries with it the potential for an unauthorized re-disclosure and the information may not be
protected by federal confidentiality rules. If I have questions about disclosure of my health information, I can
‘contact the releaser indicated above.

5. A notarized signature is not required. CFR 164.508. A copy of this authorization may be used in place of an
original.

Print Name (plaintiff/representative):

Signature: Date:
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