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IN THE CIRCUIT COURT OF THE EIGHTH JUDICIAL CIRCUIT, ALACHUA COUNTY, FLORIDA
CASE NO.: 01-2022-CA-002670

EXACTECH MASTER CASE
THE HON. DONNA M. KEIM

PLAINTIFF’S PRELIMINARY DISCLOSURE FORM

)
)
)
)
)
)

Instructions: Please provide the following information for each individual on whose behalf a claim is being made relating to implantation
of an Exactech Device. When providing names and addresses please provide the full name and full address, including street number, street
name, city, state and zip code.

Caption: Primary

Docket No.: Aftorncy &
Contact
Information:

Name of Individual Date of Birth:

Implanted with

Exactech Deviee:

Address: Loss of Consortivm | Y/N
Claim:

Last 4 Digits of XXX-XX- I yes, name of

Social Security No.: spouse:

Name & Contact Information of Estate Representative
if Individual Implanted with Exactech Device is
Deceased:

Identify Location of | Right hip / Lefthip / Bothhips / No hip (check one)
Body Where

Product(s) at Issue
Was Implanted:

Right knee / Lefiknee / Both knees / Noknee (check one)

Right ankle / Leftankle / Both ankles / No ankle (check one)

If implanted with more than one Exactech Device, complete Sections Il and IV for each Exactech Device. Fill out the
mformatwn below for each implant and removal surgery. Add addzttonal sheets as needed

... . _ Right Side Implantation Surgery
Type of Optetrak Class1c / Optetrak Logic / Truliant / Vantage

Exactech

Device: Connexion GXL / Conventional UHMWPE Hip Liner

(circle-one only)

Expiration Date for the Date of
Polyethylene Component if Implantation:
Indicated on Bar Code or Other
Medical Records:

Catalog No./Lot No./Serial No.
for Each Exactech Component:

Name and Address of
Implanting Surgeon:

Namme and Address of Medical
Facility Where Implant Surgery

Performed:

.. o _ Left Side Implantation Surgery
Type of Optetrak Class1c / Optetrak Logic / Truliant / Vantage
Exactech
Device: Connexion GXL / Conventional UHMWPE Hip Liner

(circle.one only)
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Expiration Date for the Date of
Polyethylene Component if Implantation:
Indicated on Bar Code or Other

Medical Records:

Catalog No./L.ot No./Serial No.
for Each Exactech Component:

Name and Address of
Implanting Surgeon:

Name and Address of Medical
Facility Where Implant Surgery
Performed:

Date of Revision Surgery(ies):

Name(s) and Address(es) of
Explanting Surgeon(s):

Name(s) and Address(es) of
Medical Facility(ies) Where
Revision Surgery(ics) Was
Performed:

Identify the components removed
during the revision surgery:

Are You in Possession of Explanted Y/N Location of Explant(s):
Component(s)?
Identify Location of Body Where | Right hip / Lefthip / Bothhips / Nohip (check one)
Revision Surgery Was
Performed: Rightknee / Leftknee / Bothknees / No knee (check one)

Ri

ht ankle / Leftankle / Both ankles / No ankle (check one)
\

Imaging Study(ies) Conducted? (c.g.
MRICT/X-Rays
Pathology Studies Conducted?

If yes, list which reports are available:

Ifyes, list which repéﬁs and/or
| specimens arc available:

1. Attach records establishing the product identification and pages with manufacturer/product stickers for every product
implanted;

2. Attach the implant operative report(s);

3. Attach the revision operative report(s); and

4. Attach the revision pathology report(s).

BY:
Attorney for Plaintiff — INSERT NAME & FIRM Dated
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IN THE CIRCUIT COURT OF THE EIGHTH JUDICIAL CIRCUIT,
ALACHUA COUNTY, FLORIDA

CASE NO.: 01-2022-CA-002670
EXACTECH MASTER CASE
THE HON. DONNA M. KEIM

)
)
)
)
)
)

PLAINTIFF’S FACT SHEET

This Plaintiff’s Fact Sheet (“PFS”) must be completed by the plaintiff or the representative
of plaintiff’s decedent within 75 days of the filing of the Complaint or May 15, 2023, whichever
is later. No objections may be made to the questions. Answer every question to the best of your
knowledge. In completing this Fact Sheet, you are under oath and must provide information that
is true and correct to the best of your knowledge. If you cannot recall all of the details requested,
provide as much information as you can. You must supplement your responses if you learn that
they change or are incomplete or incorrect in any material respect. For each question, where the
space provided does not all9ow for a complete answer, attach additional sheets so that all answers
are complete. When attaching additional sheets, clearly label what question your answer pertains
to.

In filling out this form, use the following definitions: (1) “health care provider” means
any hospital, clinic, medical center, physician’s office, infirmary, medical or diagnostic laboratory,
or other facility that provides medical care, and if claims are made for psychological, cognitive,
and/or mental health problems other than “garden variety” emotional distress, psychiatric, or
psychological care or advice, and any pharmacy, dietary, nutrition or weight loss, x-ray
department, laboratory, physical therapist or physical therapy department, rehabilitation specialist,
physician, osteopath, homeopath, chiropractor, or other persons or entities involved in the
evaluation, diagnosis, care, and/or treatment of the plaintiff or plaintiff’s decedent; (2)
“document” means any writing or record of every type that is in your possession, including but
not limited to written documents, documents in electronic format, e-mail communications; text
messages; social network or Internet postings, social network other app-based messages;
iMessages, cassettes, videotapes, photographs, charts, computer discs or tapes, and x-rays,
drawings, graphs, phone records, non-identical copies, and other data compilations from which
information can be obtained and translated, if necessary, by the defendants through electronic
devices into reasonably usable form.

Information provided in this PFS will only be used for purposes related to this litigation
and medical records will be destroyed upon the completion of the litigation provided that this
individual case is dismissed with prejudice. This Fact Sheet is completed pursuant to the Federal
Rules of Civil Procedure governing discovery (or, for state court case, the governing rules of the
state in which the case is pending).
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1. CASE INFORMATION

Name of Person Completing Form:

If you are completing this PFS in a representative capacity (e.g., on behalf of the estate of
a deceased person), please complete the following:

Your Name:

Other Names and the Dates You
Used Those Names:

Your Address:

Individual You Represent, and Your
Capacity as Representative:

Your Relationship to Individual
You Represent:

Court Who Appointed You as
Representative (if any):

Date You Were Appointed:
[Calendar Drop Down]

Individual Case Number:

THE REST OF THIS PLAINTIFF’S FACT SHEET REQUESTS INFORMATION
ABOUT THE PERSON WHO WAS IMPLANTED WITH AN EXACTECH
PRODUCT.

