SUPREME COURT OF THE STATE OF NEW YORK

COUNTY OF NEW YORK
X
IN RE: NEW YORK DIET DRUG LITIGATION Index No. 700000/98
X
THIS DOCUMENT APPLIES TO ALL DIET DRUG
CASES VENUED IN NEW YORK COUNTY CASE MANAGEMENT
ORDER NO. 2
July 9, 1998
X
I. Standard Consolidated Disclosure of Plaintiffs
A. P ation of Upj Re .
1. Pursuant to Case Management Order No. 1 entered in these coordinated

cases on May 28, 1998, this Court, inter alia, estabjished steering committees, and joint
subcornmitees, of plaintiffs’ and defendants’ counsel to develop uniform pleadings and discovery
requests to be used in these cases, To date, these committees have jointly developed the a
Uniform Demand for Verified Bill of Particulars in Individual Cases, which is annexed hereto as
Exhibit A (the "Demand"), and a uniform set of interrogatories, document requests and request
for authorizations éntitled Plaintiff's Initial Discovery, which is atached hereto as Exhibit B (the
"PID"). -

2. The Demand and the PID, filed as a part of this Order under the index

number 700000/98, are applicable to each and every case that is or becomes subject to this Order..
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B. Responding to the Uniform Reguests
" . Plaintiffs shall serve their responses to the Demand and the PID within

the time provided for in this Order upon all defendants in the individual acdons to which the
responses pertain, providing the particulars demanded, the information, documents and
authorizations requested, and the verification and sworn declaration as indicated. The
originals, including the authorizations, shall be sent 10 Defandants’ Liaison Counsel, who shall
be responsible for dismibuting the original authorizations to the appropriate defense counsei.
In cases involving a health care provider, an additional set of original authorizations shall be
sent to counsel for such health care providers.

2 Plaintiffs’ responses 1o the Demand and to the PID shall be served in

accordance with the following schedule:

a. For each of the diet drug cases that is presently before this
Court, plaintiffs' responses shall be served within ninety (90) days of the date of this Order;

b. With respect to cases commenced in this Court afer the date of
this Order, plaintiffs' responses shall be served within ninety (90) days from the
commencement of the action;

c. With respect to cases transferred 1o this Count from other courts

within the State after the date of this order, plaintiffs’ responses shall be served within ninety

(90) days from the transfer date.
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3 After receipt of the rasponses of the plaintiff in any mdividual case, any
defendant may seek additional wrinten discovery from the plaintiff upon leave of Court for
good cause shown and only to the extent that such addinonal discovery is material, necessary
and not repetitive of the Demand and the PID and cannot be obtamned through deposiuon.
Defense counsel are admonished 10 exercise good faith in determining the necessity for such
addinonal written discovery.

I1. Fyrther Contemplated Actiops
1. As provided for in Case Management Order No. 1, the steering

committegs are charged with negotiating with respect to master pleadings 10 be used in these
cases as well as forms of standard consolidated discovery of the defendants (specifically,
documents request and interrogataries). The pleadings subcommittees shall prepare and
submit for the Court's approval forms of a master complaint and master answer (with
appropriate adoption forms) for use in these cases. The discovery subcommittees shalll
prepare and submit for the Court’s approval standard document requests and interrogatonies 1o
the defendants. The discovery subcommittees shall thereafter submit to the Court their

proposal for the scheduling of depositions and other discovery.
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II. Other Matters
1. Plaintiffs’ and Defendants™ Liaison Counsel are hereby directed to mail
a copy of this Order 10 all counse! who have appeared in these actions for plawauffs and

defendants, respectively.

SO ORDERED.
Jula g
Dated: M 1998

New York, New York

"Helen E. Freedman, J.5.C.
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SUPREME COURT OF THE STATE OF NEW YORK

COUNTY OF NEW YORK
X

IN RE: NEW YORK DIET DRUG LITIGATION

x
THIS DOCUMENT APPLIES TO:
ALL DIET DRUG CASES D
VENUED IN NEW YORK COUNTY : Index No. 700000/98
X

UNIFORM DEMAND FOR VERIFIED BILL
OF PARTICULARS IN INDIVIDUAL CASES

PLEASE TAKE NOTICE that defendants hereby demand that each and every
plaintiff serve and file with the Clerk of the Court, within the time prescribed by Case
management Order No. 2, entered in these cases on May _, 1998, a verified bill of particulars
sermting forth the particulars of their allegations as follows:

1. Each plaiotiff's full name.

As to each manufacturer, distoributor o.r pharmacy defendant:

2. As 10 each defendant that you allege was negligent in any way: describe
in detail each of the acts or omissions you claim constinute the negligence claimed as to each
such defendant including the manper in which it is claimed that each such act or omission
caused injury to the plaintiff and identification of any standards, codes, regulations, rules,

laws or other legal standards that plaintff asserts support his or her claim.
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3. If you claim that any defendant failed properly and adequately to give
WaInings with respect to anv diet drug at issue, for each such defendant: describe in detall
what warnings or information plaintff alleges should have been provided, including to whom
the warnings or information should bave besn provided, how the warnings or information
would have prevenred plaintiff's alleged injuries and the idenuficaron of any standards,
codas, regulations. rules, laws or other legal standards that plaintiff asserts support the claim
that adequate warnings or information were not provided.

4. If you claim that any diet drug was defectve, set forth for each such
product a description of the defact, including: the precise nature of each alleged defect, when
the plaintff first became aware of the defect, when and how the plaintiff notified the
defendants of the existence of the defect, how the defect caused harm to the plaintff, any
alleged alternative designs for the product proposed by the plaintiff, whether you claim that
defendant knew or should have known of the defactive narure of the product and, if you claim
that any defendant knew of the defactive nature of the product, the basis for the claim and
when it is you allege that each such defendant became aware of the defect.

5. If vou claim that any defendant made and breached any express
Wwarranty with respact to any diet drug at issue, provide the following informaﬁlun for each
such defendant, each such product and each such warranty: descﬁbe in detail each express

warranty, including the terms of the warranty, o whom it was conveyed, the manner in which
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gach watTanty was conveyved, the date upon which it was conveyed and how the defendant
allegedly breached each such warranty.

6. If you claim that any defendant breached an implied warranty with
respect to any dier drug at issue, provide the following information for each such defendant,
each such product and each such warranty: describe in detail the alleged intended use for each
product, whether plaintff used the product as specified by the manufacturer, the terms of tha
implied warranty, to whom the implied warranty was conveyed, the dare and manner in which
it was conveyed, and how the defendants allegedly breached such i.tﬁplied warranty.

