Plaintiff understands that the Medicare Secondary Payer Act (42 U.S.C.
81395y(b))("Act™) applies to any personal injury settlement involving a Medicare
beneficiary and requires that Medicare be reimbursed for any of its conditional payments
made on behalf of the Medicare beneficiary. As part of the Act, Plaintiff may have an
obligation to verify his or her status as a Medicare beneficiary and resolve conditional
payments made on his or her behalf by Medicare, if any. In the event it is determined
that the Plaintiff is a Medicare beneficiary, [Defendant and/or Insurer(s)] may have an
obligation to report the settlement amount and other requisite information to Medicare.
The [Defendant and/or Insurers] will report this settlement as per the Act and all
applicable reporting guidelines provided by the Centers for Medicare and Medicaid
Services (CMS).

If Plaintiff, Defendant and/or Insurers determine that Plaintiff is medical eligible, there
may be a Medicare reimbursement right or an obligation to report the settlement amount
to Medicare. The parties expressly agree that payment of settlement proceeds is not
conditioned upon Plaintiff providing proof that all Medicare reimbursement claims and
obligations have been satisfied. Rather, Defendant and/or Insurers agree to forward the
settlement proceeds to Plaintiff's attorney within the time frame set forth in Case
Management Order #14 once this executed release has been provided by Plaintiff.
Plaintiff's attorney shall: (1) hold all settlement proceeds in a client trust account or
similar account to be used to reimburse Medicare, if necessary; (2) provide Defendant
with a copy of the final demand letter, waiver letter or no-conditional payment letter
issued by Medicare or the COBC; and (3) provide Defendant with proof of full payment
of the final demand as defined in the Case Management Order prior to disbursing to
Plaintiff any proceeds received in connection with this settlement. Subparagraphs 9(a)
through 9(c) of Case Management Order 17 are incorporated herein by reference, and
made a part of this release. As part of this settlement, Plaintiff agrees to indemnify,
defend, and hold [Defendant and Insurers] harmless against and from any Medicare
claims, actions, judgments or settlements asserted by any entity arising from the personal
injuries that are the subject of this settlement, except to the extent of Defendant's active
negligence, including but not limited to Defendant's failure to pay the settlement or
report.



STATE OF MICHIGAN

IN THE CIRCUIT COURT FOR THE COUNTY OF WAYNE

IN RE: ALL ASBESTOS PERSONAL
INJURY CASES Case No. 03-310422-NP
Hon. Robert Colombo Jr.

/

CASE MANAGEMENT ORDER #17

Regarding Requirements of MMSEA Sec. 111
And Medicare’s Right of Recovery

At a session of this Court , in the
City of Detroit, County of Wayne,
State of Michigan on this date:

2010

The Motion for Entry of Case Management Order # 17 having been filed, served
on all Counsel in the above litigation, and heard in open court, with all interested parties
having been given an opportunity to be heard, and in an effort to a) comply with the
requirements of the federal Health Insurance Portability and Accountability Act,
(HIPAA), b) to establish a Social Security Number (SSN) privacy policy as contemplated
by Administrative Order 2006-2 of the Michigan Supreme Court, c) to facilitate the
compliance of the parties to this litigation with the requirements of the Medicare,
Medicaid and SCHIP Extension Act of 2007, (PL 110-173) (MMSEA) Section 111,

(“Section 111"), and to facilitate Medicare’s right of recovery under “Medicare



Secondary Payer” (MSP) rules and regulations, with the Court being fully advised of the
premises for the pending motion:

IT IS HEREBY ORDERED that the Motion for Entry of Case Management Order
# 17 is hereby GRANTED.

IT IS FURTHER ORDERED that the privacy policy adopted by entry of this Order
shall be subject to the following terms and conditions:

Procedures for Distribution of Query and Reporting Information For
MMSEA Sec. 111 Compliance:

1. For Future Filings in Wayne County Asbestos-Related Personal Injury
Actions:

a) Form A — Query Information: In cases filed after the date of entry of this
Order, within 90 days of filing complaint, each Plaintiff shall complete and file
electronically, on Lexis/Nexis or other service as the Court may order, Form
A, attached, enabling defendants to obtain by query to CMS a determination
as to whether Plaintiff is Medicare eligible at the time of the query. No
signature of a Plaintiff or counsel is required on Form A;

b) Form B — Reporting Information: As soon as practicable after receiving a
response to the CMS query, lead defense medical counsel shall electronically
inform all parties of the CMS response on Lexis/Nexis or other service as the
Court may order. Where it has been determined that Plaintiff or Plaintiff's
decedent is/was Medicare eligible, Plaintiff shall complete and file
electronically Form B, attached, (except for information requested in boxes
12, 13 and 100 - 102 on that Form), thus providing all defense counsel with
information necessary to comply with reporting requirements of MMSEA Sec.
111. No signature of a Plaintiff or counsel is required on that form;

c) Form B Filing Deadline — Reporting Inconsistencies: On the due date of
Plaintiff's Discovery Brochure, Medicare eligible Plaintiffs or decedent’s
representative shall complete and file Form B to the extent required in
paragraph (1)(b). This filing will be made electronically, on Lexis/Nexis or
other service as the Court may order. If a defendant intends to report
information that is inconsistent with the information provided by Plaintiff on
Form B, prior to doing so, defendant will reasonably notify Plaintiff of the
information to be reported, and will agree to meet and confer prior to the filing
of the report so as to resolve inconsistencies to the extent possible.
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2. For Cases Filed and Pending Further Proceedings:

a) Cases with 2010 Trial Dates: For cases filed before the date of this Order,
with trial dates scheduled in 2010, each Plaintiff shall provide defendants with
full social security numbers for Plaintiff or Plaintiff's decedent, by way of a
spreadsheet or otherwise, filed electronically, on Lexis/Nexis or other service
as the Court may order, within 30 days of entry of this Order, enabling
defendants to obtain by query to CMS a determination as to whether Plaintiff
is currently Medicare eligible. On or before the trial date every Medicare
eligible Plaintiff or Plaintiff’'s decedent shall complete Form B and file same
electronically on Lexis/Nexis or other service as the Court may order.

b) Cases With Trial Dates In And After 2011, Or Not Yet Scheduled For
Trial: In cases set for trial after January 1, 2011, and other cases pending at
the time of entry of this Order, each Plaintiff or Plaintiff's decedent shall
complete and file electronically, on Lexis/Nexis or other service as the Court
may order, Form A, attached, on the date Plaintiff’'s Discovery Brochure is
due. Form B shall be completed by Medicare eligible Plaintiff's or Plaintiff’'s
decedent and filed electronically, on Lexis/Nexis or other service as the Court
may order, on or before the trial date.

3. Electronic Filing Only: Except as provided in Paragraph 7, below,
filing/distribution of all forms required by this order and all related
correspondence to the parties shall be made electronically only on Lexis/Nexis or
other service as the Court may order so as to limit distribution of Social Security
numbers or other personal/private information to the parties and their insurers;

4. Limited Purpose: The Data Forms are to be completed and served on defense
counsel of record for the limited purpose of facilitating compliance with MSP and
MMSEA Section 111 rules and regulations and not for any other purpose;

5. Other Data Forms Prohibited: The Court is satisfied that these Data Forms are
sufficient to facilitate the determination of the status of a Plaintiff or Plaintiff's

decedent as a Medicare beneficiary, thus precluding the use of any other such
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forms the Defendants might submit to Plaintiff's Counsel for this purpose.
Plaintiffs will not be compelled to complete any forms submitted for this limited
purpose other than the Data Form attached, except upon order of the Court;

. Confidentiality: Plaintiffs, their Counsel, the Recipients of completed Data
Forms, meaning Defendants, Defendant’s insurers, any person or entity defined
as an RRE (Responsible Reporting Entity) under Section 111, and their
authorized representatives and agents), shall not file the Data Forms with this
Court, or in any other state or federal judicial forum, except as provided in

paragraph 7 of this Order, without an order of leave from this Court;

. Permissible Use/Distribution: Defendants’ Counsel are allowed to distribute

completed Forms A & B to their clients and their client’s insurers for their use in
reporting under MMSEA Sec. 111 and for other purposes associated with
facilitation of Medicare’s right of recovery under Medicare Secondary Payer
(MSP) laws and regulations. Attorneys for the parties, the parties themselves,
and their insurers are prohibited from disclosing or disseminating the Data Forms
or the information contained in these Data Forms to any other person or entity
other than the Center for Medicaid/Medicare Services (CMS), or its contractors,
except as is reasonably required to a) effectuate the determination of
Medicare/Medicaid Beneficiary status, b) report as required under Section 111,
or ¢) communicate with the U.S. Government or its designee or to defend any
Medicare recovery claim or fine pursuant to federal statutes, rules and

regulations, including but not limited to MMSEA Section 111. To the extent that



the SSN’s have been used by defendants and their insurers in the past for
purposes of, but not limited to, the monitoring and evaluation of new claims, to
determine, for example, if they have defended a suit or claim made by or on
behalf of the same claimant previously, such use of the data and such practices
shall be allowed,;

. Sanctions for Impermissible Use or Distribution: Unauthorized use or
unlawful distribution of the SSN'’s collected under this Order, or other violations of
this Order, will be subject to penalties that fall within the Court’s contempt
powers, or such other penalties as may issue in further orders of this Court.