2. PERSONAL INFORMATION

Name:

Maiden/Other Names
Used:

Current or Last Known Address:

Year You Began
Living at This Address:
[Calendar Drop Down]

All Persons Who Have
Lived with You from
the Date You Were




First Implanted to the
Present:
Date of Birth: [Calendar Drop Down] Sex: M/F [Drop Down]
Place of Birth: Driver’s License Number and Issuing State (for
all driver’s licenses you have):
Date of Death (if applicable): [Calendar Social Security Number:
Drop Down]
Marital Status: [DROP DOWN] | Name of Spouse, if Married at time of filing
Single Complaint:
Married
Widowed
Divorced
Separated

a. Identify each address at which you have resided at the time of your implant surgery with an
Exactech device and also for the last five (5) years, and list the approximate years when you
started and stopped 11V1ng at each address:

Address | Datesof Residence (drop down-year

,,-f."’_started and year ended) .

b. Are you currently, or have you ever been, married or in a domestic partnership/civil union?
Yes/No [DROP DOWN]

If Yes, for each spouse/partner, please state the following:



Name&Address of '; Spouse/Parmer s _’:",,Date . -
Spouse/Partner | Date of Blrth o Marrmge/Domest'“ ' '_‘MarnagefDomestlcf .
. ~_ [Calen ’ "V»Partnershlp Beganf. -"_Partnershlp Ended

. "f":ff';'_i";.and Ended
. [Calendar Drup
. ‘_fl)own]

c. Foreach of your living children, if any, list the following:

d. Within the last ten (10) years, have you been convicted of, or plead guilty to, a felony of
fraud or dishonesty and/or a crime of fraud or dishonesty? Yes/No [DROP DOWN]

If Yes, state the following:

Natureof Crime | Date of Crime [Calendar | Location of Crime

. L Dmp Duwn - year]




3. MEDICAL BACKGROUND

Current height:

Please state your weight at | Current:
the following times:

Time of each implant at issue:

Time of each revision surgery (if any):

a. Have you ever had an allergic reaction? Yes/No [DROP DOWN]

If Yes, please state the following:

‘f Type of Allergy (e g - When _Allergy Symptoms of "?Name & . Treatment
: . . Address of ’:’ . Recelved If
| Health Care ' .

» . F'.‘Prowder Who |
Dlagnosed

. Alersy.

b. Have you ever been diagnosed with any of the following?

= ;»’ $ .”:" : Yes/No/Unknown | Name and | j'.’Appr0x1mate |
. [DROP DOWN] | Addressof | Dateof

- ';Dlagnosmg | "Dlagnosm (1f

Acetabular perforation |

,P]‘_()Ylder ‘ .‘3 ; ,hcablf‘,

Adverse local tissue reaction (ALTR)

Alcohol Addiction

Aseptic Lymphocyte-Dominated
Vasculitis-Associated Lesion (ALVAL)

Asthma

Avascular necrosis

Neck or spinal injury or condition

Blood clots

Bone fracture

Cancer (including blood cancers)

Charcot’s disease

Chronic Fatigue Syndrome

Colitis or Ulcerative Colitis

Congenital dysplasia of the hip




Crohn’s Disease treated with medication

Deep Vein Thrombosis (DVT)

Degenerative joint or disc disease

Diabetes

Drug addiction

Eczema

Femoral shaft perforation, fissure, or
fracture

Fibromyalgia

Heart attack/Myocardial infarction (MI)

Hay fever

Immunodeficiency disorders

Infections lasting longer than a week or
occurring more frequently than monthly

Inflammatory bowel disease

Liver disease

Lupus

Lyme Disease

Neuromuscular compromise or vascular
deficiency

Osteolysis

Paget’s Disease

Periarticular calcification or ossification

Peripheral neuropathies or nerve damage

Poor bone quality (e.g., osteoporosis)

Reflex Sympathetic Dystrophy
Syndrome (RSDS) or Complex Regional
Pain Syndrome (CRPS)

Rheumatoid Arthritis

Rheumatic Disorders or Diseases other
than Rheumatoid Arthritis

Renal insufficiency

Skeletal hyperostosis

Slipped Capital Femoral Epiphysis

Subluxation or dislocation of the hip
joint

Treatment with non-topical steroids for
two consecutive months

Trochanteric fracture

Pseudotumor




c. Identify each hospital, clinic, surgery center, or healthcare facility where you have
undergone a surgical procedure (whether in-patient or out-patient) from five (5) years
before your first implant surgery to the present:

 Name of Facility Approximate | Surgeryor

L | Dates of Surgery | Procedure
. |Address | orProcedure | Performed =

d. Other than the implantation of the Exactech product(s) at issue, have you had implanted
in your body any other medical product of any kind (including joint-related and not
joint-related implants, but excluding dental filings, crowns, and bridges)? Yes/No

[DROP DOWN]
If Yes, please state the following:

 Product Name | Dateof | Name& | Condition | Complications | Still
- ;»',Implanta‘tlon Address of Sought tu _with Device or Impla, ed:

,1; Dropdown | Implantmg: be ' Procedure
_ |monthand | Surgeon | Tr L
lyvaar ..

e. Have you ever participated in any clinical trial or studies relating to any medical
devices, drugs, or treatments for any joint-related medical condition(s)? Yes/No/Do not
know [DROP DOWN]

If Yes, please identify:
Name of Trial/Study | Sponsor of Drug, Device, | Purpose of | Dates You
.. Trial/S tll dy »iyOl‘ Trea tmen t | Drug, DE‘VICE, Par thlpa te d |
. :,,’Studled . lor Treatment | in Trlal/Study

- ; Stlldled o ,’(drop duwn

f. To the best of your recollection, list each prescription or over the counter medication, you
have regularly taken (i.e., daily over the course of three months or more) in the five (5)
years prior to your first implant surgery with an Exactech product to the present,
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Medication ~[Dose& [ Prescribing | Dispensing | Purpose

| Physician Gf | Pharmacy |

4. IMPLANT/EXPLANT INFORMATION

a. Please provide the following information regarding your implantation surgery(ies).

Name(s) and Address(es) of
Implanting Surgeon(s):

Name(s) and Address(es) of Hospital(s)
or Clinic(s) where surgery performed:

b. With what type of prosthesis were you implanted? For each prosthesis, indicate on which
side of your body it was implanted and the date(s) of implantation.

TypeofProsthesis | DateofImplantation | Right |
Optetrak Classic

Optetrak Logic

Truliant

Vantage

Connexion GXL

Conventional UHMWPE Hip Liner

c. List the item number(s) and serial number(s) that corresponds to your prostheses. Provide all
codes, including those relating to the polyethylene component.

[OPEN FIELD]

d. Describe the condition for which the Exactech product(s) at issue was/were implanted:




[OPEN FIELD]

e. Identify the healthcare provider who diagnosed you with the above condition(s) by name
and address:

[OPEN FIELD]

f. Provide the following information regarding your revision surgery(ies), if any.