As to each health care defendant: ‘

7. If you claim that a health care defendant was nagligent, careless or
unskillful, state the manner and respect in which it is claimed that each such defendami(s),
was negligenr, careless and unskillful, including but not limited to the followmg:

a each 1est or procedure which you claim should not have been
performed by the defendant; '

b. esach test or procedure which you claim was performed
improperly by the defendant and in what respect;

c. each drug or medication which you claim should not have been
administered by the defendant;

d. each drug or medication which you claim was administered in an
improper dosage or manner, or both, by the defendant and in
what respect;

e._  each additional drug which you claim should have been
administered by the defendant;

f. if you claim that a misdiagnosis was made by the defendant,
state what the misdiagnosis was and state what the proper
diagnosis should have been;
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g if you claim that there was a lack of adequate consultauon by
the defendant, state each specialist who shouid have been
consulred and at what point 1 the reatment;

b. if you claim thar any defendant ignored any signs, symptoms,
complaints or past history, idenufy the signs, symptoms,
complaints or past history which were ignored;

1. if you claim that the plaintff was pot an appropriate candidate 10
receive the medication complained of, stuate in detail the basis for
the claim that the plaindff was not an appropriate candidate; and

j. if vou ¢laim that the plaintiff was improperly monitored, state
the basis of this clamm. ‘

8. If you claim that a health care defendant performed or undertook any

part of the eatment without the patient’s informed consent, set forth the following:

a. the procedure(s) and’or treamment(s) performed or undertaken
without the patient’s informed consent;

b. for each procedure(s) and/or reament(s) performed or
undertaken without the patient’s informed consent, set forth the
following:

(1)  the risks of the procedure and/or weatment known to the
patient before it was performed;
(2) the information concerning the risks imparted to the
patient by the defendant;
(3)  the information concerning the risks imparted to the !
patient by other physicians;

{4) any assurances provided to the defendant or others by the
patient that the patient would undergo the treaunent,
procedure or diagnosis regardiess of the risks involved, or
that the patient did not want to be informed of the
matters to which he would be enutled to be informed by
the defendant;

(%) the circumstances rmaking it reasonably possible for the
defendant to obtain consent by or on behalf of the
patient; and
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(6)  the additional informauon, if any, which the defendant
should have provided the parient concerning the
procedure and/or reatment.

9. If you claim that any of the acts or omissions were performed by
another for whose acts or omissions the health care defendant has lepal responsibility, state as
10 each such act or omission the name of the person who performed i, and that person’s legal
relationship 1o the defendant.

10.  Ser forth the following:

a. the date of each reamment claimed to have been rendered by the
defepdant-physician(s); :

b. the date of each act of negligence claimed to have been
committed by the defendant-physician(s);

c. the place of each weatment claimed to have been rendered by the
defendant-physician(s); and

d. the names of any medications prescribed by the defendant-
physician(s) and the dates on which each medication was
prescribed.

As to all defendants:
11.  If you claim you were injurad as the result of the ingestion of 2 diet

drug, set forth:

(a) the exact location, narure, extent and duration of each alleged
T injury;
(b)  whether you ever experienced any signs or symptoms of your
alleged injury before you took the diet drug(s) at issue and, if so,

when such signs or symptoms were experienced, how long they
lasted and whether you ever sought treatment for them;
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(©) whether any of your alleged injuries resulted in any limitation of
motion, loss of use or loss of functon and. if so. the narure,
extent and degree of permanency of said injuries: and

(dy  for each injury alleged, state bow each product is alleged to bave
caused or contributed to such injury.

12, Set forth the amount of special damages (past, present and furure),
setting forth the charges and listing each bill separately, which plamuff claims for:
(a) physician’s services,

(bY  hospital expenses; |

(3] nurses” services;

(d)  drugs, medicine and medical supplies, including any appliances;

(e) housshold help; |

(f') X-ray expcnses-and the cost of other medical tests;

(g)  loss of carnings and the rate at which they are calculated: and

(h) any other items of special damages claimed.

13.  If you claim that any defendant sheuld be liable for punitive or

exemplary damages, set forth in detail for each such defendant the basis for such allegation
including without limitation each alleged fact that you assent would, if proven, support the

claim for such damages.
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SUPREME COURT OF THE STATE OF NEW YORK
COUNTY OF NEW YORK

X

IN RE: NEW YORK DIET DRUG LITIGATION :

X

THIS DOCUMENT APPLIES TO:
ALL DIET DRUG CASES :
VENUED IN NEW YORK COUNTY : Index No. 700,000/98

PLAINTIFFS' IN DISC RY

This Plaintiffs’ Initial Discovery must be completed by each plainuff who used any of

. the dist drugs at issue in these cases or who is the represemtative of a person or the estate of a

. deceased person who used the diet drugs and has ap acton filed which is governed by Case |
Management Order No. 2, dated May __, 1998.
| Instructions to the Pla'intiﬂ‘
A. This questionnaire comains many detailed questions regarding your health and

medical history. It is necessary for you to answer these questions in
connection with your lawsuit against the defendams.

B. Unless otherwise insmucted by your attorney, you should complete this entre
questionnaire.
C. Your answers to the quéstionna.ira are given under cath. You must answer

each question truthfully, to the best of your ability, giving accurate and
complete answers.

D. Please type ot legibly print your answers to each question.

E. If you need additional space to complete any answer, indicate that your answer
is continued on a separate sheet, then identify the question and continue your
answer on the separate sheet in the same format as found in the body of the
questionnaire.

F. When yon have completed the questionnaire and assembled the documents
requested herein, please return the completed questionnaire and the documents
10 your attarney.
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G. Please be advised that your responses to certain of the questions will be
confidental and vour privacy will be respected.

It CASE INFORMATION

1. Please state the following for the civil acoon which you filed:

a. (Case Caption:

b. Index Mo.:

¢. Courn ip which action originally brought (transferor county):

d. - Original index number in the transferor court.

Index No.

e. Please state name, address, t&lephone numbetr, fax pumber and E-mail address of principal -
attorney representng You.

Name

Firm

Ciry, State and Zip Code

Telephone humber Fax number

E-mail address

I~

If you are completing this questionnaire in a representagve capacity (e.g. oo behalf of the estate
of 2 deceasad person or & minor), please complets the following:

Your Name

Street Address

City, State and Zip Code
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d. 1o what capacity are you representing the individual:

e. If vou were appoinied by a court. state the:

Count Dae of Appomunent

f.  Your relationship 10 deceased or represented person:

g. If you represent a decedent’s estate, state the date of death of the decedent.