Procedures for Protection of Medicare’s Right of Recovery:

. Upon the settlement of a claim, the Court will proceed as outlined in
subparagraphs 9(a) through (c) below, if the parties explicitly adopt those
provisions by reference in their release and/or settlement agreement;

a) Escrow/Trust Account: If Plaintiff, defendant and/or their insurers
determine that Plaintiff is, or Plaintiffs decedent was, Medicare eligible,
Plaintiff's counsel shall hold the net (after distribution of attorney’s fees and
costs) settlement amount pursuant to that agreement in an escrow account,
client trust account or other like account. If there is a Medicare claim that
puts into question the sufficiency of the escrowed or trust account proceeds to
satisfy Medicare’s right of recovery, then Plaintiff's counsel shall return all
attorneys fees paid to it on Plaintiff's case to the escrow or trust account

pending resolution of the Medicare claim;



b)

Payment of Medicare Reimbursement; Release of Funds From
Escrow/Trust Account: Once Plaintiff's counsel has received a waiver, final
demand or no conditional payment letter from CMS, and Plaintiff’'s counsel
has paid the Medicare recovery claim, if any, Plaintiff's counsel may then pay
the net settlements to the client(s) upon providing to defendants a copy of the
waiver, final demand, or no conditional payment letter and proof of payment
of said amount. Proof of payment pursuant to terms of the release and this
Order means a copy of a draft payable to Medicare or its recipient entity with
an amount matching that of the final demand. Plaintiff's counsel may redact
the bank name, routing number, account number and signature from the
check.

Motion For Partial Distribution; Exigent Circumstances: Plaintiff's
counsel may move the court for an order allowing partial distribution of the net
settlement proceeds to Plaintiff(s) in exigent circumstances where Plaintiff(s)
can show that the amount necessary to satisfy Medicare’s right of recovery is
less than the entire amount of Plaintiff's net settlement proceeds. In such
circumstances, Plaintiff's counsel must produce a copy of any conditional
payment, waiver, final demand or no-conditional payment letter from CMS as
may exist in order to evidence the extent of Medicare’s right of recovery. If
this Court allows a partial distribution to Plaintiff from the escrow or trust fund,
prior to the full and final satisfaction of Medicare’s right of recovery, and if

there arises a Medicare recovery claim that puts into question the sufficiency



of the remaining escrow or trust account proceeds to satisfy Medicare’s right
of recovery, then Plaintiff shall return all monies received through any order of
partial distribution by this Court to the escrow or trust account pending
resolution of the Medicare recovery claim.

10. Where Plaintiff Is Not Medicare Eligible: In cases where at the time of
settlement the parties agree that Plaintiff or Plaintiff’'s decedent is not or was not
Medicare eligible, the net settlement proceeds do not need to be held in escrow
and may be distributed in accordance with other provisions of the Case
Management Order and Wrongful Death Act where applicable.

11. Untimely Settlement Payments By Defendants: In the event a defendant fails
to submit the settlement proceeds consistent with Case Management Order No.
14, in addition to the interest which shall accrue on the settlement proceeds,
defendant will also be responsible to reimburse Plaintiff for any interest, costs
and penalties which accrue on Plaintiff's Medicare recovery claim due to the

defendant’s late payment.

CIRCUIT JUDGE



4_1&3‘\9 ru; ¢

:?((}mw

FE E @ Ssepns,
IN THE CIRCUIT COURT TN
THIRD JUDICIAL CIRCUIT APR 01 2010
MADISON COUNTY, ILLINOIS
CLERK QF CIRCUIT COURT -
IN RE: ALL ASBESTOS LITIGATION ) M,I;',:?S&”%‘Ejﬁﬁ‘fﬂgm
FILED IN MADISON COUNTY )

Order re Medicare Reporfing in All Ma dison County Asbestos Cases

To assist all parties in compliance with MMSEA Section 111 reporting, this Coutrt heteby
orders as follows:

(8} No later than the date that plaintiff deposits answers to intetrogatories in the
CRD, plainiiff will complete and deposit the CMS Form (“Form A-1*)(or
such new or amended form as CMS may provide) and the authorlzation
(*Form A-2") in the CRD, No tiial setiing will be given prior to such proper
completion and deposit of this Form in the CRD. |

(b) Ior all cases in which plaintiff has already deposited answers to
interrogatories in the CRD and has a trial setting prior to June 30, plaintiff
will within 30 days from the date of this Order or 7 days before trial,
whichever is eatlier, complete and deposit the Form A-1 and Form A-2 in the
CRD. For all other cases in which plaintiff has already deposited answers to
intexrogatories in the CRD and has'a trial setting, plaintiff will within 90 days
from the date of this Order complete and deposit the Form A-1 and Form A-2
in the CRD, This paragraph (b} is subject to Illinois Supreme Court Rule
201(K),

(¢) As a condition of any settlement, plaintiff will promptly complete in full and
return the Reporting Form (“Foim B”) to settling defendant along with the
release or settlement agreement. No settlement is final and enforceable nntil
fhis Form B is completed. Except fo defend against a claim of lien or fine,
alleged, potential or otherwise, relating to Medicare reporting or Medicate
payments or liens, any completed Form B will be held confidential by
plaintiff(s) and defendant(s), its insurers and re-insurers and their attorneys
and will not be used or admissible in evidence in-any proceeding or discovery.
Form B will be signed by at least one connsel for plaintiff and will state that
the signature of the attorney constitutes a certificate by him that he has rcad
the information supplied in this Form and that ail information stated therein is
well grounded in fact to the best of his knowledge, information and helief
formed after reasonable inquiry, If defendant intends to report information
that 1s inconsistent with the information on Form B, prior to doing so,
defondant will reasonably nofify plaintiff of that information to be reported.

. This pavagraph will appl}.r only to settlements after the federal
government/CMS requires reporting under MMSEA. Section 111,

(d) Plaintiff(s) need not provide any written answers to any interrogatories or
requests for admission or, unless otherwise agreed by the parties, complete
additional forms to p10v1de information to comply with or assist in

I InRe All



compliance with reporting requirements nuder MMSEA Section 111, This
paragraph (d) of this Order does not préciude any discovery that is relevant,
material or discoverable for any reason unrelated to the reporting
requirctnents of MMSEA Section 111 and does not preclude ‘any cottracts or
agreements including but not limited to those intended to protect ot provide
for the satisfaction, discharge or release of any Medicare lien.

(e) As soon as practically possible after first learning the smount of any Medicare
lien, plaintiff will deposit in the CRD a document showing the initial amount
of the Hen as olaimed for Medicare benefits, Plaintiff wiil deposit in the CRD
verification showing satisfaction, discharge or releage of the Medicare lien
within a reasonable time afier such ocours, _

(f) Although this-Courtis net requiring use of the agreements which are the
subject of this patagraph (f), this Court encoutages the patties to use
agreements such as Forms C-1 and C-2 to protect Medicare liens and regards
such agreemenits as an acceptable way for the parties to settle cases and
provide for the protection of Medicare liens, This Court also regards it as best
practice that the release or settlement agreement should state in some matner
that settlement funds may need to be held by plaintiff’s counsel.

