L\ {i S P RC CENTERS for MEDICARE & MEDICAID SERVICES

@ Learn about your letter at www.msprc.info

CONSENT TO RELEASE

I, (print your name exactly as shown on your Medicare card) hereby authorize
the CMS, its agents and/or contractors to release, upon request, information related to my injury/illness and/or
settlement for the specibed date of injury/iliness to the individual and/or entity listed below:

CHECK ONLY ONE OF THE FOLLOWING TO INDICATE WHO MAY RECEIVE INFORMATION
AND THEN PRINT THE REQUESTED INFORMATION:

(If you intend to have your information released to more than one individual or entity, you must complete a
separate release for each one.)

I )WorkersO Compensation Car () Other

( .
() Workers’ Compensation Defense Attorney (Explain)
() Workers’ Compensation Applicant Attorney

Name of Entity:

Contact for above entity:

Address:

Telephone

CHECK ONLY ONE OF THE FOLLOWING TO INDICATE HOW LONG CMS MAY RELEASE
YOUR INFORMATION (The period you check will run from when you sign and date below)

( )One Year () Two Years () Other

(Provide a specific period of time)

I understand that I may revoke this “consent to release information” at any time, in writing.

MEDICARE BENEFICIARY INFORMATION AND SIGNATURE:

Beneficiary Signature: Date Signed:

Note: If the benebciary is incapacitated, the submitter of this document will need to include documentation establi
authority of the individual signing on the beneficiary’s behalf. Please visit www.msprc.info for further instruction.

Medicare Health Insurance Claim Number (the number on your Medicare ¢

Date(s) of Injury:
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settlement for the specibed date of injury/iliness to the individual and/or entity listed below:

CHECK ONLY ONE OF THE FOLLOWING TO INDICATE WHO MAY RECEIVE INFORMATION
AND THEN PRINT THE REQUESTED INFORMATION:

(If you intend to have your information released to more than one individual or entity, you must complete
separate release for each one.)
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I understand that I may revoke this “consent to release information” at any time, in writing.

MEDICARE BENEFICIARY INFORMATION AND SIGNATURE:

Benebciary Signatur Date Signed:

Note: If the beneficiary is incapacitated, the submitter of this document will need to include documentation establishing the
authority of the individual signing on the beneficiary’s behalf. Please visit www.msprc.info for further instruction.

Medicare Health Insurance Claim Number (the number on your Medicare ¢

Date(s) of Injury:
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CONSENT TO RELEASE

I, (print your name exactly as shown on your Medicare card) hereby authorize
the CMS, its agents and/or contractors to release, upon request, information related to my injury/illness and/or
settlement for the specified date of injury/illness to the individual and/or entity listed below:

CHECK ONLY ONE OF THE FOLLOWING TO INDICATE WHO MAY RECEIVE INFORMATION
AND THEN PRINT THE REQUESTED INFORMATION:

(If you intend to have your information released to more than one individual or entity, you must complete a
separate release for each one.)

() Workers’ Compensation Carrier () Other
( )Workers© Compensation Defense Atto
(1 ) Workers’ Compensation Applicant Attorney

(Explain)

Name of Entity:

Contact for above entity:

Address:

Telephone:

CHECK ONLY ONE OF THE FOLLOWING TO INDICATE HOW LONG CMS MAY RELEASE
YOUR INFORMATION (The period you check will run from when you sign and date below):

() One Year () Two Years () Other

(Provide a specific period of time)

| understand that | may revoke this Oconsent to release informationO at any time, it

MEDICARE BENEFICIARY INFORMATION AND SIGNATURE:
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CONSENT TO RELEASE

I, (print your name exactly as shown on your Medicare card) hereby
the CMS, its agents and/or contractors to release, upon request, information related to my injury/iliness
settlement for the specibed date of injury/iliness to the individual and/or entity listed below:

CHECK ONLY ONE OF THE FOLLOWING TO INDICATE WHO MAY RECEIVE INFORMATION
AND THEN PRINT THE REQUESTED INFORMATION:

(If you intend to have your information released to more than one individual or entity, you must complete
separate release for each one.)

( )WorkersO Compensation Car (1 )Other Medicare Set-Aside Submitt
( )Workers® Compensation Defense Atto (Explain)
( )Workers® Compensation Applicant Attor

Name of Entity MEDLink

Contact for above entit Ms. Janice Skiljo Haris, RN, MS, CNLCP, MS(

Address 1613 Montgomery Stree

San Francisco, CA 941!

Telephone (415) 399 976¢

CHECK ONLY ONE OF THE FOLLOWING TO INDICATE HOW LONG CMS MAY RELEASE
YOUR INFORMATION (The period you check will run from when you sign and date below)

( )One Yea () Two Years ( )Other

(Provide a specibc period of tirr

| understand that | may revoke this Oconsent to release informationO at any time, it

MEDICARE BENEFICIARY INFORMATION AND SIGNATURE:

Benebciary Signatur Date Signed

Note: If the benebciary is incapacitated, the submitter of this document will need to include documentation establi
authority of the individual signing on the benebciaryOs behalf. Pleagemisinsprc.infofor further instruction.