If vou are completing this questionnaire in a representative capacity, please respond to
the remaining questions with respect to the person who used diet dmgs. Those
questions using the term "You™ refer to the person who used the diet drugs. If the
individual is deceased, please respond as of the time immediately prior to his or her
death uniess a different time period is specfied.

PERSONAL INFORMATION

Last Name:

Firsl Mamne:

Middie Name or Initial:

Maiden or other names used or by which you have been known:

Present Strest Address:

Ciry State Zip Code

Current or last employer:

MName

Address

" Dates of Employment

Oceupation
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5. Social Security Number:

6. Date of Birth:

7. Sex: Male Female
B. Have vou ever servad in any branch of the U.5. Military?
Yes No

If yas, please state:

a. What branch and the dates of service.
h, Were vou discharged for any reason relating o your health or physical condition?
Yes No

If ves, state what that condition was.

9, Have vou ever been rejected from military service for any reason relating o your bealth o
physical condinon?

Yes No

If ves, state what that condition was.

10. Have you ever filed a worker's compensation claim?

Yes No

[f ves, please state

B Year claim was filed:
b. Where cloim was filed:
Name:
Su:ar.t Address:

City, .State, Zip Code:

c. Claim/docket numbet, if applicable:
d. Natmre of disability:
[ Period of disability:
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[Atach additional sheets if necessary 1o déscribe more than one ¢laim]
11. Have you ever filed a social security disabiliry claim?

Yes No

If ves, please state

a. Year claim was filed:
b. Where clait was filed:
Name:
Strest Addrass:

Ciry, State, Zip Code:

c. Nature of disabiliry:

d. Peripd of disability:

[Anach additional sheets if necessary 10 describe more than one claim)

12. Have you ever filed 2 lawsuit or made a claim, other than in the present swt, reladng to any
bodily mjury or emotional distress?

Yes No

If 50, state the court in which such action was filed and the civil acrion or docket numbe
assigned 1o each such claim, action or suit,

13, Have vou been convicted of a felony within the last 10 years?

Yes No

. E Y INFO TIONR

1. Are you cuirently mnmnd"
Yes . No

Z. Has your spouse filed a loss of consonium claim?
Yes _ No

LN Spouse’s name:

4, Spouse’s date of birth:
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3 Spouse’s occupation:

6. Has any parent, grandparent or sibling heen diagnosed with heart, lung, or liver probliems”

Yes Np 1 don't know

If ves, provide the informarion raquested below.

a. Reladon:

Type of problem:
b, Reladon;

Type of problem:
e Relaton:

Type of problem:
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Iv: MEDICAL BA ND

L. Height:

1

Weight before use of fenfluramine (Pondimin), dexfenfluramine (Redux) and/or phentennine:

3. Current Weight:
4, Have vou ever used any of the following?
hstance Date Fitst Taken Date Last Taken

a.  (Oral conmaceptives

Yes __ No__ ldon'trecall T A S . I

b, Antidepressants

Yes No__ ldon'treeall : i /I

c. Heart medications

Yes __ No___ ldontrecall I N S /!
d. Blood pressire medication

Yes No__ Idon'trécall I A S I S A
e.  Thyroid supplements

Yes _ No___ Tdon'trecall [ Y S
f.  Diuretics

Yes  No___ Idontrecall : Y A B I
g Amphetamines '

Yes . No___ Idon'trecall ‘ !/ I A

h.  Any use of cocaine, crack cocamne, or beroin or use of marijuana on more than 4 occasions
Yes _ Neo Tdon'trecall ‘ [/ / /
i.  Non-prescription intravenous injections

Yes No___ ldon'trecall S S S S S S—

j.  Inhaled nop-prescription substance (e.g., inhalation of glue or wluene)

Yes Wo___ Idon'trecall f I A A

ta— ——————————
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Subsignce Date First Taken Date Last Taken
k. Methysergide (Sanser)

Yes__ No__ Idootrecall Y S S :
L Ergotamine preparations {Cafegot)

Yes _ No__ ldoptrecall [ S S —_
m. L-zyptophan

Yes . No___ ldontrecall b —

p. Any medication for migraine headaches

Yes _ No___ Tdon'trecall g i ! P!

A Have vou used prescription medications (other than fenfluramine (Pondimin), dexfepfuramine '

(Redux) or phentermine), herbal preparations, or over the counter products o control or recuce

vour weight?

Yes Ne __

If ves, stane

product approx, dates of use  prescribed by

product approx. dates of use prescaibed by

product approx. dates of use presaibed by
6. Smoking history [check whichever is applicable]

a. never smoked cigarettes

b. past smoker of cigaretes
date of which smolang ceased
amounl smoked: packs per day for ye;a:s

c. current smoker of cigarenes

amount smoked: packs per day for Vears
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1. Dnnking history
a, Do vou now drink, or have you in the past drunk, alechol (beer, wine, whiskey, e1c.)?

Yes No

If ves. dascribe the number of drinks which best represent your greatest alcohol
conswnpoon over an extended period.

per day
per week
per wmonth
B BEFORE ingesting fenfluramine (Pondimin), dexfenfluramine (Redux) or phentetmine, had
you ever experienced any of the following?
a. Shormess of breath not associated with _
VIgOTOUS exercise Yes No I don't recall
b. Persistent of reciurent pain in your chest '-

Yes No I dom’t recall

c. Irregular heant beat, including hear
palpitations, tachvcardia and bradycardia
Yes No T don't recall
d. Abnormal lack of energy
Yes No I don't recall
€. Fainting, dizrinegs or lightheadedness
Yes No 1 don't recall
f. Slesp apnea, ather slesp breathing disorder,
or difficulty breathing
Yes Nb 1 don't recall
£ Snoring Yes No 1 don’t recall
h. Head pounding Yes No I don't recall
v
i. Stgnificant swelling of ankles other
thay durmyg pregnancy
Yes No 1 don't recall .
3 Memory loss Yes No I don’t recall
k Arthritis or joint pam
Yes No I don't recall ____
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9. BEFORE ingestng fenfluramine (Fondimin), dexfenfliramine (Redux) or phentermine, had
you ever hemn told by a doctor or any othet person, thal vou have, may have or had any of the
foliowmg:

2. Hypentension or high
blood pressure Yes No Idon't recali _____
b, Heart murmur Yes No____ ldom'trecall __
¢ Hepar amack Yes No 1 don't recail
d. Smoke Yes No [ don't recall
3 Blood clot w the lung {pultnonary
embolism) Yes No I don't recall
f. Blood ciot m the leg
and/or phiebits Yes No I don't recall ___
£ Chronic lung disease
Yes No______ Ildon't recall
h. Interstitial parasiric
lung disease Yes No I don't recall
i Congenital abnonmality
of heart Yes No _____ [don't recall
j. Congenital atmormality of lungs, thorax ‘
or diaphragm Yes No I don’t recall
k. Hypoxia Yes - No __ Idont recall
L Portal hypertension Yes No I don't recall
m. Pulmonary vasculits Yes No I don't recall
n. Immumne systetn disease of dysfunction (including
AIDS or HIV) Yes No [ don’t recall
o, Rheumatic fever Yes No 1 don't recall
. Cirrhosis, hepatitis or
other liver disesse Yes No I don’t recall
q. Alcoholism Yes No I don't recall
r. Carcinoid syndrome Yes Mo I dop't recall
§ Other cancer Yes No I don't recall
If yes, specify:
L Pulmonary hypertencion Yes No i don't recall
u. Mumonary venous
hypettehsion Yes No I don't recall
v. Erimary puimohary
hypememsion Yes No . ldom'trecall
w, Hean valve lesions Yes No 1 don’t recall
x Hexrt valve prolapse or
regurgitaton Yes No I don't recall
y. Newrological problem Yes No 1 don't recall
If yes, specify: :
z Ankyloging spondyliis  Yes © No_____ Idon'trecal
aas Aldtude heart disease  Yes No I dop’t recall
ab. Cardizgc arrhythmiag Yes No_____ ldon‘trecall
ac. Collagen vascular
disease Yes No_____ ITdon'trecall
ad. Endncarditis Yes No I don't racall
ae.  Eosinophilia-myalpa
syndrome (EMS) Yes No_____ Tdoptrecall
af. High cholesterol Yes No_____ Idenirecall __

ag. Hypermriglyceridemia Yes No I don't recall

=]
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i
ah. Increased levels of low density lipo
protein cholestero
(LDL's) Yes No I don't recail
ai. Marfan’s syndrome Yeg No I don’t recall
aj. Mediastinal fibrosis Yes No 1 don’t recall
ak. Mediasonal stenosis Yes No I don't recall
al. Raynaud's diseass Yes No 1 don't recall
am, Anorexia Yes No I don't recall
an. Bulimia Yes No [ don't recall
ag. Diabetes Yes No I don’t recall
If ves, specify type:
ap. Hypoglycemia
(low blood sugar) Yes No I don't recall
aq. ‘Gall bladder disease Yes No I don’t recall
ar, Kidney disease Yes No I don't recall
as. Dermatomyosits Yes _ No_____ [don't recall
aL [upus Yes No I don’t recall
au. Rheumatoid arthritis Yes No 1 don't recall
av. Connective tissue
Disease Yes No "1 don"t recall 1
aw.  Scleroderma Yes * No I don't recall
ax. Other autvimmime ‘ ;
disease Yes Na 1 don't recall !
If yes, spectfy: |
ay. Scarler fever Yes No I don't recall
az Sickle Cell anemia Yes No I don't recall
ba. Syphilis Yes No I don't recall
bb. Thyroid disorder Yes Nao 1 don't recall
bc. Non malignant mors  Yes No 1 don't recall
bd. Asthma or emphysetms  Yes No I don't recatl
be, Coronary anery disease Yes No I don't recall
bf. Other hean of ‘
lung diseage Yes No I don't recall
bg. Gum disease Yes No I don't recall

10. If vou responded yes to any of the above, please idenufy the condition, the date of onset and
state the name and the address of the physician or other person who made the diagnosis or
informed you of the condition.

a. Condition:

Onset:

Name and address of diagnosing physician or other person:
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b. Condition;

Cmset;

Name and address of diagnosing physician or other person:

. Condition;

Onsat:

Name and address of diagnosing physician or other person:

d. Conditipn:

Cmset:

Name and address of diagnosing physician or other person:

11. Please indicate whether you bave received any of the following treatments:

. Heart, lung or other chest surgery Yes No

For what condition?

When?

Treatng physician:

b. Treatment for heart agack or angina Yes No

For what problem?

W'-ﬁen?

Treanng physician:
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C. Pacemaker Yes No

When?

Treating physician:

d. By-pass surgery Yes No

When?

Treatng physician:

12. Have you ever received any fraumatic injury to your chest?

Yes No

If ves, state when and describe the injury.

Injury When

13. State whether any of the following tests were administered BEFORE your use of fenfluramine
(Pondimin), dexfenfluramine (Redux) and/or phentermine.

a Echocardiogram Yes__ No___ Idon'trecall
b. Electrocardiogram Yes __ No_ __ ldon'trecall
c. Cardiac or pulmonary artery
catheterization Yes __ No___ 1don'trecall
d. Pulmonary function test Yes __ No ___ [dont recall
e Perfusion lung scan Yes __ No__ _ Idon'trecall

f. Chest x-ray Yes __ No___ 1don'trecall
. Arterial, cardiac or
pulmonary angiogram  Yes ___ No____ Idon’t recall
b Cardio-pulmonary or

thallium sress test Yes No I dont racall
L Other diagnosnc wast or

imaging of the hear,

lungs, or pulmonary arieries or :

arterial pressure Yes___ No____ ldon't recall
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14, For each 1est for which you answered yes, identify the treating physician and approximate date

\ of the test.
Test Treanng Physician Approximate date
Test Treapng Physician Approximats date
Test Treaung Physician Approxamare date

15, If an echocardiogram was 1aken BEFORE your use of fenfluramine (Fondimin),
dexfenfluramine (Redux) and/or phentermine, complete the following chan as to the results OR
anach a copy of the test report. If the diagnosis falls berwesn wo categonies (&g trace w
mild). please put 4 check mark in each of the two categories with 2 line conhecnng them:

None Trace Mild Moderate Severe
Mitral Valve Regurgitation 3 ‘ |
Tricuspid Valve Regurgitation |

Aomic Valve Regurgitation
Puimongry Valve Regurgitation
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2, With respect o each prescripiion described above state the following as 10 how the prescription
was ohamed.