(g) This Order is subject to revision as the statutes, rules, regulations and
practices of the federal government and CMS may change ot become more

defined. \ .
(h) U he o o ln”
Entered this first day of April, 2010, M e . Q [

(:z W The i " el ”

Judge &

APR 01 2010
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FORM A-1

Page 4 of 2

The Cenlers for Medicare & Madleald Sarvices (CMS) (s tha federa] agenoy Ihat oversess lhe Madicare
Fdrngrnm, Meny Madlcare benaliclatas hava olher Insurance th addilen to thelr Madicers benefila, Eomalimes,
odleare le supposad lo pa{ afler tho ofher InsUrance, However, If certain elher Insuranca dotays paymant,
Madlcare may maks a “candillone! payment” so aa not le Inconvanlence the banaficiary, and recover sffer the
offier Insuranes pays,
} . Sealloy 111 of the Medlaare, Madloald and SGHIP Extenslon Aot of 2007 (MMSEA), 2 new fadarat lav
that bocame effastiva January 1, 2008, requires that Hablily Insurera {Insluding ssif-Insurers}, no-fault naurera,
and workers' compeneallon plans report specifio Informatlon about Medlcare beneflalaries wite have olhar

Ineuranse aoverago, This reporting Is to assist OMS and olher surance plans to properly coordinate paymsnt |
‘E prop

of beneflls ameny plans so thal your ¢laims are paid prompily and eorreclly, -
Wa ara asking you lo lhe anawer tha quastons below so (hat we may comply with this law,

Please ravlew this plcture of the

Medleara sard ta determine It you ,3&.'5.}2‘;5‘3:35““""“*’“"‘“%'
have, or hava ever had, a slmllar "*a'f:a*ﬁ.'u"ssw” "}ﬁb““
Madleare sard, "ﬁﬂﬁiﬁﬁrﬁ'ﬁﬁ B e
$ AT 1R
-ty
¥k Hoe T
Bastlon )
_Ara you prosently, or ave you ever kaan, entolled in Medicare Part & cr Pait B7 _ aYey oo
It D) A liyelE e aaniter el P R e oo
Rl G A Elaasa R B I SKaC - b7 e PR Y RGN OF M e My A v e blaT i e e Sy el

Madlenre Glaim Numbar:

Bocial Seoorlly Number:

2l |
[TEEET T T T Timoiomivens L1 LTI
HRENERR &

1w

I' oFemsals , oiMsle

{if Medigara Clabn Number ls Unavalioble}

Beciion 1]
| uhdarstand that the Informallen requosted Is to asslst the raquesting insurance arrangement ts accurataly
caotdinate benafia wilh Modisare and o meel its mandatory raporting obligalions under Madloare faw.

Clalmant Name {Please Prinf) Oalm Nunber

Nama of Parsan Completing Thia Form JE Clalmant ls Unable (Please Print)

Signalure of Paroon Gompleting This Form Date

Ifyou have completed Sectlona L and Il ahove, stop here, If you ara rsfiiaing 1o provida the Infarmation
raguested [ Secllons | and I, prossed tn Saction Jil.




FORM A-1
Page 2 of2

Bection il

Clalmant Name (Please Pring) ‘Claim Number

For fhe reason(s) lisled befow, | hava not provided the information requasted. ) understand that if  am &
Madicare beneficiary and [ do not provide 1he raquasted Information, 1 nay be violaling obligationa as a
beneficiary to assist Madicare in coordinating bensfils to pay my olaims correctly and promplly.

Reason(a) for Rofusal to Provide Reguoated Information:

Slgnature of Peraon Completing This Form Date



© Form A2
Authorization to Release Information

‘NAMIR:
(if ﬁpp]icnble, exactly as shoywn on your Medicare caxd)
SOCIAL SECURETY NUMBER:
MEDICART NUMBER (HICN):
(if applicable, the number on your Médicare card)
DATI OF BIRTH:
DATE OF INJURY/ILLNESS:

In. compliance with the Federal Privacy Act of 1974 and the HIPAA Pyivacy Ruile, the
undersigned awthorizes the Centers for Medicars & Medicaid Services (CMS), and their
contractors, to release to

“or its/their designee(s), agent(s) and repwaentatwe(s) {oollectively “the Company®) auy
and all information concerning conditional payments made by Medicare resulting from
the personal injury/illness, which occurred/was diagnosed on or about the date listed
above.

The undersigned also hereby authorives the Company to disclose my personal-
information (including but not Hmited to my Soctal Security number) and information
related to my injury/illness and any seftlement for the specified injury/illness to CMS and

1t4 contractors:

The vndersigned also hereby aunthorizes the Company to disclose my Sooclal Security -
mumber to the Social Security Administration to determine social secunty benofits (for
the purposes of determining Medicare eligibility).

This form expires in thiee yeals from the date of execution; however, T understand that I
may revoke this “Authorization to Release Info1manon” at any time. ‘

SIGNED: DATE:



FORM B

MEDICARE CONFIDENTIAL REPORTING INFORMATION FORM

Pursuant to Section 711 of the Medlcare, Medlcald and SCHIP Extenslon Act of 2007

Case Name:

lcase Number:

isthe injured parly presently or has he/sha evar quallfied for of been enrollad In Madicara Part A or B?

[CiYes

71 No

Section

' | ALLEGED INJURED PARTY INFORMATION (ifpariy fs DECFASED, also complete Section F}

plzase see footnote at bollem of page

A4, Medlcare Clalm Number
{also known as HICH)

5. Social Sacurlty Numbert

6, injured Party Last Name: -
(Please print name exnctly us It appears on Soclal Securlty card,}

7. Injured Party Flrst Kame:

{Plansa print nane exactly ns it appears on Soclal Securlly card }

8, Injured Party Middle Namp:
{Please print nome exactly as it appears on Saclal Secorlty cavd.)

9, Gendart

[ Male

[ Female

10, Date of Birth:
{MM/DDIYYYY)

Decaased?

I Yes [ No

B ALLEGED INCIDENT INFORMATION

antffor premises,

12, CMS Date of Incident: Plense state the Hate of accidant ot date of lirst exposure, Ingestion, Implantation with respact to sattling defendant’s product

73, Indtsley Date of incicdentt Please state tho date of accldent or date offast exposure, Ingestlon, or Implantatlon with raspect to settling dafendant's
product andlor premlises,

15, Alleged Cause of Injury, fliness or Incldant: Planso state The allegadt catisa of Infury, Incldent or ilfness and the 1CD-9-CM {Internatlonal Classification of
Diseases, Ninth Ravision, Clintcal Modiflcation code{s)) with respect to the sama,#*2*

17, Stata of Venua

10, 1CD-0 Dlann osls Cote 11 Flease provide valld ICD-0 Codes foF ahy mjury oF liness youl allege arose from tha allegations
made agalnst settfing defendant, NOTE; separate |CD-9 codes are required for each hody part youassert

was/ls affected, ¥*

21,icp-0 Dlagnosls Code 2;

23, [CD-9 Diagnosls Cade 3;

25, 1CD-9 Dlagnosis Coda 4t

27, 1C0-8 Diagnosis Code 5t

24, 1CD-9 Dlagniosls Code 6t

91, 1€ Diagnosls Cade 71

33,1CD-9 Diagnhosls Cotle &

35.1€D-9 Diagnosis Code &

37,1€D-2 blagnosls Code 10

39, ICD-9 Dlagnosis Coda 111

41,1€D-9 Dl'agnasts Code 12¢

43.1CD-9 Dlagnosis Code 13t

45, 1¢0-9 Blagnosis Code 14

47, 1CD-9 Dlagnosis Cotla 15

49. ICD-9 Diagnosis Code 161

51.1Cb-9 blagnosis Cotla 173

53, [CD-9 Dlagnosis Coda 18

55, 1CD- Dlagnosls Cods 191

57, Description of ilness/Infury (Fras Form Text Dascrlption}s ***

MIMBERS REFLECT CLAIM INPUT FILE FIELD NUMBERS AS SET FORTH N VERSION 2 OF THE OFFICIAL NGHP USER GUIDE
=% CL AIMS SUBMITTED PRIOR TO 1/1/11 MUST PROVIDE EFTHER: (1) BOTH A VALID ALLEGED CAUSE OF INJURY, INCIDENT OR ILLNESS CODE (FIELD 15) AND ATLEAST
ONEVALID DIAGNOSIS CODE IN THE [CD-9 DIAGNOSTIC CODE 1 (FIELD 13) OR THE DESCRIPTION OF INJURY ILLNESS (FIELD 57)

CLAINS SUBMITTED ONORAFTER 1/1/11 MUST CONTAIN BOTH THE AlL

CODE 1 (FIELD 19).