Medicare Health Insurance Claim Number (the number on your Medicare ¢

Date(s) of Injury:




Form Approved
OMB No. 0960-0566

Social Security Administration
Consent for Release of Information

TO: Social Security Administration

Name Date of Birth Social Security Number

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

Name ADDRESS
Janice Skiljo Haris, RN, MS 1613 Montgomery Street
Certified Nurse Life Care Planner CNLCP San Francisco, CA 94111

Certified Medicare Set-Aside Consultant MSCC Phone: (415) 399-9769 Fax: (415) 399-9439

| want this information released because:

To establish my Social Security Disability status, date of entitlement to Medicare, and the basis for
entitlement (disability or age) for the purposes of my Workers” Compensation or Liability claim.
(There may be a charge for releasing information)

Please release the following information:

—— Social Security Number

—— lIdentifying information (includes date and place of birth, parents’ names)

— Monthly Social Security benefit amount

— Monthly Supplemental Security Income payment amount

____ Information about benefits/payments | received at any time

____ Information about my Medicare claim/coverage at any time

~ Medical records

~ X Records from my file (specify): Type & Date of Medicare entitlement, has Medicare paid
any medical claims or Pled any liens

X Other (specify) - Date applied for Disability Benebts, Date SSD benebpts started, the amour

~ of the initial benebt paid, amount of benepts paid to date pursuant to 42U.S.C. Section

424 been taken

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

Signature
(Show signatures, names and address of two people if signed by mark.)

Date: Relationship:




AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA

Patient Name Date of Birth Social Security Number

Patient Address

I, or my authorized representative, request that health information regarding my care and treatment be released as set f
form: In accordance with California State Law and the Privacy Rule of the Health Insurance portability and Accountability Act of
1996 (HIPAA), | understand that:

1. This authorization may include disclosure of information relatidgli6 OHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, including psychotherapy notes, &@D@NFIDENTIAL HIV* RELATED INFORMATION  only if I place my
initials on the appropriate line in Iltem 9(a), | specibcally authorize release of such information to the person(s) indicated
2. If I am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is
prohibited from redisclosing such information without my authorization unless permitted to do so under federal or state
3. I have the right to revoke this authorization at any time by writing to the health care provider listed below. | understar
may revoke this authorization except to the extent that action has already been taken based on this authorization.

4. 1 understand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or eligib
benefits will not be conditioned upon my authorization of this disclosure.

5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in Item 2
redisclosure may no longer be protected by federal or state law.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR

MEDICAL CARE WITH ANYONE OTHER THAN THE INSURANCE CARRIER, ATTORNEY, GOVERNMENTAL
AGENCY, MEDICARE SET-ASIDE CONSULTANT AND/OR LIFE CARE PLANNER OR OTHER PERSONS
SPECIFIED IN ITEM 9 (b).

7. Name and address of health provider or entity to release this information: NONE.

8. Name and address of person(s) or category of person to whom this information will be sent:

Medicare Set-Aside Consultant and/or Life Care Planner Janice Skiljo Haris, RN, CNLCP, MSCC, M
Insurance Carrier/Administrat

Defense Attorney
Applicant Attorney
Structured Settlement Brok

Government Agencies: Centers for Medicare and Medicaid Services (CMS), Social Security Administration (SSA)

3 s s s e

9 (a). Specific information to be released:
Medical Record from (insert dat to (insert date)
Entire Medical Record including patient histories, ofpce notes (except psychotherapy notes), test results, radiold
films, referrals, consults, billing records, insurance records, and records sent to you by other health care providers.

Include: (indicate by initialing)
Alcohol / Drug Treatment
Mental Health Information
HIV-Related Information (Human Immunodeficiency Virus that causes AIDS)

Authorization to Discuss Health Information

(b). By initialing here | authorize
Initials Name of individual health care provider

to discuss my health information with my attorney, insurance carrier/administrator, carrier/administratorOs attor:
governmental agency, Medicare Set-Aside Consultant and/or Life Care Planner listed here:

Ms. Janice Skiljo Haris, RN, CNLCP, MSCC of MEDLink, , of, of, Centers of Medicare and Medicaid Services,
Social Security Administration.

10. Reason for release of information: 11. Date or event on which this authorization will expire:
At request of individual
Other:

12. If not the patient, name of person signing form: 13. Authority to sign on behalf of patient

All items on this form have been completed and my questions about this form have been answered. In addition, I have been
provided a copy of the form.

Date:

Signature of patient or representative authorized by law.