From your own primnary care or family physician who wrote & prescription but did not
dispense the drugs?
{(h) From your own primary care or family physician who dispensed the drugs directly to
‘ vou?
(c) A physician, other than your primary care or family physician?
(a) A private weight loss clinic? ‘
() A hospital-hased weight loss clinic or doctor?
(N (nher (e.g., a friend, a pharmacy); please specify

— ()

k3 State the name and address of any physician, weight loss clinic, or other person whe dispensed
your fenfluramine (Pondimin), dexfenfiuramine (Redux), and/or phentermine, and idenufy any
individuals you spoke with at the pharmacy: '

a. Prascription for filled on (date} by (e.g.
pharmacy, physician):

Name

Sueer Address

City, State, Zip

Name of individual(s) you spoke with

[ Prescription for filied on {date) by (e.g.
pharmacy, physician):

Name

Smreet Address

City, State, Zip

MName of individual(s) you spoke with
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c. Prescription for filled on (date) by (e.g.
pharmacy, physician):

Name

Srreer Address

Ciry, State, Zip

Name of individual{s) you spoke with

d. Prescription for filled D;l (date) by (a.g.
pharmacy, physician):

Name

Srest Address

City, Suate, Zip

Name of individual(s) vou spoke with

4, Did you have the prescription filled yourself? Yes No

If you did pot fill the prescription, who acmally went to the pharmacy or other providet 10 have the
prescription filled?

Name

3. Were you given any Writted instructions or wamings regarding the use of fenfluramine
(Pondimin), dexfanfluramine (Redux) and/or phentermine?

Yes _ No I don't recall

If yes, state when the written instructions or wamings were given and identify each person or
entity from whotn you received the wamings of nsTUctons.

Approxumate dare

Name of person or entity (and address if not otherwise provided)
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6. Wers you given any oral nStructions or warnings regarding the use of fenfluramine (Pondimn).
dexfenfluramine (Radux) and/or phentermine?

Yes Np I don't recall

If ves, state when the oral instructions of warnjngs were given and identify sach person or
entity from whom you received the warnings or mstructions.

Approximate date

Name of person or epury (and address 1f not atherwise provided)

7. Did you lose weight while on fenfluramine (Pondimin), dexfenfluramine (Redux)} and/or
phentermine? ‘

Yes No

If the answer is yes, for each course of weament with the diet drugs, siate the amount of
weight vou lost and state the period during which the weight loss was achieved:

weight lost dates of weight loss
weight lost dates of weght loss
weight lost dates of weight loss

8. State your bigh and low weight over the past 1en years.
High Ibs. Approximate Date
Low 1bs. Approximate Date
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vI: CURRENT MEDICAL CONDITION
1. Do vou currently suffer from any physical injunes, illnesses or disabilitias?

Yes No

-~

If the answer is ves, piease state the following:

a. ldentify the injury, illness, or disability and date of onsert;
Injury, illpess or disability Date of diagnosis
b. By whom first diagnosed:
Name Address (if not otherwise provided)
3 At any time AFTER you first ingested fenfiuramine (Pondimin}, dexfepfimamine (Redux) or
phentermine, have you ever experiencad any of the following?
a. Shormness of breath not associsted with
vigorous exercise Yes No I don't recall
b. Persistent or recuxteni pain in your chest
Yes No I don't recall ‘
c. [rregular heart beat, including heart
palpitations, tachycardia and bradycardia
Yes No______ I dep'trecall
d. Abpormal iack of energy
Yes No_ Idon'trecall
e Famung, dizziness or lightheadedness :
Yes No I dop't recall i
I
f. Sle=p apnea, other sisep breathing disorder, ‘
or difficulry breathing
Yes No 1 don't recall
g Snoring Yes No I don't recall
b. Head pounding - Yes No 1 don't recall
i. Significant swelling of ankles other
than during pregnancy
Yes No I don't recall
j- Memory loss Yes No I don't recall
k. Arthritis or jomt pain
Yes No 1don'trecall
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4, If you claim psychological or emotional injury as a consequence of diet drugs, state whether
you have experienced or been treated for any psychological, psychiamic or emouonal probletn
prior 10 the use of fenfluramine (Pondinun), dexfenfluramine (Redux) or pheniermine.

Yes ‘ No
If ves, state:
a. Name and address of each person (4.8, psvehiatrist, psychologist, social worker) who
reaed you
(2)
Name

Address (if ool otherwise provided) -

13)]
Name
Address (if not otherwise provided)

{£)
Mame
Address (if oot otherwise provided)

b Condition for which treated
c. When treated
3 At any time AFTER you first ingested fenfluramine (Pondimin), dexfenfluramine (Redux) or

phentermine, have you ever been told by a doctor or any other person, that you have, may have
or had any of the following:

a Hypertension or high

blood pressure Yes No I don't Fecalt
b. Heart murmmr Yes No I dop’t recall
c. Hean attack Yes No I don't recall
d. Stoke Yes No ____ [don't recall
£ Blood clot 1o the lung (pubmonary

cuholism) Yes No I don't recall
£ Blood clot in the leg

and/or phlebids Yes No__ ldon'trecall __ _

Chroni¢ lung disease

Yes No I dop't recall

h Interstitial parasitic

lung disease Yes No I don't recall

1. Congenital abnormality
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of heart Yes No [ don't recail
Congenital abnonmality of lupngs, thorax
or diaphragin Yes No I dom't recall
Hvpoxia Yes No I don't recalt
Portal hypenension Yes No I don't recall
Puimonary vasculiis Yes No I don't recall
hinnune system disease of dysfuncton (includmg
AIDS or HIV) Yes No I dom't recall
Rheumane fever Yes No I dop't recall
Cirrhosis, hepatitis or
other liver disease Yes No I don't recall
Alcoholism Yes No____ Idon't recall
Carcmoid syndrome Yes Na 1 don't recall
Other cancer Yes No I don’t recall
If yes, specify:
Pulmonary hypenension Yes No I dom’t recall
Pulmonary venous ;
bypertension Yeas Na I don't recall
Primary pulmonary
hypenension Yes No 1 don't recall
Heart valve lesions Yes - No 1 don’t recall
Heart valve prolapse or .
regurgitation Yes No I don't recall
Neurological problem Yes No I don't recall
If yas, specify:
Ankylosing spondylitis  Yes No I don't recall
Altirude hear disease “Yes No 1 don't recall
Cardiac arthythmias Yes No [ dop't recall
Collagen vascular
disease Yes No I don't recall
Endocarditis Yes Mo I don't recall
Eosinophiliz-myalgia .
syndrome (EMS) Yes No I don't recall
High cholesterol Yes No [ don't recall
Hyparmiglyceridemia Yes No [ don't recall
Increased levels of low density bipo
protein cholesterol