EGED CAUSE OF INJURY, INCIDENT OR (LLNESS CODE (FIELD 15) AND THE [CD-8 DIAGNOSTIC

+E{ELD 57 15 REQUINED THROUGH 12/31/10 I NO ALLEGED CAUSE OF INJURY, INCIDENT OR !LLNESS CODE {FIELD 15) O NO [CD-9 DIAGNOSTIC CODE 1 (FIELD 19)

IS PROVIDED,

meeTHE CHRRENT LIST OF VALID CODES ACCEPTED BY CMS FOR SECTION 111 REPORTED MAY BEFQUND AT:

werancmshhs.gowICOSProviderDiagnositcCodes/06_codes.asp. :

The tnfosmation In this form Is o ba held confidentlal and not Used In discovery of In any procaeding In evidence arothetvilse, except to commalnicate with the Page 1 6f 13
1.5. Governient or Its deslgnee or to defend sny clatm o len or fine pursuant to Medleare statutes, rufes and regulatlons Including MMSEA Sectfon 111,




FORM B

CasaNarhey Case Number:

[T IR | ALLEGED INJURED PARTY'S ATTORNEY OR OTHER REPRESENTATIVE INFORMATION

84, Representative Type (please chack one):

[ A=Attorney [T} G=Guardian/Conservator [7; P=Power of Attorney [ O=Other
85, Representativa Last Namet 6, Representative Flyst Name: 87, Reprosuntative Firm Namer
88, TINEIN, §f Firm Entity; Soclal Securlty Number {89, Malling Address:
IFindividual '
91, Clty 92, Statet 83, 2ip Code +h a5, Phone; 96, Ext, (Ifany)t

ame of Settling Defendant:

-Wmmmammponmmm -
N : 100, Date of Settlement: - 101, Amount of Sattlement: -

102, Funding Defayad Deyond TPOC {actual or estimated data of fundingh

f understand that the Information requested is to assist the requesting insurance arangement to accusately coordinate beneflts with
Medicare and 1o meet jts mandatory reporting obligations under Medicare Jaw.

Name of Attorney representing Plalntiff/Clalmant Date Printed Name

{The signature of tha attorney hergto constitutes
a cartiflcate by him/her that he/sha has yead the
Information supplled in this Form and that all
Infarmation stated thereln Is well grounded In
fact to the tha best of his/her knowladge,
Informaiton ant belief foymad after reasonable
Inguiry)

Iyou have completed this page in its antirety and Alleged lnjqred?artyfn Section A ls not deceased, stop here,

Page20f 13




FORM B

EGuse Namet

Case Number:

ATTENTION
If Alloged Injurad Party Is NOT DECEASED and you have completed Page 1 & 2, you may stop hera,

. Please contlnue te Section B (Claimant informatlon) only If Alfeged Injured Party n Sactlon A ls deceased,
Atfaast Clalmant 1 Informatlon Is required if Alleged Infured Party is deceased,

Page3af13



FORMB

Case Name;

Case Numben

- BRI ) \(VIANT INFORMATION (Use only If Alleged Injured Party In Section A ls deceased )

LA PELTEE

104, Clalmant Relatfonshig fo
Alleged Injured Party:

e LR L i

[ jE=Estate {individual)
[1F=Famlly {(individual)

e

l!_ﬁi{t’ll-

[ X=Estate(Entity) [ }O=Other (individual)

[ Y=Family (Entity) [_|Z=Othet (Entity)

105. TINJEIN, i Entilys Soclal Security Number, IFIndlviduall

106. Claimant Last Name;

107, Claimant Flest Names:

108, Clalmant Midcdle Inltlal;

109, Clalmant EnlltyiOrganIcatfon Namet

110, Malllng Address:
112, Clty: 113, Statat 114, Zip Coda +4 116, Phonot 197, Ext: {if any):
1 19}Clalmant Reprasontative r A=Attorney 7] P=Power of Attorney

ypa:

E G=Guardian/Conservator

[7) O=Other

120. Clalmant Representative Last Name:

121, Clalmant Representative First Nama:

122, Claimant Representative Firm Mame:

123, TINJEIN, I Flrm/Entity) Soclal Securlty &, if Individuak

124, Representaillve Malling Addresss

126, City;

127, State; 12

¥, ZIp Code 14

130, Phones

131, Ext. ({if any)t

“Cottnsel for Clalmant 1

{The slgnature of the attoraoy harato constitutes
a cartificate by him/har that he/she hasrazd the
Informatlon supplled in this Form and that all
{nfarmation stated thavaln Is well grotinded in
fact tp the the best of hisfher knowledge,
fnformatlon and hellef formed after reasonable

Ingulry.)

Date

Printad Name

Page 4 of 13




FORMB

Caza Hamat . . Casa Numbar:

'M-Cfﬁimantﬂafaﬂunshlpto ' 0 E=Fstate (lndividunl ‘ X—-Estate Entit, o= om ndividual
Alleged Injured Party: [[]E=Estate in a} L_ ( o O arndividual)
[ E=Family {individual) 7] Y=Family (Entlty) ["}Z=Other (Entity)
AB, TIN/EIN, If Entlty) Soclal Secarity Number, If Indlviduak A9, Claimant Last Name!

A10, Claimant Flrst Name! A11. Clalmant Middle Inltlal:

A12, Clalmant Entity/Organlcation Name:

A13, Malling Addressi
A5, Citys ’ A6, Stater ATF.7ipCodaid  JA19.Phone: 220, Ext, [T any):
Mz_}c'“'mﬂ“t Representative [~ A=Attorney [T} P=Power of Attorney
ypa!
[ G=Guardian/Consarvator [} 0=0Other
A23, Cinlmant Representative Last Nomaet A24, Clalmant Reprasentative First Name: A25, Claimant Reprasantatlva Firm Name;

AZ6, TINEIN, ¥f Flem/Entity; Soclal Sacwilty #, If Individuali [A22, Representativa Maling Address:

A29, City; A30,5tate:  |A3Y,Zip Code 44 A33, Phonet A34. Ext, {If any}:

Counsel for Clalmant 2 Date printed Name

{The signatura of the sttorndy heretd
constitutes a certificate by hilm/her that he/she
has read the Informatlon supplled in ¢his Form
and that all Informatton stated thareln is well
grounded In fact to the thie best of his/her
knowladge, Informat{on and bellef formed
after reasonable ingulry)
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FORMB

CaseName: Casa Numbern

Section F conitnued CLAIMANT INFOHMATIGN ste anMfAHegedm}uredParly!nSecﬂonA 15 decensed.}

T[] NeEstate (Entity) [jo_orherundaumuan

A36, CIaImantRelaﬂanshlp to I E—Estata (Indlvldual}
allaged Injured Party:
[ FeFamily (individual) D Y=Family (Entity) [ jZ=Other{Entity)
A37. TINJEIN, if Entity; Soclal Security Number, If Individuals 38. Clalmant Last Nama:
A39, Clalmant Flrst Namet A40, Clalmant Middle inltials
A4, Clalmant Entity/Organlcation Namer “
A42, Malling Addresss
Add, Cliy A4S, State: A4G, Zip Coda +4 A48, Phonet A49, Ext. (If any):
Ast 1-‘;’,"';“’*“‘ Reprasentative |~ A=Attomney [ | P=Power of Attorney
e
[~ G=Guardlan/Conservator [Ty O=0ther
A52, Clalmant Represontative Last Name: A53, Clafmant Representotiva First Nﬁme: A54. Claimant Representativa Flrm Name;
ASS5, TINJEIN, If Firm/Entity; Soclal Sacurlty i, If Individuals  |AS6. Representative Maliing Address:
A58, City; A59.Stater  [AGO, Zip Code +4 A6Z, Phone) AG3, Ext, {If anyh
Counse! For Claintant 3 . Date Printad Name