Date(s) of Revision Surgery:

Name(s) and Address(es) of
Revision Surgeon(s):

Name(s) and Address(es) of
Revision Surgery Hospital(s):

Manufacturer(s) and
Name/Model of Replacement
Device(s):

g. Identify who is currently in possession of your explanted components unless the Exactech
product(s) at issue is/are in the possession of a consulting or testifying expert, in which case
answer “in possession of expert” but do not reveal the identity of the expert:

[OPEN FIELD]

h. Ifnone of your Exactech product(s) has/have been explanted, has any doctor advised you
that you will need to have your Exactech product(s) explanted at some time in the near
future? Yes/No [DROP DOWN]

If Yes, state the following:
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Name of Doctor:

Address of Doctor:

Reason for Recommending That Exactech
Product(s) Be Explanted:

Exactech Product(s) Recommended for
Removal:

Date You Were So Advised: [Calendar Drop
Down]

Do You Intend to Have Your Device
Explanted? Y/N [Drop Down]

If Yes, When?

If No, Why Not?

1. Was/were any imaging study(ies) (e.g., MRI/CT/Ultrasound) conducted in connection with
your implant or revision surgery(ies)? Yes/No [DROP DOWN]

If Yes, list which reports are available and identify if known, from which facilities.

[OPEN FIELD]

J. Was/were any pathology study(ies) conducted in connection with your implant or revision
surgery(ies)? Yes/No [DROP DOWN]

If Yes, list which reports and/or specimens are available:

[OPEN FIELD]

5. CURRENT CLAIM INFORMATION

a. Do you allege that you experienced, or are currently experiencing, a physical and/or bodily
condition or illness as a result of the Exactech product(s) at issue? Yes/No [DROP DOWN]

10
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If Yes, please describe your physical and/or bodily conditions or illnesses and state whether
you are currently experiencing the physical and/or bodily conditions or illnesses:

[OPEN FIELD]

b. Do you claim that you have any of the below conditions as a result of your Exactech
implant? If so mark “X” for all conditions that apply:

C()ndltmn —

Bone loss fequirihg grafting |
Constrained liner placement surgery
Damage to abductor muscle requiring surgical repair

Debridement of necrotic tissue

Disassociation of femoral head

DVT, Pulmonary Embolism, or Myocardial Infarction During
Hospitalization for Revision Surgery or within 8 weeks after
discharge

Effusion (excess fluid causing swollen knee)

Elevated Metal Ion Levels

Extended Trochanteric Osteotomy (for Femoral Stem Removal)
Femoral Stem Loosening

Foot Drop

Fracture (bone)

Fracture (femoral stem or femoral neck)

Girdlestone

Need for Hinge Knee Replacement

Hip Dislocation

Hip Dislocation-related Treatment: Closed Reduction [Identify
Number of Closed Reductions: |

Hip Dislocation-related Treatment: Open Reduction /Identify Number
of Open Reductions: |

Infection (in the hip, knee or ankle)

Infection (in the hip, knee or ankle) related Treatment: IV antibiotics
Infection (in the hip, knee or ankle) related Treatment: Surgery to
Implant Antibiotic Spacer

Infection (in the hip, knee or ankle) related Treatment: Surgery to
Place Wound Vacuum
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Infection (in the hip, knee or ankle) related Treatment: Irrigation and
Debridement (I&D) Surgery

Loosening of acetabular cup or polyethylene liner

Metallosis/Metal Wear/Corrosion

Nonnunion fracture
Osteolysis

Pseudotumor

Placement of Cabling or Hardware for Femur Fracture
Re-Revision Surgery(ies)

Tibial Tray Loosening

Femur Fracture

Amputation

Death

Other (please describe): [OPEN FIELD]

c. For each condition or illness identified above, please state the following:

C“ndluon " ’ : . Approx Date of, | Name & Address of

' _,Treatment Treatmg Healthcare "
. | Provider

d. Describe any activities (i.e., of daily living, vocation, or recreation) that you can no longer
perform or participate in, or cannot perform or participate in as well or actively in the past,
since the time you experienced the physical and/or bodily condition(s) or illness(es):

[OPEN FIELD]

e. Do you allege that the Exactech product(s) at issue worsened a previously existing condition?
Yes/No [DROP DOWN]
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If Yes, describe the previously existing condition, the approximate date of onset of the
previously existing condition, and any treatment for and resolution of the previously existing
condition:

[OPEN FIELD]

f. Have you or anyone acting on your behalf, other than your attorney, ever communicated
directly with, or received communications directly from Broadspire? DROP DOWN yes/no.
If YES, state the approximate date of the first communication.

g. Have you or anyone acting on your behalf, other than your attorney, ever communicated
directly with or received communications directly from any Exactech representative or
lawyer, whether face-to-face, by telephone, or written communication? es/No [DROP
DOWN]

If Yes, please state the following

_Date of Communication | Name of Person | Mode of Describe

 with Whom You ’, Commumcanon Substance of
Cgmmumcated ... Commumcanon

h. Did you read or rely upon any documents or other information from Exactech prior to the
date of your Exactech product implantation surgery es/No [DROP DOWN]

If Yes, for each, please state the following:

"'_Document/Source of . Date You Read | How You OI:itainéd” -

}'Informatmn .

L Informatmn, . . .

If you have a copy of any of the documents that you listed, please produce a copy of it
together with your answers to the Plaintiff’s Fact Sheet.

If you no longer have the document or written information, please describe the information
that you received to the best of your recollection:

13



[OPEN FIELD]

i.  Did you read or rely upon any documents or other information specifically relating to the
Exactech product(s) implanted prior to your surgery? Yes/No [DROP DOWN]

If Yes, please state the following'
f-Document/Saurce of ” . | Date YouRead | How You Obtamed

f'Informatmn . Document/Recewed Document/lnformatwn

If you have a copy of any of the documents that you listed, please produce a copy of it
together with your answers to the Plaintiff’s Fact Sheet.

If you no longer have the document or written information, please describe the information
that you received to the best of your recollection:

[OPEN FIELD]

J- Were you given any oral or written instructions, warnings, or other information on the
Exactech product(s) and/or the implantation of the Exactech product(s)? Yes/No/Do not
recall [DROP DOWN]

IfYes, please state the following:
n Did You Receive | Who Gave You the | Oral or Written | Do You Have a Cnpy Qf

. Informatmn?w - Tlns Document"

If you have a copy of any of the information that you listed, please produce a copy of it
together with your answers to the Plaintiff’s Fact Sheet.

14
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If you no longer have the document or written information, please describe the information
that you received to the best of your recollection:

[OPEN FIELD]

6. HEALTHCARE PROVIDERS

a. Identify each of the below whom you have seen for medical care and treatment for the period
five (5 years) before your first implant surgery to the present, but for any medical care and
treatment for any of your bones or joints, please answer the question for ten (10) years before
your first implant surgery to the present

1) Doctor or healthcare provider (including but not limited to family/primary care
physicians, physical therapists, and/or chiropractors);

2) Any hospital, clinic, surgery center, healthcare facility, physical therapy or
rehabilitation facility; and

3) Any facility at which you have had radiographs of the joint(s), i.e., hip, knee, or
ankle at issue (x-rays, ultrasounds, MRIs, CT scans, bone scans).
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7. PSYCHOLOGICAL, COGNITIVE, MENTAL, AND/OR EMOTIONAL DISTRESS
CLAIMS

[NOTE: All plaintiffs must answer Question (a) below. If the answer to Question (a) is “No”,
please skip to Section 8 — Economic Damages. If the answer to Question (a) is “Yes”, please
answer Questions (b)—(d) below.]