. (L.DL %) Yes No 1 don't recall
Marfan's syndrome Yes No__ __ Tdon'vrecall ___
Mediasrinal fibrosis Yes No 1 don't recall
Mediasripat stenwsis Yes No 1 don't recall
Raynaud's disease Yes No___ ldon'trecall ___
Anbrexia Yes No [ don't recall
Bulimia Yes No 1 don't recall
Dizbetes Yes No I don't recall
If yes, specify type:
Hypoglycemia
(low blood sugar) Yes No Idon'trecall __
Gall bladder disease Yes No 1 don’t recall
Kidney disease Yes No Idon'trecall
Dermatomyositis Yes No Tdon'trecall
Lupus Yes No Idon'trecall
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au. Rheumatoid arthritis Yes No I dom't recall

av. Connective tissué

Disease Yes No Idon'trecall
aw, Scleroderma Yes No I don't recall
ax. (Qther autoiminune

disease Yes No I don't recall

If ves, specify:
ay. Scarlet fever Yes No Tdon'trecall ______
Az Sickle cell anemia Yes No____ ldon'trecall
ba. Syphilis Yes Mo [ don'trecall ____
bb. Thyroid disorder Yes No I don't recall
he. Non malignant tutpors Yes No 1 don't recall
hd. Asthina or emphysema  Yes Neo 1 don't recall
be. Coronary artery disease  Yes No [dop'trecall ______
bf. Other heatt of

lung disease Yes No I don't recall
bg. Gum disease Yes No I dop't recall ______

6. If you responded yes to any of the above, please identify the condiron, the date of onset and

siate the name of the physician or othet person and the address of the physician who made the
diagnosis or informed you of the conditon. :

a. Condition:;

Ounset:

Name and address of diagnosing physician or other person:

b, Condition;

Onset:

Name and address of diagnosing physician or other person:

c. Condition;

Onset:

Naime and address of diagnosing physician or othcr‘pmun:

d. Condition:

Omset:

Name and address of diagoosing physician or other person:

BOTE2A0115 UEROE SRASHIMY.OLD 22



. 7. State whsther any of the following tests were administered at any time AFTER you first
! ingested fenfluramine (Pondimin}, dexfenfluramine {Redux) and/or pheotermine.

a. Echogardiogram Yes _ No__ ., Tdom'trecall
h. Elecoocandiogram Yes ___ No__  ldon'trecall
¢ Cardiac or pulmenary anery

catheterizaton Yes . No___. [don'trecal
d Pulmonary function test Yes _ No __ [don’t recall
e Perfusion lung scan Yes_ No___ Idon™recall
i Chest x-ray Yes _ No___ Idon'tracall
g Anerial, cardiac or

pulmonary angiogram  Yes ___ No____ Idon’t recall
h. Cardio-pulmonary or

thallium stress 185t Yes_ No___ ldop'treall
L Other diagnostc test or

imaging of the heart,
lungs, or pulmonary arenes or
arterial pressure Yes ____ No [ doot recall _____

B . For each test for which you answered yes, identify the physician and approximate date o
which the tests were done. .

Test Physician Approximate date
Test ‘ Physician Approximate date
Test Physician Approximate date
9. If an echocardiogram was taken at any ime AFTER you first ingested fenfluramine

(Pondimin), dexfenflramme (Redux) and/or phentermine, complete the following chan as to
the results OR atiach a copy of the test results. If the diagnosis falls betwesn wo categories
{e.G. trace to mild) please put check marks in both categories with 2 line berwesn the two:

None Trace Mild Modzate  Severe
Mitral Valve Regurgitation
Tricuspid Valve Regurgitaion
Aortic Valve Regurgitadon i
Pulmopary Valve Regurgitation |
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VI INJURY CLAIMS

1. 2.

N02ER6 2115 kO WbASHIPF .OLD

Excluding discussions with experts hired by your attorney, have you had discussions
with any treating physician about whetber your condition is related to the use of diet
drugs?

Yes No 1 don't recall

If yes, identfy the doctor or doctors

Name

Address (if not otherwise provided)
If ves, check one of the following:

(a) 1 was wld my condition is related to the use
of diet drugs ___.

1)) I was wld my copdition is not related to the use

of diet drugs ___.

(€} I was told my condition may be reiated 1o the use
of diet drugs __.

(d) I was told by the doctor that he or she does not know
whether my condition is related w the use of

diet drugs .
(&) [ don't recall what [ was told __.

If discussed with more than one doctor, piease copy and complete Parts b and ¢ for
each on additional sheets,

24




2. 1f you claim or expect 1o claim that you lost earnings or suffersd impairment of earning
capaciry as a result of any condition which you believe was caused by your use of diet drugs:

a. Complete the following information with respect to your employment for the past 1em
years.

Employers for Past Dartes of
Ten Years Address Type of Business/Positon Employment

b, St;l: the total 2momit of time which you bave lost from work as a result of any
copdition which vou claim or believe was caused by your use of diet drags and the
amount of income which you lost. '

¢ To the best of your knowledge, state your earned mcome for each of the last five
years,

Year Income

(P R P BT
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PART VIII: MISCELLANEOUS

L

Have vou hemn it communication with any of the parties (other than the physician or health

care providers) vou have sued in this case?

Yes No

If you answered "Yes" o the previous question, please provide the following information for
each such communication:

Defendant with whom you communicated

Date and method of commmnication (e.g. telephone, office visit, letter, e-mail)

Substapce of the communicanion

Witness(es) to the communicaton

b.
Defendant with whom you communjcated
Date and method of communication (e.g. telephone, office visit, lenter, e-nail)
Substance of the communication
Witness(es) to the communicadon
C.

Defendant with whom you communicates

Date and method of communication (¢.g. telephone, office visit, lenter, e-mail)

Substance of the commmication

Witness(es) to the commmicanon
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£ To the best of your ahility, provide the following information to the extent it has not previously
heen provided in the guestionnaire.

A, Identifv vour current primary care or family physician or clinic:
Name
Street Address

City, State. Zip Code

B. 1denrify each of your primary care or family physicians or clinics for the last rwenty years.
L.

Mame

Surest Address

Ciry, State, Zip Code

Approxupate dates

-

Name

Strest Address

City, State, Zip Code

Approximate dates
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L. Identifv each pediatrician who examined or treated you as a child.

Name

Strest Address

City, Suate, Zip Code

Approximate dates

Name

Soreer Address

Ciry, State, Zip Code

Approxamate dares

D. Identify each cardiologist, pulmonary physician and/or beart, fung or chest surgeon who has ever seen
or reaied vou. ’

Name

Specialty

Soest Address

City, Swae, Zip Code

2.