{Tha slgnatura of the attorney hereto constitutes
a certificate by him/her that hefshe has read the
infarmation supplied Jn this Form and that all
Information statec theraln Is wall grounded In
fact to tho tho bast of histher knowledye,
Information and ballef formed after raasonabla

ingulry.)
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FORM B

Case Name; Case Nuimmber; -

Sectloi F.eontinued &

r[ XeEatate (Entity ;:o..omer(indiu.duan

A65, Clalmant Relatlonthipte DE-—Estata(lndluldual)

Alleged Injured Party:
[JF=Family (individuall |7} Y=Family (Entity} [ _jZ=0ther (Entity}

“|AGE, TINFETN, if Entlty: Sodal Securlty Number, If Individual: 67, Clalmant Last Namer ‘ . :
A6, Clafmant Flvst Name: . A69, Clalmant Middle Inltlal
A70, Claimant Entity/Organication Names
A71, Malilng Addrass:

A73 Clty . A74. Seate A75, Zip Coda+4 A77.Phonet A78,Ext (If any):
Aaﬁ‘;;‘.lalmant Representative [ A=Attorney [ 1 P=Power of Attorney .
pes : .
[ G=GuardianiConservator ] 0=0ther
AB1, Clalmant Representative Last Namps A82, Clalmant Representative First Name: A93, Clalmant Representative Firro Name:

84, TINJERN, IF Fim/Entity: Soclal Security &, IEindividual {AB5. Represeptative Malling Addrass!

ABT, Cltyr AD6, Stater  1AB9.Zip Code4d A91,Phonet AS2,Ext, {If anyh

Cotmsol for Clahinant 4 “Pate Printed Name

{The signature of the aitorney hereto consfitutes
a cortificate by him/her that he/she has read the
Informatipn suppHed In this Form and that all
information stated thereln fs well grounded in
fact ta tha the best of his/her knowladge,
information and hetlaf formed after rensonable

Ingulry.)
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FORM B - DEFINITIONS

The fellowiing deflnitions are provided to assist In the completion of the MEDICARE MANDATORY REPORTING INFORMATION FORM,

# |Fleld Name / Quastion: Deflnitlon:
4 |MEDICARE CLATM NUNBER “IPrevide Alleged Injured Party’s Madlcare Health Insurance Clalm Nurmber (If one has been fssued),
{HICN) This number can be found on Medlcare Card if avallable,
5 |SCCIAL SECURITY NUMBER Provide Alleged Injured Party's Soclal Securlty Numberlr Medlcare Clalm Number (HICN} s not
avallable,
6 [LASTHAME Provide last name ofAIIEQed Injured Pany EXACTLY AS IT APPEARS ON SOCIAL SECURITY CARD
or Medicare Carel I avallable.
7 |FRSTNAME ; Brovidé fNirst nome of Alleged Injured Parly EXACTLY AS IT APPEARS ON SOCIAL SECURITY CARD
or Medicare Card If avallable,
8 (MIDDLE INITIAL Provide middle initial of Alleged Injured Parly EKACTLY AS IT APPEARS QN SOCIAL SECURITY
CARD or Medlcare Card if avallable,
o lGENDER Imdlcate Alleged Injured Parly's gender by selecting MALE or FEMALE,
10 [DATEOF BIRTH Provide Afleged Injured Party's Date of Bivth.
DECEASED? Indlcate If tha Alleged Injurad Party Is deceased by selecting YES or NO.
12 {CMS DATE OF INCIDENT Provide Date of Incident (DO}, DO a$ deflned by CMS: Foran automoblle wreck or other accldent,
the date of Incident Is the date of the accidant. For clalms Involving exposure {Including, for example,
orcupational disease and any assoclated cumulative injury} the DOL s the date of FIRST exposure. |
For claims Involving ingestlon {for example, a vecalled drug), Itts the date of FIRST Ingestian, For
clatms Involving Implants [t 1s the date of the Implant {or date of the flst implant if there are multiple
triplants).
13 jINDUSTRY DATE OF INCIDENT Provide Industry Date of incident (D01} routinely used by the insurance/workers' compensation
Industry;
For an automobile wreck or other accident, the date of incldent |s the date of the accldent. For clalms
Involving exposure, or Implantation, tha date of Incident s the date of LAST exposure,
Ingesﬂon,or Implantation.
15 |ALLEGED CAUSE OF INJURY, ILLNESSOR  [Clahus submitted prior ta 3717171, Clalmant must provide efther: 1) both » valld Alleged Cause of Injury, Incldent or
INCIDENT lliness Code (Field 15) antl at least one valid iICD-9 Dlagnosis Cade (Fléld 19) OR 2} the Description of lliness/injury
(Fleld 57). Clalms submitted on or after 1/1/11, Claimant must provide both a valld Alleged Cause of njury, Inckdent,
orlliness Code (Fleld 15} and a [east one valld ICD-9 Dlagnesis Code. A description of Hiness/injury {Fleld 57) will
nat be accepted on oraftar 1/1/11,
17 |STATEOF VENUE Provide the US postal abbroviation corresponding 1o the US State whose state law controls resolution
of the clalm,
Use "US® where the clalm Is a Faderal Tor Clalms Act liablfity Insurance matter or a Federal workers®
compensatlon ¢latm,
19 [[cD-9 DIAGNOSIS CODE 1 [International Classifcation of Diseases, Ninth Revislon, Clinlcal Modification) « Must be on ihe current Fst of valid
codes accepted by CMS fotnd at wwawems hhs.gov/ICD9ProviderDiagnosticCodes/06_codesasp. At least one vaild
dlagnostic cede miust NOT be on the [Ist of insufficient ¢odes ffound In Appendix H to the NGHP User Gulde, V. 20,
and NOTand E or aV Code).
21 [ICD-9 DIAGNGOSIS CODE 2 See explanation for Fleld 19,
23 {lcn-9 DIAGNODSIS CODEA See explanation for Fleld 19,
25 JICD-3 DIAGNDSIS CODE 4 See explanatlon for Field 19.
27 [{C0-9 DIAGNOSIS CODE S Sea'explanation for Flefd 19,
29 [ICD-9 DIAGNOSIS CODE 6 See explanation for Fleld 19,
31 JICD-0 DIAGNOSIS CODE7 Sea explanatlon for Field 19,
33 [ICE-9 DIAGNOSIS CODES See explanation for Field 19,
35 |ICC-9 DIAGNOSES CODES Sea explanation for Fleld 19,
37 [ICD-5 DIAGNOSIS CODE 10 Sea explanation for Fleld 19.
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FORM B - DEFINITIONS

{ACUTAL OR ESTIMATED DATE OF

FUNDING)

# |Field Name/ Question; Definitlon:
39 [ICD-9 DIAGNOSIS CODE 11 See explanation for Feld 19,
- 41 |ICD-9 DIAGNOSIS CODE 12 See explanatton for Field 15,
43 |ICD-9 DIAGNOSIS CODE 13 Sea explanation for Fleld 19,
45 {ICD-8 DIAGNOSIS CODE 14 Sae explanation for Fleld 19.
47 [ICD-9 DIAGNOSIS CORE 15 See explanatlon for Fleld 19,
49 [iCD-9 DIAGNOSIS CODE 16 See explanatlon for Fleld 19,
' 51 [ICG-9 DIAGNOSIS CODE 17 . |5ee explanation for Field 19,
53 [ICD-9 DIAGNOSIS CODE 18 Sea explanation for Fleld 19,
55 [ICD-9 DIAGNDSIS CODE 19 Sea explanation for Field 19,
57 |DESCRIPTION OF ALLEGED Enter a free-form text descriplion of alleged Iliness or injury.
ILLNESS OR [NIURY Include deseription of major bady part allegedly Injured (e.g. head, arm, leg, ete) and causa of
alleged [liness/infury,
84 |REPRESENTATIE TYPE fndlicate the type of representative that the Alleged Injured Party has, Select from the options
provided:
A = Attormey
G = Guartlan/Conservator
P = Power of Attorney
0= Other
Bfank=None
If Alleged Injured Party has more than ane representative, provide attarney Informatlon if avaltable,
B5 |REPRESENTATIVE LAST NAME Provide Lest Name of Representative,
86 [REPRESENTATIVE FIRSYNAME Provide First Nama of Hepresentative,
87 [REPRESENTATIVE FIRM Provide the Name of tha Represeniative’s Flrm,
NAME
af [TIN/EIN, IF FIRMJENTITY; Provide Alleged Injury Party’s Representative's Federal Tax [dentiftcation Number (TIN). If
SOCIAL SECURTY NUMBER reprasentativa |s part of a firm, supply the Arm's Employer Identiffcation Number (EIN), othenwlse
fiF INDIVIDUAE -~ supply the reprasentative's Social Security Number (S5N),
85 IMAILING ADDRESS Provide malflng address for the alleged Infured party's representative named above,
91 |CITY Provide malllng address clty for the alleged !njuréd party's representative named above,
92 ISTATE Pravide maliing address state for the allaged Injured parly’s representative named above.
93 [ZiP CODE-+4 Provide malling address zip code for the alleged Injured party's representative named above. Include
Zlp+4 code If known; If not known enter 0040,
95 |PHONE Provide telephone number of zlleged Injured party’s representative.
o8 [PHOME EXTENSION, iF ANY Provide telephone extenston of alleged InJured party’s representative, If extenslon Is avaliable,
NAME OF SETTLING DEFENDANT Refer to Section 13,
. | 100 [DATE OF SETTLEMENT Date the Release is signed unless court approval s required - then It |s the later of the date the Release Is signed or the
date of courtapproval. If there Is no written agreement, then itfs the date of payment.
107 JAMOUNT OF SETTLEMENT Refer to Section O,
102 [FUNDING DELAYED BEYOND TROC IFfunding for the TPOC [s defayec, provide actual or estimated date of funding.