Do you claim emotional distress damages in this lawsuit? Yes/No [DROP DOWN]

b. Do you claim damages in this lawsuit for psychological, cognitive, and/or mental health
problems, (including depression) or aggravation or exacerbation of a pre-existing mental
health condition? Yes/No [DROP DOWN]

cIf you answered “yes” question b above, have you been treated for any psychological,
cognitive, and/or mental health problems including depression, (but excluding emotional
distress) conditions or illnesses prior to developing the condition(s) alleged in this lawsuit?
Yes/No [DROP DOWN]

If you answered “yes” to both questions b and c above, please state the following:

 Name & Addressof Each | Conditions for Whlch | Dates (month &,year)

Healthcare Prowder Who Treated | You ’Were Treated Treated .
You . .. ...

8. EDUCATIONAL BACKGROUND

a. Identify the following information for each school or other educational institution you have
attended, starting with high school:

‘Nameof | Cityand | Datesof | Highest Levelof | -

j'_Schooleducatmnal State» _",,Attendyance Educatxon

."Instltutmn
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9. ECONOMIC LOSS CLAIMS

a. Current employment:

Are you currently employed? [DROPDOWN]Yes  No

If yes, identify your current employer and position:

b. Prior employment:

For the period of time from five (5) years before your first revision surgery until the present,
please identify the following information for your employers. If you have not been revised,
please 1dent1fy the information for the past five (5) years from today.

Clty and State ’,,,'-’f".’Apprommate ' ()ccupatlon or ‘Réason”fdl“
~ Datesof | Job Tltle 7" Leaving
Employment . _f [DROPV_{V':Z
. Remgned
_ Disabled,
 Laid Off,
o Termmated -

Pos:tmn

c. Are you making a claim for past or future lost wages and/or loss of earning capacity? Yes/No
[DROP DOWN]

If Yes, describe your claim(s ). Your description should include the total amount of time
(and amount of income) you have lost or will lose from work as a result of any condition that
you claim or believe was caused by the Exactech product(s) at issue, and an explanation of
how those amounts were calculated:

If you claim a loss of earnings, state your earned income from five (5) years prior to your If

[OPEN FIELD]

first revision surgery through the present. If you have not been revised, provide the
information for the past five (5) years from the present.

17
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| Annual GrossIncome

d. Provide the following information for any other economic damages you are claiming:

s | Approx. Dollar Amount

 Nature of Other Economic Damay

10. MILITARY BACKGROUND

Have you ever served in any branch of the [DROPDOWN]Yes  No
U.S. Military?

If yes, identify branch, rank, and dates of service:

If yes, select discharge status: [DROP DOWN]
Honorable

Other Than Honorable
Bad Conduct
Dishonorable

Officer Discharge
Entry-Level Separation
Medical Discharge

Were you ever denied entry into the military [DROP DOWN] Yes No
for any reason relating to your medical or
physical condition??

Were you ever discharged from the military [DROP DOWN] Yes No
for any reason relating to your medical or
physical condition??

If you answered “yes” to either of the previous two questions, state the condition(s) and reasons
for which you were denied entry or discharged:
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11. SOCIAL HISTORY

a. Do you currently use, or have you used, tobacco, including cigarettes, cigars, pipes, chewing
tobacco/snuff, and/or electronic cigarettes? Yes/No [DROP DOWN]

If Yes, identify the following information:

’;Type’,(iffrbba‘c.i‘;b .\ Date Tobacco Use | Amount Used on Duratmn of Use

. Started . _.“Average Per

b. In the five years before your revision surgery, have you regularly consumed alcohol more than
twice a week? Yes/No [DROP DOWN]

If Yes, identify the following information:

" [Average  [Approxdatesof
Ao use(DROP

. ;fCOnsume’d Per
| Week

c. Have you ever had a personal website, blog, Facebook account, Instagram account, Snapchat
account, LinkedIn account, or any other social media? Yes/No [DROP DOWN]. If you
answered Yes, please supply for the period of five (5) years before your first revision surgery to
the present. If you haven’t revised, please supply the information for the past five (5) years to
the present.

‘:'Web Address/Accnunt | Type of Social Media

d. For the period from five (5) years before your first implant surgery to the present, please list any
sport or exercise activities in which you have regularly participated in:
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€.

Type OfSPOrt/Exermse Dates/Years Played or | Approx. Number of

. Exercxsed | Hours Played or
. | Exercised Per Week

Please list any activities identified in the previous question that you can no longer perform, or
cannot perform as well, which you allege is due to your implants which are the subject of this
lawsuit.

[OPEN FIELD]

12. INSURANCE INFORMATION

a. Are you currently or have you ever been enrolled in Medicare or Medicaid? Yes/No [DROP
DOWN]

[NOTE: If you are not currently a Medicare-eligible beneficiary but become eligible for
Medicare during the pendency of this lawsuit, you must supplement your response at that
time. This information is necessary for all parties to comply with Medicare regulations. See
42 U.S.C. § 1395v(b)(8), also known as Section 111 of the Medicare, Medicaid, and SCHIP
Extension Act of 2007 and 42 U.S.C. § 1395y(b)(2), also known as the Medicare Secondary
Payer Act.]

If Yes, please state the following:

Health Insurance Claim Number
(HICN):

Date (month/year) You Began
Receiving Benefits:

b. Identify any insurance company or other entity that provided medical coverage to you
(either directly or through a group, including any employer) or paid medical bills on your
behalf at any time, for the injuries you allege are related to your implant:

7 NameofEntlty | Identification   ’_£ | Name of Policy | Approx. Dates of ,

- | andlor Pohcy | Holder/Insured (lf Coverage .
| Number | different thanyou) | -
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c. Have you ever received or applied for workers’ compensation or social security, and/or state
or federal disability benefits? Yes/No [DROP DOWN]

If Yes, as to each application separately, state the following:

Date/Year of Application:
Place of Employment
(name/address):

Job Description at Time of
Application:

Type of Benefits:

Nature of Claimed
Injury/Disability:

Period of Disability:
Amount Awarded (if any):
Basis of Your Claim:
Claim Denied? Y/N [DROP DOWN]
Agency/Company Application
Was Submitted To:

Claim/Docket Number, if Known:

13. OTHER CLAIM INFORMATION

a. Have you ever been involved in an accident or other event as a result of which you sustained
any physical injuries to your legs, hips, spine, back, knees, or pelvic area? Yes/No [DROP
DOWN]

If Yes, please provide the following information and attach copies of any accident reports in
your possession:
ofAccident Locaion&  Typek | Activiyai | Names&
| Typeof | Locationof | Timeof |

b. Have you ever filed a lawsuit or made a claim against anyone related to any bodily injuries,
including but not limited to a medical malpractice lawsuit or a lawsuit against a
pharmaceutical and/or medical device company? Yes/No [DROP DOWN]