Name

Specialty

Sorest Address

City, State, Zip Code
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Naine

Specialty

Strest Address

Ciry, State, Zip Code

Name

Specialty

Smrest Address

City, State, Zip Code

E. Hdextify sach bospital where you have received inpatient weatment during the last twenty years.

Name

Spenialty

Steet Address

City, State, Zip Code

Name

Specialty

Strest Address

City, State, Zip Code
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Name

Specialty

Sreast Address

City, State, Zip Code

Name

Specialty

Strast Address

Ciry, State, Zip Code

F. Identify ezch bospital or health care facility where you have recetved outpatient reatment (including
treatment tn an emergency room) durmg the izt twenty years,

Name

Specialty

Street Address

City, Swe, Zip Code

IName

Specialty

Street Address

City, Sue, Zip Code
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Name

Specialty

Strest Address

City, State, Zip Code

Name

Specialty

Stres1 Address

City, Suae, Zip Code

G. ldentify each other physician ot health care provider from whom you have tacaived treatment during
the last twenty years with the excepuon of psychiamists or psychologists.

WName

Spacialry

Street Address

Ciry, 5tate, Zip Code

Name

Specialty

Strect Address

City, State, Zip Code
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Name

Specialty

Strest Address

{Cirv, S1ate, Z1p Code

Name

Specialty

Street Address

= City, State, Zip Code

Name

Specualty

Smeet Address

Ciry, State, Zip Code

Name

Specialty

Surest Address

City, State, Zip Code

002624511 Y DRON MATHIFF OLD
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Name

Specialty

Street Address

Cirv, Staie, Zip Code

Name

Specialty

Strest Address

Ciry, State, Zip Code

H. ldentify each pharmacy, drugstore and the like where you have had pregcriptions filled during the past
tweary vears or from which yon have ever received any prescription medication taken to control or
reduce vour weight:

Name

Strest Address

City, State, Zip Code

2.

Name

Soesm Address

City, Swure, Zip Code

3.

Name

Strest Address

City, State, Zip Code
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Name

Strest Address

City, State. Zip Code

5.

Name

Smreet Address

City, 51ate, Zip Code

[ATTACH ADDITIONAL SHEETS,
[F NECESSARY TO COMPLETE EACH SUBSECTION]
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IX: DOCUMENTS

If vou have or have given to your anomeys any of the following documents, you (or your anorney)
must attach them to this declaration. This shall inciude documents which you have previcusly provided
to vour anorney, but does not include dociments that your amomey has independently gathersd.

1. A copy of the prescription, drugstore pnntout(s) including any "patsnt prescription profile”,
phyvsician or office record, drug conmainers, brochures, patient information, or any other record
showing each dist drug which vou have taken, the period during which you bave raken each
such diar drug, the dosage of each of such diet drwg, the frequency with which you wok ach
such drug, and any informarion you were given abour the diet drug.

71 have no documents responsive to this request,
[ The responsive docutments are artached.
[ The responsive documents will be produced by
{date)

'!-J

All documents evidencing or otherwise relating to the purchase of fenfluramine (Pondimin),
dexfenfluramine (Radux) and/or phentermine for use by the plamtiff.

O 1 have no documents responsive 1o this request
(7] The responsive documents are antached. |

3 The responsive documents will be produced by ..
{date}

3 All documents evidencing or otherwise relating to any diagnostc tests referenced in this
questionnaire, incleding without limitation, each repon of any echocardiogram which has bern
performed on you &t any time.

O 1 bave no documents responsive to this request

[ The responsive documents are attached.

[0 The responsive documents will be produced by ____
(dare)

4, All medical records from any physician, hospital or other health care provider who eated you
at any tme for any disease, condition, or symptom included in this questionnaire,

11 have no documents responsive to this request
[ The responsive documents are amtached.

O The responsive documents will be produced by
(date)
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3. To the extent oot included in the foragoing, all records relatng to any examination by a
physician or other health care provider, conducted for any purpose, other than psychiame or
psvcbological evaluation, m the perod beginning five (3} years prior 1o the date upon which
vou first used phentermine, fenfluramine (Pondimin) or dexfenfluramine (Redux) and
coprinwing to the present date.

1 have no docwments responsive to this request
O The responsive documents are attached.

[ The responsive documents will be produced by
(date)

6. If vou have heen the claimant or subject of any worker's compensadon, Social Secunty or
other disability proceeding, all documents relating 10 such procesding.

11 have no documents responsive to this request
[0 The respomsive documents are attached.

O The responsive documents will be produced by
(dae)

R All personal diaries, calendars, date books or other documents, including recordations which
- : reflect any facts or mformation regarding your use of fenfluramine (Pondimin), dexfenfluramine
(Redux) and/or pheniermine or any alleged complamt, symptom, adverse reaction or other
injury allegedly arising therefrom.

31 bave no documents responsive o this request
[ The responsive documents are attached.
O The responsive documents will be produced by
(date)

B. If vou claim wage loss or impairment m samimg capacity as a result of taking fenfluramme
(Pondimin), dexfenfluramine (Redux) and/or phentermine, copies of all your W-2 statements (ar
if you are self-employed, federal income tax retrns) for a period from thres years prior to the
date on which you first wok fenflorammne (Pondimin) , dexfenfluramine (Redux) and/or
phemermine through the present

01 have no documents responsive to this request
[ The responsive documents are atached

] The responsive documents will be procuced by
{date)

9, If you claim anmy loss from medical expenses, copies of all bills from any physician, bospital,
pharmacy or other health care provider and copies of any msurance includmg
Medicaid/Medicare claims or proceeds.

31 have no documents responsive to this request.
[ The responsive documents are attached

3 The responsive documents will be produced by
(dare)
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10.

1L

3.

14.

15.

Capies of documents from physicians, heatth or weight loss clinics or others relating 10 r.he use
of diet drugs, or to any conditiop vou claim 15 related to the use of diet drugs.

O 1 have no documents responsive 1o this request.
[ The responsive documents are attached.

] The responstve documents will be produced by
{date)

Copies of any and all statements from any defendant made 10 the plamtff, his agents, servants
OT representatives.

(31 have no documents responsive 1o this request.
O The responsive documents are attached.

[*] The responsive documents will be produced by
(date)

All documents constimting, concerning or relating to product use instructions, product warnings,
package inserts, height and weight charts, pharmacy handouts or ather materials distibuted with
or provided 10 you when your prescriptions for diet medications were filled.

01 bave no documents responsive to this requast. -
(3 The respansive documents are anached.

[ The responsive documents will be produced by ...
(date)

All documents in the nanure of records regarding weight gain and weight loss such as charts
recording weight loss, diaries of weight loss efforts, notes or descriptions of medicines or other
substances used to comtrol or reduce your weight and the like.