Page 9of 13




FORMB - DE_FINITIONS

CLAIMANT'S RELATiONSHIP

TO ALLEGED INJURED PARTY

Definition:

2 T H-ﬂ " 1! o 4 q R = Tt - =
Ind}cate felaﬂonshlp of the cfalmantto the aileged Injured party/Niedlcare beneﬂciary by selecﬂng
from the aptlons provided:
E =Estate, Individual Mame Provided
F = Famlly Member, Individual Name Provided
O = Other, Individual Name Provided
X = Rstate, Entity Name Provided {eg, *The Estate of John Doe®)
Y = Fanilly, Entity Name Provided {e.g. "The Famlly of John Doe®)
Z =Other, Entity Name Provided (e.g. "The Trust of John oe")
Blank =Notapplicable {rest of the sectlon will be lanored)

105

TIN/EIN, IF ENTITY;
SOCIAL SECURITY NUMBER, -
IF [NDIVIDUAL

Pravide Clatnant's Saclal Security Number (S5N) i IndIvidual or Federal Tax Identification Number
{TIN)/Employer Identification Number (EIN) If clalmant is an entity.

106 [CLAIMANT LAST NAME If claimant is an Individual {clalmant relatlonship 1s E''F, or 'O, provide last name.
1167 [CLAIMANT FIRST NAME {Ir clalmant 1s an Individual {elaimant relatlonship 1s '€°'F, or 0, pravide flrst nama.
108 [CLAIMANT MIDDLE INITIAL i clatmantls an Tndividual {clajmant refationshipis "B/, or '07, pravide middle Inltial.

109

CLAIMANT ENTITY/ORGANIZATION
NAME

I clalmant Is an entity or organizatlon (claimant relationship s %', 'Y, or '2Y), provide entlty name; e.g.
“The Estate of John Doe®, "The Family of John Dog" “The Trust of John, Doe®; etc,

Provide malling address for chaimant,

FIRM NAME

110 [MAILING ADDRESS
112 [CITY Provlde malling address city of the clalmant.
113 |STATE Provide maiiing address state of the clalmant.
114 JZIP CODE +4 Provida mafling address 21p code for the claimant, Indlude Zip-+4 code If avallable,
116 [PHONE Provide telephone number of the clalmant.
117 JPHONE EXTENSION, IF ANY Provide telephone extenslon of clalmant, If extenslon s avallable,
119 |CLAIMANT REPRESENTATIVE Indicate the type of represntative the clalmant has by selecting from the optien types provided:
TYPE A = Attorney
G = Guardian/Conservator
P = Power of Altomey
O =0Other
Blank = NotappHeable {rest of the sectlon will be lgnored)
120 |CLAINMANT REPRESNTATIVE Pravide the Jast name of the Clalmant’s Reprasantative,
LAST NAME
127 |CLAIMANT REPRESNTATIVE Provide the first name of the Clalmant’s Representative,
FIRSTNAME
122 |CLATMANT REPRESENTATIVE Provide the Name of the Claimant's Representative's Firm or Entity.

123

TINJEIN, IF-FIRM/ENTITY; SOUAL
SECURITY NUMBER, IF INDIVIDUAL

Clalmant's Represantative's Federal Tax Identiffeation Number (TIN). [frapresentative Is part of a flrm, supply the flrm's
Emplayer ldentification Number {ETN), othenwise supply the tepresentative's
Soclal Securty Number (SN}

124 [REPRESENTATIVE MAILING Provide malling acdress for the claimant’s representative,
ADDRESS

126 {CiTY Provide malling addréss clty for tha clalmant’s representative,

127 ISTATE Provide malling address state for the clalmant’s representative,

128 |ZiP CODE+4 Provide malling address zIp code forthe clalmant’s represantative,

130 [PHONE Provide telephone number of the clalmant's representative,

131 |PHONE EXTENSION, IF ANY
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FORM B - DEFINITIONS

# IFleld Name / Questlon: Definition:
A7 [CCAIMANTS RELATIONSHIP |indlcale Telalionsnip of the clalmant to the alleged Injured party/Medicare benellclary by selecting *
TO ALLEGED INJURED PARTY from the options provided;
E = Estate, Individual Name Provided
F =Family Member, Individual Name Provided
0 =0Other, Indlvidual Mame Provided
% = Estate, Entity Name Provided {e.g. "The Fstate of John Dog"
Y = Family, Entity dame Provided {e.g. "The Family of John Doe™
7 = Other, Entlty Name Provided {e.g, *The Trust of John Doe®)}
Blank = Notappllcable (rest of the section wiil ba fgnored)
As ITINJEIN, IF ENTITY: Provide Clalmant's Social Securfty Number {SSN) IF individual or Federal Tax Identificatlon Number
SOCIAL SECURITY NUMBER, (TIN)/Employer Identification Murmhber (EIN}If clalmant §s an entity.
IF INDIVIDUAL
A9 [CLAIMANT LAST NAME I claimant [s an Individual {chalmant refationship Is 'EY'F, or ‘0% provide fast name,
A0 [CLAIMANT FIRST NAME it clalmant Is an Individunt (clalmant relatlonship Is 'EE, or "0, provide first nama,
ATT|CLAIMANT MIDDLE INITIAL i clalmant s an Individual {clalmant refatlonship Is 'E''F, or '0Y), provide middle Initial.
A12 [CLAIMANT ENTITY/ORGANIZATICN IF clalmant 1s an entlty or organization {clalmant relatlonship Is %, Y*, or '), provide entity name; e.g.
NAME “The Estate of John Doe®, "The Family of John Dae®, "The Trust of John Dae’ etc,
A13 [MAILING ADDRESS Provide malflng addrass for elaimant,
Al5{TY Pravide malting address clty of the clatmant,
A16[STATE Provide malling address state of the claimant.
A17 [ZiP CODE +4 Provide malling address Zip code for the claimant. Include Zip +4 code If avalable.
A19 [PHONE provide tefephone number of the claimant.
A20 [PHONE EXTENSION, IF ANY Pravide telephonie extensfon of clalmant; If extenslon |s avallable,
A22 |CLAIMANT REPRESENTATWE fneicate the iype of represntative the claimant has by selecting from the option types pravided;
TYPE A = Attorney
G == Guarcdlan/Conservator
P = Povser of Atlorney
(= Other
Blank = Not applicable {rest of tha section will ba lgnored)
A23 |CLAIMANT REPRESNTATIVE Provida the fast name of the Claimant's Representative,
LAST NAME
A4 [CLAIMANT REPRESNTATIVE Pravide the first name of the Clalmant's Reprasentative,
JFIRST NAME
A25 |CLAIMANY REPRESENTATIVE Provide the Name of the Clalmant's Representative's Firm or Entiy.
FIRM NAME :
A26 | TINJEIN, IF FARM/ENTITY; SOGIAL Clalmant's Represantative's Federal Tax Identiication Number (TIN). Ifrepresentative Is part of a flzm, supply the finn's
SECURITY NUMBER, IF INDIVIDUAL Emplayer Identification Number {FIN), ntheredse supply the representative's Sochal Security Number (SSN).
" {A27 |REPRESENTATIVE MAILING Provide malling address for the clalmant’s representative,
ADDRESS
A2RCITY Provide malling address city for the elalmant’s representatlve,
A0 |STATE Provide malling acldrass state forthe clafmant's representative,
A31]ZIPCODE+4 Provide railing addrass 2ip code for the clalmant’s reprasentative, T
A33 |PHONE Provide tefephone nimber of the clalmant’s representative,
A34 [PHONE EXTENSION, [F ANY Provide telephene extenslon of clalmant's representative, [Fextenslon Is available.
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FORM B - DEFINITIONS