If Yes, please provide the following:
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Parties You Sued/Made Courtm Case/Clalm o Attorney Who Nature of
Clalm Agamst“ . I Which Numb | .

c. Have you or your spouse/partner (if the spouse/partner is a plaintiff) ever declared personal
bankruptcy since the date of your first implant surgery to the present? Yes/No [DROP
DOWN]

If Yes, please state the following:

Date Filed:

Court Filed:

Docket Number of Petition:

Orders of Discharge:

d. Do you have litigation funding where the funder has decision making authority over the
terms of any settlement or other resolution of your claim? Yes/No [DROP DOWN]

If Yes, please state the following:

Name & Address of Third
Party:

Basis for Decision Making
Authority:

14. POTENTIAL FACT WITNESSES

a. Identify each person who you believe possesses information concerning the facts of your
lawsuit, including your current medical conditions, other than your healthcare providers:

15. DECEASED INDIVIDUALS & AUTOPSY INFORMATION

a. Are you filling this PFS out on behalf of an individual who is deceased and/or on whom an
autopsy was performed? Yes/No [DROP DOWN]
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If Yes, please state the following from the individual’s Death Certificate and/or Autopsy
Report:

[NOTE: In addition fo the following, please attach a copy of the death certificate, the letters
of administration, and a copy of the autopsy report (if applicable).]

Date of Death:

Place of Death (city, state, and
country):

Facility/Location Where Death
Occurred:

Name of Physician Who Signed
Death Certificate:

Cause of Death Listed on the
Certificate:

Date of Autopsy:

Name of Physician Who
Performed Autopsy:

16. AUTHORIZATIONS AND DOCUMENT DEMANDS

Plaintiff agrees to produce copies of signed and dated authorizations to the extent applicable at the
time of service of this PFS for the releases listed below. Plaintiff agrees that any document
request for records to be produced by plaintiff will not preclude defendant from also collecting
such records directly from the source pursuant to the signed authorizations.

DOCUMENT DEMANDS

Produce copies of the following documents that are in your current possession and to the extent
the documents are not subject to and protected by any claim of privilege:

Copies of all medical records from any physicians, hospital, or healthcare provider who has
treated you for any condition, illness, and/or disease identified in response to this PFS.

Copies of all records from any healthcare provider identified in response to this PFS.

All radiographs (x-rays, ultrasounds, MRI’s, CT scans, etc.) that relate to any of Plaintiff’s
joints, back, or spine, as well as any pre- and post-implant radiology for any organ to which
Plaintiff makes a claim.

All documents and/or notices received by Plaintiff with respect to third party lienholders,
including but not limited to, insurance companies, workers’ compensation,
Medicare/Medicaid, and/or other governmental entities.

Copies of advertisements, informational brochures, or promotions that you saw or reviewed
prior to your implant surgery discussing implant surgery or implant components.
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10.

1.

12.

13.

14.

All documents regarding the health risks associated with your implant surgery at or before
the time of injury alleged in your Complaint, other than documents prepared by your attorney
in this action.

All document that you believe were provided to you (not by your lawyer) by any defendant.

All photographs or videos of Plaintiff’s surgery(ies), all photographs or videos depicting the
Exactech product(s) at issue, and representative photographs and videos of Plaintiff which
show Plaintiff’s condition since the date of the original implantation(s).

Any documents, including but not limited to, literature or warnings received by you from
surgeons, physicians, or other healthcare professionals who have treated you for any condition
related to the Exactech product(s).

Documents that relate in any way to your application for, or award of, workers’ compensation
benefits for any injury or condition related to your impacted joint during the period from ten
(10) years before your first implant surgery to the present.

Copies of any accident report(s) related to any accident or event, in which or as a result of
which you sustained any personal injuries to your legs, hips, spine, knees, ankles, or pelvic
area for the ten (10) years before your first implant surgery to the present.

All bankruptcy petitions and orders of discharge (if applicable) for all bankruptcy claims made
by you or your spouse/partner if he/she is a plaintiff since the date of your first implant
surgery.

Copies of all pleadings and deposition transcripts in your possession or the possession of any
attorney who represented you related to any lawsuit or claim against anyone related to any
injury to your hip, pelvis, spine, or legs that are not subject to confidentiality requirements
from a non-party.

If applicable, decedent’s death certificate and copies of letters testamentary or letters of
administration confirming standing of the named plaintiff.

24


https://nighgoldenberg.com/exactech-hip-knee-ankle-lawsuit/

AUTHORIZATIONS FOR RELEASE OF INFORMATION

In addition to producing records responsive to the above demands, the plaintiff who was
implanted with the Exactech product(s) at issue is also required to complete and sign the below-
referenced authorizations, if applicable, and as identified by the plaintiff in his/her responses to

the Plaintiff Fact Sheet:

Authorization to Disclose
Protected Health Information
(i.e., medical records)

To be signed by all plaintifts.

Authorization for the Release
of Adverse Event Reports

To be signed by all plaintifts.

Authorization to Disclose
Psychological
Records/Psychotherapy Notes

To be signed only if a plaintitf is claiming
psychological, emotional or mental health
damages per Section 7 of the PFS for
reasons related to the Exactech produci(s) at
issue.

Authorization to Disclose
Employment Information

To be signed only if a plaintiff is claiming
lost wages or loss of earning capacity per
Section 8 of the PFS.

Authorization to Disclose
Worker’s Compensation
Information

To be signed only if a plaintiff has filed for
worker’s compensation benefits per Section
14 of the PFS for reasons related to the
plaintiff’s joint(s) at issue in this lawsuit.

Request for Copy of Tax
Return

To be signed only if a plaintiff is claiming
lost wages or loss of earning capacity
damages per Section 8 of the PFS.

Social Security
Administration (SSA)
Consent for Release of
Information

To be signed only if a plaintiff has filed for a
claim for disability benefits per Section 14 of
the PES.

Request for Social Security
Earnings Information

To be signed only if a plaintiff is claiming
lost wages or loss of earning capacity
damages per Section 8 of the PFS.
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DECLARATION

Pursuant to 28 U.S.C. § 1746, I declare under penalty of perjury that all of the information provided
in this Plaintiff Fact Sheet is true and correct to the best of my knowledge, information and belief
formed after due diligence and reasonable inquiry, that  have supplied all the documents requested
in this Plaintiff Fact Sheet, to the extent that such documents are in my possession, and that I have
supplied/will supply the Authorizations attached to this declaration, in accordance with the terms
of this Plaintiff Fact Sheet.

Signature Date

Print Name
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17. LOSS OF CONSORTIUM PLAINTIFFS

a. State the following:

Your Name:

Other Names and the Dates You
Used Those Names:

Did you live with the primary
plaintiff at the time the alleged
injury occurred? Y/N [Drop Down]

Sex: M/F [Drop Down]

b. Have you sustained a loss of consortium, care, services, companionship, counsel, advice,
assistance, comfort, or any similar loss for which you contend that Exactech should pay you
compensation? Yes/No [DROP DOWN]

If Yes, do you contend that you have sustained, or will you sustain in the future, a loss of
wages or income attributable to your loss? Yes/No [DROP DOWN]
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LOSS OF CONSORTIUM PLAINTIFF DECLARATION

Pursuant to 28 U.S.C. § 1746, I declare under penalty of perjury that the information provided in

Section 17 of this Plaintiff Fact Sheet is true and correct to the best of my knowledge, information,
and belief.