] 1 have no documents responsive 1o this request
[ The responsive documents are attached.

[ The responsive documents will be produced by . _
(date)

Copies of all advertisements or promotions for diet drugs.

01 have no documents responsive to this request.
03 The responsive documents are attached.
[ The responsive documents will be produced by
(date)
F
If you allege a claim of loss of consomium, a copy of your marmage cerdficate.

[ have no documents responsive to this request.

13 The responsive documents are attached. -

0 The responsive documents will be produced by ..
(dare)
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16. If you represent a decedent, a copy of the death certificate,

011 have no documents responsive to this request
[J The responsive documents are attached.

[0 The responsive documents will be produced by
{date)
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PART X: AUTHORIZATIONS
ORIGINAL SIGNED AUTHORIZATIONS

Provide signed, notarized origival authonzations using the enciosed forms {vou should make addinonal
cupies 0 the «xient needed] for the following:

1

!»J

Each health care provider, hospital or other medical institution you have identified in response
to the questions set forth in this gquestionnaire for the release of records pefaining t© vou.

Each pharmacy vou have idenrified in response to the questions set forth in this questionnaire
for the release of records pemaining to vou.

Each of your present and past employers identfied m response o the questions sex forth m this,
questionnaire for the reiease of records pertaming 10 you. If vou are self-ctuploved and are
claiming lost eamnings of impaired earning capacity, provide release forms for the Internat
Revenue Service for release of your tax returns for each of the last five years (together with
copies of rwo forms of signature identification). :

Each waorker's compensation of social security disability instruon or office at which you have
filed 5 claim (as identified in questions [I. 10 and 11 of this questionnaire) for records
pertaining w0 you. . :

IMPORTANT NOTE: Provide ONE authorization for sach medical professional, pharmacy
employer or other instituton, unless you have sued a physician or other health care professional,
in which case you must provide TWO autborizations for cach medical professional, pharmacy
cmipiover or other instiution
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MEDICAL RECORDS RELEASE

TO:

This Authorization permits vou to release copics of all records and information that yor made or have in
coppection with the examinations, diagnoses and treatments of me; it does not permit you, nor does it
authorize vou, to speak to anvone ¢concerning your medical treatment of me. It does not permit you to be
interviewed regarding my treatment, to give any statements or supply any narrative reports.

The undersigned hereby authotizes you W give to the

or any of their representatives

presenting the original or photosaric copy hereof, copies of any and all records regarding the undersigned's
tnedical condition and medical expenses. This mformation includes, but is not limived to, matters regarding the
undersigned’s injuries, diseases, diagnoses and treatments. The mformation 0 be released includes, but is not
linitad to: medical racords, reports, x-rays, schocardingraphic racordings, other diagnostic tests or films,

prescrption records, madical hills. These records may be used in a civil litigation maner filed by the

‘ undersiened.
Darad this day of , 190,

Sigunamure of Plaintiff

Type or Print Name

Dare of Birth

Social Security Number

SUBSCRIBED AND SWORN TCO BEFORE ME IN MY PRESENCE
this day of , 1998,

Notary Public

My Commission expires
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AUTHORIZATION
TO RELEASE PHARMACY RECORDS

TO:

The undersigned hershy authorizes vou w give 1o the attarneys requasting this informadon or
their representarives presenting the original or photostatic copy hereof, copies of any and all records of the
phanmacy or pharmacy deparment concerning me, including but not limited to all prescripion records, patient

profile records, backs of the prescriptions, third-party payor information and/or any similar records.

Dated this day of - ' , 199

Signature of Planiiff

Type or Prmt Name

Date of Birth

5oc¢ial Security Number

SUBSCRIBED AND SWORN TO BEFORE ME IN MY PRESENCE
this day of , 1998,

Notary Fublic

My Cominission expires
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AUTHORIZATION FROM EMPLOYEE
TO RELEASE EMPLOYMENT INFORMATION

T

The undesigned hereby authorizes you to provide 1o the attomeys requesting this informauon or
their representauves presening the original or phowosnans copy hereof, copies of any and all employment records
pentaining 1 the undersigned, including without limitation: applications for employment; reports of any physical
examinations; transfers, promotons, wage increases and decreases, and all other materials and documents
contained in my personnel file with you; all camings, wage and incom:dsmtcmmm and documents reiating
thereto; all documents relating to discipine including warnings, reprimands, suspensions, termmatons and all
other forms of discipline; all performance mﬁews ard job cvaluaﬁm_:_s; #ll dates of smployment, absences and
dates of (erminaton and zll docutnents relating to discharge and/or termination; and all documents refating to my

ahsences, iliness and injuries.

Dated this day of 199_.

Signature of Plainniff

Type or Frint Name

Date of Birth

- Social Security Number

SUBSCRIBED AND SWORN TO BEFORE ME IN MY PRESENCE
this day of 1998,

Notary Public

My Cominission expires
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AUTHORIZATION
TO RELEASE CLAM INFORMATION

TO:

This undersigned herzhy authorizes vou 10 provide w© the attorneys requestng this informaoon
or their representatives presenting the original or phowsistic copy hereof, copies of apy and all documents and
records pertaining in any way 10 any claim made by the undersigned for worker's compensaton, disability or
other benefits, including without limitation: all records pertaining 10 the cost of medical care or rehabilitarion for
which reimbursament has been made or it is reasonably anticipated in the funsre will be made, from any
collaters] beneftt programs, or apy other organizaton or program; all records of payments, payroll stubs; any
correspondence 1o of from any person; -any analysis{es) of claimant's medical condition; al! analysis(es) of any
disahility or claimed disability and any entilements to disability payments; and all documents related to the

termination of any payvments, insurance coverage and/or benefits.

Dared this day of , 199

Signanore of Plaintif

Type or Prit Name

- Date of Birth

Social Secirity Number

SURSCRIBED AND SWORN TO BEFORE ME IN MY PRESENCE
this _ dayof ‘ 1998,

Notary Public
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PLAINTITF'S DECLARATION

1 declare under penalty of penury that all the information provided in this Plaintiffs’ Inmal Discovery 13
true and correct to the hest of my knowiedge. mformauon and belief and that [ have suppired all the documents
requested 10 the extent thal such documents are w 1oy possession, conmol or custody and at [ bave supplied the

authomzanons as reguesed,

Dare: Sione:

Priot Name:

SUUBSCRIBED AND SWORN TO BEFORE ME IV MY PRESENCE
1his dav of . 1008,

Netary Public

My Commssion expires

VTRERY I UIATE swJRHIPF CLD