# [Fleld Name / Questiont Definitlon:
A36 JCLAIMANT®S RELATIONSHIP indtcate relationship of the clalmant te the alleged Injured party/Medicara beneficlary by selecting
TO ALLEGED INJURED PARTY from the options provided; ' ’

E=Estate, Individual Name Provided

F e Famlly Membet, [ndividual Name Provided

O = Other, Individual Name Provided

X = Estate, Entity Name Provided (e.g. "The Estate of John Doe")
¥ =TFamilly, Entity Name Provided (e.g. "The Familly of John Doe')
Z = Other, Entity Name Provided {e.g, “The Trust of Jobn Dog*}
Blank = Notapplicable {rest of the sectton will he lgnered)

A37

TINVEIN, TF ENTITY;
SOCIAL SECURITY NUMBER,
IFINDIVIDUAL

Provide Clalmant's Soclal Security Number (SSN} IFIndividual or Federal Tax [dentiflcation Number
(TINYEmplayer [dentification Number (EIN) If clalimant [s an entity,

3B [CLAIMANT LAST NAME - If clalmant ts an individual {clalmant relatfonship 1s ‘B, 'F, or '0), provide last name,
A3 [CLAIMANT FIRST NAME If clalmant [s an individual {clalmant relationship 1s '&'F, ar 'O, provide first name,
A40 [CLAIMANT MIDDLE INITIAL [Felalntant Is an Indlividual {clalmant relationship Is 'E'F, or *0%, provide inlddie Inftlal.
Ad{ [CLAIMANT ENTITY/ORGANIZATION If clalmant Is an entity or organization {claimant refationship Is*%', ", or 'ZJ, provide entlly name; ed.
NAME "Tha Estate of Jahn Doe™ "The Family of John Doe® “The Trust of John Doe", ete.
Ad2 [MAILING ADDRESS Provide malllng address for clalmant,
Ad4laTy Provide malling address cliy of the claimant.
A5 ISTATE Peovlde malling address state of the claimant.
A46]1ZIP CODE 44 Provide malling address zip code for- the claimant. Inclede Zip +4 code Ifavaliable,
A48 IPHONE ravide telephone number of the clalmant,
A49 |PHONE EXTENSION, IF ANY Provide telephona extenslon of claimant, if extenston ks avallable.
ASY |CEAIMANT REPRESENTATIVE Indicate thatyps of represntative the clalmant has by selacting from the option types provided;
TYPE A = Attorney
G =Guardian/Consevator
P =Power of Attorney
(O =Other
Blank = Not appilcable {rest of the section will be ignored)
AS2 [CLAIMANT REPRESNTATIVE Provide the last name of the Clalmant's Representative,
LAST NAME
A53 ICLAIMANT REPRESNTATIVE Pravicle the first nama of the Clalmant's Representative,
FIRST NAME )
AS54 |CLAIMANT REPRESENTATIVE Provide the Name of thé Clatmant's Representative's Fires or Entity,
FIRM NAME : '
ABS [TIN/EIN, IF FIRM/ENTITY; SQCIAL Clalmant's Representative’s Federal Tox ideatiflication Number {TIN). If representative Is part of a firm, supply the firm's

SECURITY NUMBER, |F INDIVIDUAL -

Employer Identlfficatlon Number (EIN), etherwise supply the representative’s Soclal Security Number (SSN}

ASG{REPRESENTATIVE MAILING Provide malllng address for the clalmant’s representative,

A58 ég‘[(mESS Frovide tralling atldress ctiv for the clalmant’s representalive,

ASYSTATE Provide malling acdress state for the clalmant's representative,

A6 |ZIP CODE 4 Provide malling address zlp code for the clalmant's representative,

A62 |PHONE Provide telephone number of the elalmant’s representative,

A63 |PHONE EXTENSION, IF ANY Provlde telephane extenslion of claimant’s reprasentative, If extenslon Is avallable,
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FORM B - DEFINITIONS -

Field Name / Questlont

Definition:

A6S

CLAIMANT'S RELATIONSHIP
TO ALLEGED INJURED PARTY

Indicate refatlonship of the clalmant to the alleaed Injured party/Medicare beneflclary by selecting
from the optlons provided: T

E = Estate, individual Name Provided

F = Famlly Member, Individual Name Provided

O = Other, Individual Name Provided

¥ = Estate, Entlty Name Provided (e.g. "The Estate of John Doe®)

Y == Family, Entity Name Provided {e.g."The Family of John Doe®) .

Z = Other, Entity Mame Provided {e.g. "The Trust of John Doe')

Blank =Not applicable {rest of the section will be Ignored)

" | AGb

TIN/EIN, IF ENTITY,
SOCIAL SECURITY NUMBER,
IFINDIVIDUAL

Provide Clalmant's Soclal Secutlty Number {SSN) If Individual or Fedetal Tax Identilfcation Number
(TIN)/Emptloyer [dentificatlon Number (EIN) If clalmant Is an entliy.

SECURITY NUMBER, [F [INDIVIDUAL

AG7 [CLAIMANT LAST NAME lifciaimant Is an individual {clalmant relationship 1s B, oF 'O, provide last name,
ASB [CLAIMANT FIRST NAME IF clalmant Is an Individual {clalmant relationship Is "B'F, or 'O, provide first pama.
AGY [CLAIVANT MIDDLE INITIAL i claimant Js an Individual {claimant relationship is 'E'YF, or ‘07, provide middle inftial,
A70 [CLAIMANT ENTITY/ORGANIZATION If clalmant is an entity or organizatlon (clalmant ralationship ks %, 'Y, or'Z), provide antity hams; eg.
NAME “The Estate of John Doe’, "The Famlly of John Doe”, "The Trust of John Dog™ ete,
A71 |MAILING ADDRESS Pravide malllng address for ¢lalmant,
A7ICTY Provida malllng address clty of the clalmant.
[A74[STATE Provide malling address state of the clalmant,
A75|ZIPCODE +4 Provide mailing address zip cade for the clalmant, Includa Zip 4+4 code if available,
A77 |PHONE Provide tefephane number of the claimant,
A78 [PHONE EXTENSION, IF ANY Provide lelephone extension of claimant, If extenslon Is avallable,
ASC [CLAIMANT REPRESENTATIVE Indlcate the lype of represntative the clalmant has by selecting from the option types provided:
TYPE A = Attorney
G = Guardlan/Conservator
P = Power of Attorney
0= Other
Blank = Not applicable {rest of the section will he Ignored}
ABT{CLAIMANT REPRESNTATIVE Provide tha lnst name of tha Clalmant's Representative.
LAST NAME _
A2 |CLAIMANT REPRESNTATIVE Provide the flrst name of the Clalmant's Representative,
FIRST NAME .
A83 [CLAIMANT REPRESENTATIVE Provida the Nama of the Clalmant's Represantative's Firm or Entlly.
FIRM NAME
AB4 |TIN/EIN, IF FIRMZENTITY: SOCIAL Clalmant’s Representativa's Federal Tax Identification Number (TIN). IF representatlve |s part of a firm, supply the firm's

Employer Ideniificatlon Number (EiN), otherwlse supply the representative's Social Security Number {SSN).