Signature Date

Print Name
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HIPAA COMPLIANT
AUTHORIZATION FROM INDIVIDUAL
FOR RELEASE OF MEDICAL RECORDS

Purpose: This form is used to confirm the direction of an individual that Provider use or disclose the individual's
protected health information for a particular purpose.

SECTION A: The Individual (or the Individual's Personal Representative) confirming the authorization.

I authorize the use and/or disclosure of my protected health information as described in Section B below. 1
understand this authorization is voluntary and made to confirm my direction.

I understand that, if the persons or organizations I authorize below to receive and/or use the protected health
information described below are not health plans, covered health care providers or health care clearinghouses
subject to federal health information privacy laws, they may further disclose the protected health information and it
may no longer be protected by federal health information privacy laws.

Name:

Address:

Telephone: Date of Birth:

Social Security Number: Purpose: Legal

SECTION B: The use and/or disclosure being authorized.

Protected Health Information to be Used and/or Disclosed: Specifically and meaningfully describe the protected
health information you are authorizing be used and/or disclosed

1. My patient file, including, but not limited to, patient history, office charts, progress notes,
diagnostic test results, x-ray or laboratory reports, surgical reports, consultation reports,
pathology reports, specimens and/or slides, correspondence, drug and alcohol testing and
treatment, and any other document pertaining to me.

2. Any and all records relating to my medical treatment, including, but not limited to,
documents relating to office visits, hospital visits, medical tests, and any medical, or
surgical treatments.

3. Any and all x-rays, MRI's, CT scans, ultrasounds or other radiological or sonographic
studies.
4. My billing file, including any charges and payments for office visits, procedures, hospital

visits, laboratory tests, x-rays, medication, and any other treatment for which charges
were incurred.

Entities Authorized to Use or Disclose: Name or specifically identify the persons or organizations (or the classes of
persons and/or organizations), including Provider, who you are authorizing to make use of and/or to disclose the
protected health information described above: This Authorization is voluntary. Pursuant to the Privacy Rules, the
provider may not condition treatment, payment, or eligibility for benefits on whether the patient signs this
authorization.

Medical records from ,20___ to present from:

Entities Authorized to Receive and Use: Name or specifically describe the persons and/or organizations (or the
classes of persons and/or organizations) to whom you are authorizing Provider to disclose and/or let use the
protected health information described above:




Faegre Drinker Biddle & Reath LLP, Attorneys and/or Their Representatives
320 South Canal Street, Suite 3300

Chicago, IL 60606-5707

Telephone: (312) 569-1000

Facsimile: (312) 569-3000

SECTION C: Expiration and Revocation.
Expiration: This authorization will expire (complete one):

O On / / (DD/MM/YR).
X On occurrence of the following event (which must relate to the individual or to the purpose of the use
and/or disclosure being authorized: At the conclusion of litigation between v.

Exactech, Inc., et al.

Right to Revoke: I understand that I may revoke this authorization at any time by giving written notice of my
revocation to the Contact Office listed below. [ understand that revocation of this authorization will not affect any
action you took in reliance on this authorization before you received my written notice of revocation.

Contact Office: Faegre Drinker Biddle & Reath LLP
Telephone: (312) 569-1000 Fax: (312) 569-3000
Address: 320 South Canal Street, Suite 3300, Chicago, IL 60606

I acknowledge the potential for information disclosed pursuant to this authorization to be subject to redisclosure by
the recipient and no longer be protected under HIPAA privacy rules.

SIGNATURE.

L , have had full opportunity to read and consider the contents of this authorization, and I
confirm that the contents are consistent with my direction to the Provider. I understand that, by signing this form, I
am confirming my authorization that the Provider may use and/or disclose to the persons and/or organizations
named in this form the protected health information described in this form.

Signature: Date:

If this authorization is signed by an individual's personal representative on behalf of the individual, complete the
following:

Personal Representative's Name:

Relationship to Individual:
YOU ARE ENTITLED TO A COPY OF THIS AUTHORIZATION AFTER YOU SIGN IT.



AUTHORIZATION FOR THE RELEASE OF ADVERSE EVENT REPORTS
PURSUANT TO 21 CFR § 20.63

I , hereby authorize and consent to the

release of any and all Adverse Event reports relating to my medical condition(s) and care at issue, and
with my name unredacted, including but not limited to, United States Food and Drug Administration

Medical Device Reports and manufacturer-generated Issue Reports, to my counsel of record as indicated

below:
NAME:
ADDRESS:
PHONE:
Signature of Individual or Representative Date

Printed Name of Representative and Relationship to Individual (if applicable)

Description of Representative’s Authority (if applicable)



Form SSA-7050-F4 (11-2022)
Discontinue Prior Editions Page 1 of 4
Social Security Administration OMB No. 0960-0525

REQUEST FOR SOCIAL SECURITY EARNING INFORMATION
“Use This Form If You Need

DO NOT USE THIS FORM TO REQUEST

1. Certified/Non-Certified Detailed Barnings Information YEARLY EARMINGE TOTALS
includes periods of employment or selfemployment
and the names and addresses of empioyers, Yearly samings totals are free ip the public

if you do not require cerdification.
2. Certified Yearly Totals of Earnings

Includes tolal earnings Tor each year but does not To obtain FREE yearly totals of earnings,
include the names and addresses of employers, visit our website at www.ssa. govimyaccount
Privacy Act Statement

Coliection and Use of Personal information

Section 205 of the Soclal Security Act, as amended, alfows us to collect this information. In addition, the Budget and
Accounting Act of 1850 and Debt Collection Act of 1982 authorize us {o coliect credit card information, if you choose to
pay for the sarnings information you have reguested with a credil card. Furnishing us this information is voluntary.
Howevaer, failing to provide all or par of the information may prevent us from processing your request.

We will use the information {0 identify your records, process your request, and send the earnings information you request,
We may also share the information for the following purposes, called routine uses:

1. To the Internal Revenue Service (IRS) for auditing S8A’s compliance with the safeguard provisions of the Internal
Revenue Code of 1986, as amended.

2. To contractors and other Federal agencies, as necessary, for the purpose of, assisting the Social Security
Admiristration (SSA) in the efficient administration of its programs,

3. To banks enrolied in the Treasury credit nard network fo collect a payment or debt when the individual has given
hisfher cradit card number for this purpose.

In addition, we may share this information in accordance with the Privacy Act and other Federal laws. For example,
whera authorized, we may use and disclose this information in computer maiching programs, in which our records are
compared with other records 1o establish o verify a person's eligibility for Federal benefit programs and for repayment of
invorrect or delinquent debts under these programs,

A list of additional routine uses is available in our Privacy Act System of Records Notices (SORNs} 60-0059, entitled
Earnings Recording and Sei-Employment Income System, 60-0080, entitied Master Beneficiary Record, 60-0224,
entitied 88A-Initiated Personal Earnings and Benefit Eslimate Statement, and 60-0231, entitled Financial Transactions of
S84 Accounting and Finance Offices. Additional information and a full listing of all our SORNs are available on our
website at www.socialsecurity govifoia/blusbook.