REPRESENTATIVE MAILING

ABS IProvide maifing address for the clafmant's representative.
ADDRESS ' ) :
AB7 [CITY Provide maliing address ity for the clalmant's representative,
ASB|STATE Provide matling address state for the clalmant's representative.
ABB Zip COﬁE +4 Provide malling address zip code for the clalmant's representativa,
A1 |PHONE Provide tefephone number of the clalmant's representatlue_,
A92{PHONE EXTENSION, IF ANY Provide telephone extenston of claimant's reprasentative, If extenslon ks avallafgle.
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Form C-1
AGREEMENT

This Agteement i3 etitered into this __-day of , 2010 between WAME OF
PLAINTIFF'S FIRM] (hereinaftor “PLAINTIFF’S FIRM”Y and [NAME OF DEFENDANT]

* (hereinafier “defendant), as a matter of conveniance to resolye certain on-golng issues involving
possible Medicare liens, It applies to all pending and future asbestos personal injury cases
resolved by defendant and the clients of PLAINTIFEF’S FIRM by settlement, but is niot an

. agreement to setile su;ah cases ot & commitment by either patty to do so,

Whereas, defendant by this Agreement endeavors to protect any relevant Medicare lien;
and .
' Whefeas, defendant with PLAINTIFF’S FIRM and othet parties has been involved in
efforts, by Court order or ofherwise, to altt:ange for the proteétionbeedicare liens aﬁd
compliance with Medioare repotling requirements;

Therefore, in consideration of the mutual covenants contained herein and other good and
valuable consideration, including such settlements ag may be reached, in any caso whereln
defendant settles with a clicnt of PLAINTIFE’S FIRM:

(1)  Defendant will not include any agency of the U.S, Government or its desighee as
apayee on the settlement check.

(2)  PLAINTIFF'S FIRM agrees to hold inits trust account sufficient funds to pay all
Medicare liens relating to such seftlement, claim and legal action or has in fact satisfied all
Medlicate liens in full, PLAINTIFF’S FIRM will notify the U.S., Government or its designes,
including CMS, of any settlement which this Agreement governs and will work to satisfy or
otherwise obtain discharge ot release of any Medicate lien including “set asides,” if any,

(3)  If defendant receives a claim for any unsatisfied Medicare Hen by lawsuit or
otherwise, relating fo the above-deseribed settlements, claitms and legal actions, defendant will
notify PLAINTIFE’S FIRM by regular mail and request from them any evidence that the lien has
been satisfied in full which defendant will provide to the governmental autholty oz ifs designee.
1f such evidence is not forthcoming ot falls to resolve the claim in full without payment by
defendant, defendant may by regular mail notify PLAINTIFF’S FIRM to undertake the principal
response to the matter o1 to ariange payment or other tesolation, Ifthe U.S, government or ifs
designee including CMS brings suif, PLAINTIEF’S FIRM will undertake the prineipal defense
of such matter whether joinc'd.by the U.S, government ot its designee including CMS or joined
by defendant through third patty clatm or otherwlse, PLAINTIFE’S FIRM will not undertake to



represent defendant as its client, PLAINTIFPF’S FIRM will be liable to defendant for the amount
owed or paid by such defendant to the United States Government or its designee including CMS
fot the allegedly unsatisfied Medicare lien phus all attorney foes and out of pocket expenses
rensonably necessary and ncutred to obtain judgment or seitlement from PLAINTIEF’S FIRM
- for the amount due hereunder, By consenting to entey of judgment for any amounts due to
defendant putsuant to this-agreement, PLAINTIFE'S FIRM may cut off Hability to defendant for
any attorney fees and out of pocket expenses Incurred after the date of sucﬁ jud’gment.
PLAINTIFE’S FIRM will not be liable to defendant for any attorney fees and out of pocket
expenses o defend the olaim brought by the U.S, government or its designe'e; including CMS.

{4)  'This Agresment does noi waive any 'rights of indemnity or hold harmless from the

PLAINTIFF’S FIRM’S clent pursuant to any indemmity or hold harmless in the Release or

Setflement Apteement,

{8)  This Agreement will apply severally to each desoribed settled asbestos pergonal
injury case, and all remedies and waivets set forth hetein shall likewise severally apply.

(6)  Fither party may tertninate this Agreemont upon 60 days written notice, but such
termination will not affect the obligations of this Agreement for any setflement ontered prior to
the effective date of such termination.

(7)  Theundersigned warrant and represent that they ate authorized to execute this
agieement on behalf of PLAINTIFE’S FIRM and defendant respectively,

(8) “Including” means Including but not limited to. T{m singular means the plural
and vice versa when appropriate. The masculine terns include the feminine version. of the same

terms,

[NAME OF PLAINTIFE’S FIRM)
By:

Name: -

Defendaid,

By:

Iis Attorney




Form C-2

AGREEMENT
WHEREAS, " (individually or collectively referred to as
“Réieasor”) and (ndividually or colleotively referred to as

“Releasec™) have reached a seltlement of Releasor’s clalta(s) against Releases relating to

. the action described as Plaintiff(s) versus

et al Defendants in the Cireuit Court for the Third Judiclal Cireuit,

Madison County, I1linois, Cause No. ; and

WHEREAS, Releasee by this Agreement endeavors to proteot ény relevant

Medicare leng and
WHEREAS, Releasee with other parties has been involved in offorts, by Court

oxder ot otherwlse, to arrange for the protection of Medicare liens and compliance with

Medlcare reporting requirements;

On this day of , 20, In considetation of a payment

from Releases to Releasor it the amount of , and forther

in consideration that Releasee will not include any governmental agency of the United
States, or its designeo, as a co-payee on the settlement payment check, [Plaintiff*s iaw
firm name] (“Plaintiff’s Counsel™) agrees to hold in its trust account sufficient funds with
which to pay all Medicare liens relating to the aforementioned settlement, claim and legal
action to the extent that all Medlcare liens have not otherwise bee-n satisfied in full.

Plaintiff's C‘ouusel will notify the U.S, Govemmén_t ot ifs designee, including CMS, of




any settlemont which this Agreement governs and will work to saiisfy or otherwise obtain
disohiarge or release of any Medicare Hen imoluding “set asides,” if atry, |

If Releasee recelves a olaim for any unsafisfied Medicare licn by Iawsuit ot
otherwise, relating to the above-described seftlements, claims and legal actions, Releasee
will notify Plaintiff’s Counsel by regulat mail and request from thern any evid.ence that
the lien has been satlsfied in firll which Releaseo will provide to the gevernmental
authority or its designee. Tf such evidence 1§ not forthcoming or fails to tesolve the claim
In full without payment.by Releasee, Releasee may by regular mail notify Plaintiff's
Counsel to undertalce the principal response to the matter or to arrange payment or other
resolution, Hthe U.S, governtent ot its designee including CMS brlngs suit, Plaintif®s
Counsel will undertake the prinoipal defense of such matter whether jolned by the U.S,
governmet.or its designee including CMS or joined by Releasee through third party
claim or othefwise. Plaintiff’s Counsel will not undertake to represent Releasee as its
client, Plaintiff’s Counsel will be liable to Relensee for the amount owed or paid by such
Releasee to the United States Government ot ts designes including CMS for the
allegedly unsatisfied Medicate Iién plus all éttomc_ay fees and out of pooket expénses
teasonably necessary and incurred to obtain judgment ox settlement from Plaintiff’s
Counsel for the amount due hereunder. By consenting to entry of judgment for any
amounts due to Releasee pursuant to this agreement, Plaintiffs Counsel may cut off
liahility'to.Releasee for any attorney fees and out of pockst expenses incurred-afler the
date of such judgment. Plaintlff’s Counsel will not be liable to Releases for any attomey
fees and out of pocket expenses to defend the claim brought by the 1U.S, government or

its designee including CMS,




The undersigned warrants and represents that he/she 1s authorized to execute this

' agteement on bohalf of Plaintiff’s Counsel, This Agreement does not waive any rights of
indemmnity or hold harmléss fiom I‘{eleasor putsuant to any indemnity or hold harmleg-s in
tho Rel.ease or Seftlement Agicement, “Inchuding” means inclnding but not limited to.
The singular means the plural and vice versa when apptopriate, The masculine terms

include the femim‘ne version of the same terms,

[Name of Plaintiff’s Law Firm]

By:

[Name of attorney]

[Name of Defendant]

By:

[Title]