Paperwork Reduction Act Statement - This information collection meets the requirements of 44 U.8.C. § 3507, as
amended by section 2 of the Paperwork Reduction Act of 1888, You do not need o answer these questions unless we
display a valid Office of Management and Budget control number. We estimate thal it will take about 11 minudes to read
the instructions, gather the facts, and answer the questions. Send only comments relating to our time estimate above
to: S84, 8401 Securily Blvd, Baltimore, MD 21238-8401.




Form SSA-7050-F4 (11-2022) Page 2 of 4
REQUEST FOR SOCIAL SECURITY EARNING INFORMATION

1. Provide your name as it appears on your most recent Social Security card or the name of the individual whose
2aMmings you are reguesting.

First Name: Middle initial D

Last Name:

Social Security Number (S8N) One 85N per request

Diate of Birth: Date of Death

Cither Name(s) Used

Maiden Name

2. What kind of eamings information do you need? {Choose ONE of the following types of earnings or 88A must relum
this request.)

[ ] emized Statement of Earnings $100.00 Year(s) Requested: to
{Includes the names and addresses of empioyers)
if you check this box, tell us why you need this Year(s) Requested: o

information below.
. Check this box if you want the earnings
L information CERTIFIED for an additional
$44.00 fee.

[ ] Certified Yearly Totals of Earnings $44.00

{Does not include the names and addresses of
employersiYearly earnings otals arg FREE to the public if you .

do not require certification. To obtain FREE yearly {olals of Year(s) Requested: fo
egrnings, visit our websile al www ssa govimyaccount.

3. 1f you woulld like this information sent {o someone else, please il in the information below.
t authorize the Social Security Adminigtration o release the samings information to;

Year{s) Requested: i

Name

Address Siate

City ZiP Code

4. } am the individual o whom the record pertains {or a person authorized to sign on behalfl of that individual),
I declare under penally of perjury thal { have examined all the information on this form, and on any accompanying
statements or forms, and R Is true and correct 1o the best of my knowledge,

Signature AND Printed Name of Individual or Legai Guardian ;?;ffﬁ ?ggsé;fg iﬁ;ﬁéﬁ‘s formm wilhin 70 days

Date
Relationship {f applicable, you must altach proof) Daytime Phone
Addrass State
City Z1P Code

Witnesses must sign this form ONLY if the above signature is by marked {X}. i signed by mark {X}, two witnesses 1o the
signing who know the signee must sign below and provide their full addresses. Please print the signee’s name next o the
mark 8() on the sighature line above.

1. Signature of Witness 2. Bignature of Withess

Address (Number and Streef, City, State and ZIP Code) Address (Number and Streel, City, State and ZIP Code)




Form SSA-7050-F4 (11-2022)

Page 3 of 4

REQUEST FOR SOCIAL SECURITY EARNING INFORMATION

INFORMATION ABOUT YOUR REQUEST
You may use this form 1o request earnings information for one ONE Social Security Number (88N}

How do | gel my earnings statement?

You must complete the attached form, Tell us the
specific years of earmings you want, type of eamings
record, and provide vour mailing address. The itemized
statement of eamings will be mailed 1o ONE address,
therefore, i you want the statement sent fo someong
other than yourself, provide thelr address in section 3.
Mail the completed form to S8A within 120 days of
stgrature, IF you sign with an “X", vour mark must be
witnessed by two impartial persons who must provide
their name and address in the spaces provided,

Select ONE type of samings staternent and include the
sppropriate fee.

1. Certified/Non-Certified Hemized Statement of
Earnings
This statement includes years of self-employment or
employment and the names and addresses of
employers,

2. Certified Yearly Totals of Earnings
This statement includes the tolal earnings for each
year requested but does nof include the names and
addresses of employers.

i you require one of each type of eamén%s statement,
you must complele two separate forms. Mail each form
0 Saaiwith one form of payment aftached o each
ratuest.

How do § get someone else’s carnings
statement?

You may get someone else’s earnings information if you
meet one of the fcllowing Criteria, attach the necessary
documents to show your entilement {o the earnings
information and inciude the appropriate fee,

1. Someone Else’s Earnings
The natural or adoplive parent or legal guardian of @
minor child, or the legal guardian of a legally
declared incompetent individual, may oblain
earnings information if acting in the best inlerest of
the minor child or incompetent individual, You must
include proof of your relationship to the individual
with your request, The proof may inciude a birth
certificate, court order, adoption degree, or other
legally binding tlocument,

2. A Deceased Person’s Earnings

You can request earnings information from the

record of @ deceased person if you are

= The legal representative of the eslate;

« A survivor (that is, the spouse, parent, child,
divorced spouse of divorced parent); or

« An individual with & material interest (2.4,
financial} who is an heir at law, nexf of kin,
beneficiary under the will or donee of property of
the decedent.

Yaou must include proof of death and proof of your
relationship fo the deceased with your request,

Is There A Fee For Earnings information?

Yes, We charge a $100.00 fee for providing information
for purposes unrelated fo the administration of our
programs.

1. Certitiad or Non-Certified Hemized Staternent of
Earnings
in most instances, individuals request llemized
Statements of Earnings for purposes unrelated to
our programs such as a private pension plan or
personal injury suit, Buik submitters may email
OCO Pension Fund@ssa.goy for an allernate
methoo of oblaining temized earnings information.

We will certify the itemized earnings information for
an additional 344.00 fee. Certification is usually not
necessary urless you are specifically requested o
obtain a cerlified eamings record,

Sometimas, there s no charge for itemized sarnings
information. if you have reason io believe your
sarnings are not correct ffor exampis, you have
previously received earnings information from us
and it does not agree with your records), we will
supply you with mare detall for the year(s) in
guestion. Be sure to show the vear(s) involved on
the request form and explain why you need the
information, H you do not fell us why you need the
information, we will charge a fee.

2. Certified Yearly Totals of Earnings
We charge $44.00 to cerlify yearly tolals of
sarmings, However, if you do not want or need
certification, you may obiain yearly iofals FREE of
charge al www.ssa.gov/myaccount, Certification is
usva;y nof necassary unless you are advised
specifically fo obtain a cerlified eamings record.

flethod of Payment
This Fee is Not Refundabile. DO NOT SEND CASH,

You may pay by credit card, check of mongy order,
« Credit Card Instructions
Compilets the credii card section on page 4 and
return it with your request form.

= Check or Money Order Instructions
Enclose one chedk or monegy order per request
form payable to the Social Securily
Adminigtration and write the Social Security
number in the memo.

How long will it take 88A o process my request?
Please allow S8A 120 days 1o process this reguest.

Aftgr 120 days, you may contact 1-800-772-1213 ko
feave an inguiry regarding your request,




Form 88A-7050-F4 (11.2022)

Pagadof4

REQUEST FOR SOCIAL SECURITY EARNING INFORMATION

« Where do | send my complete request?

Mail the completed form, supporting documentation, if using private contractor such as FedEx mail form,
supporting documentation, and application fee o

and applicable fee o
Social Security Administration
P.O. Box 33011
Baltimore, Maryland 21280-33011

Scocial Security Administration
P.O. Box 33011
Bailtimore, Maryland 21280-33011

» How much do  have to pay for an Hemized Statement of Earnings?

Non-Certified itemized Statement of Eamings

Certifiod llemized Siatement of Earnings

$160.00

$144.00

+ How much do | have to pay for Cerlified Yearly Totals of Eamnings?

Certified yearly totals of earnings cost $44.00. You may oblain non-cerlified yearly folals FREE of charge at
www ssa govimyvaccount. Cerlification is usually not necessary uniess you are specifically asked to obtain a

cerlified earnings record.

YOU CAN MAKE YOUR PAYMENT BY CREDIT CARD
As a cohvenience, we offer you the pption fo make your payment by credit card. However, reguiar credit card nides will
apply. You also pay by check or money order. Make check payabie to Social Security Adminisiration,

CHECK ONE

[ Visa [ American Express

[ MasterCard ] Discover

Credit Carg Holder's Name
{Enter the name from the credit card}

First Name, Middie Inial [ast Name

Credit Card Holder's Address

Number & Street

Cily, State, & ZIP Code

Daytime Telephone Number

Area Code

Credit Card Number

|

Credit Card Expiration Date

(MMIYY)

Amount Cherged

See above to seledl the correct fee for youwr reguest.
Applicable fees are 344,00, 3100.00, or $144.00.
S3A will return forms without the appropriate fee.

Credit Card Holder's Signamre

ate

DO NOT WRITE IN THIS SPACE
OFFICE USE ONLY

Authiorizalion

Mame Date

Remittance Control #




SGC§3§ S@Gﬁ{ﬁy A{fnﬁniﬁtr&ﬁaﬂ Foarm g?pggvecf
Consent for Release of Information OMB No. 0960-0568

Instructions for Using this Form

Complete this form only # you want us to give information or records about you, & minor, or a legally incompetent adult, 1o an
ingividual or group ffor exampis, 2 doctor or an insurance company). i you are the natural or adoptive parent or lagsl guardian,
acting on behalf of a minor child, you may complete this form {0 release anly the minor's non-medical records. We may charge a
fee for providing information unrelated to the administration of 2 program under the Social Security Act.

NOTE: Do not use this form 1o

» Request the release of medical records on behalf of a minor child. Instead, visit your local Social Security office or call our toll-
frae number, 1-8006-772-1213 (TTY-1-800-325-0778), or

» Request detalled information sbout vour earnings or employment history. Instead, complete and mail form 88A-7050-F4. You
can obtain form SSA-7050-F4 from your local Social Security office or onling at www ssa govionline/ssa-70580.odl

How to Complete this Form

We will not honor this form uniess all required fields are completed, An asterisk (%) indicates a required fleld. Also, we will not
honor blanket requests for “any and all records”™ or the "entire file.” You must specify the information you are requesting and you
must sign and date this form, We may charge 2 fee 1o release information for non-program purposss.

* Fill in your name, date of birth, and social security number or the name, date of birth, and social securily number of the person
to whom the requested information pertaing,

» Fill in the name and addrass of the person or organization where you want us to send the requested information.

*» Speclly the reason you want us 1o release the information.
» Check the box next to the type(s) of information vou want us 1o release including the date ranges, where applicable,

» For non-medical information, you, the parent or the legal guardian acting on behalf of & minor child or legally incompetent adult,
must sign and date this form and provide a daylime phone number.

» i you are not the individual to whom the requested information pertains, state your relationship o that person. We may require
proof of relationship.

PRIVACY ACT STATEMENT

Section 205(a) of the Sccial Security Act, as amended, suthorizes us to collect the information requested on this form. We will
usge the information you provide to respond o your request for access 1o the records we maintain about you or o process your
request 1o release your racords 1o a third party. You do not have o provide the requested information. Your response is
voluntary; however, we cannol honor your request 1o release information or records about you to another person or organization
without vour consent. We rarely use the information provided on this form for any purpose ofher than {o respond 1o requests for
S8A records information. However, the Privacy Act (5 U.8.C. § 552a(b)) permils us fo disciose the informalion you provide on this
form in accordance with approved routing uses, which include but are not limited to the following:

1.To enable an agency or third parly fo assist Social Security in establishing rights to Social Security benefits and or coverage;
2.To make determinations for eligibility in similar health and income maintenance programs at the Federzl, Stale, and local level;
3.To comply with Federal laws requiring the disclosure of the information from our records; and,

4 To facilitate statistical research, audil, or investigative activilies necessary o assure the integrily of 88A programs.

We may also use the information you provide when we malch records by computer. Computer malching programs compare our
records with those of other Federal, Slate or local government agencies. We use information from these matching programs to
establish or verify a person's eligibility for Federally-funded or administered benefil programs and for repayment of incorrect
payments or overpayments ynder these programs. Additional information regarding this form, routine uses of information, and
other Social Secutity programs Is avallable on our Internet website, waww socialsecurity gov, or at your local Social Security office.

PAPERWORK REDUCTION ACT STATEMENT

This information collection meeis the requirements of 44 US.C. § 3507, as amended by section 2 of the Paperwork Reduction
Act of 1895 You do not need to answer these questions unless we display a valid Office of Management and Budget control
number. We estimate that i will take about 3 minules to read the instructions, gather the facts, and answer he questions. SEND
OR BRING THE COMPLETED FORNM TO YOUR LOCAL S0CIAL SECURITY OFFICE, You can find your local Social
Security office through S8A's website at www sociaisecurity gov. Offices are aiso listed under U.S. Government agencies
in your telephone direclory or you may call 1-800-772-1213 {TYY 1-800-325-0778). You may send comments on our time
estimate above 1o 8SA, 6401 Secunity Bivd,, Baltimore, MD 21235-6401. Send only comments relating to our time estimate
{o this address, nof the completed form.

Form 88A-3288 (11-2018) uf
Destroy Prior Editions



Social Security Administration Form Approved
Consent for Release of information OMB No. 0960-0566
You must complete all required fieids, We will not honor your request unless all required fields are completed. ("Signifies a
required field. “"Please complete these felds in case we need {o contac! you about the consent form).

TO: Social Security Administration

My Full Name *My Date of Birth *My Social Security Number
{(MM/DDIYYYY)
| authorize the Social Security Administration to release information or records about me o
*NAME OF PERSON OR ORGANIZATION: *ADDRESS OF PERSON OR ORGANIZATION:

*} want this information released because;
We may charge a fee o release information for non-program purposes,

*Please release the following information selected from the Hist below:
Check at {zast one box, We will not disclose records unless you include date ranges where applicable.

7] verification of Social Security Number

1
2
3. {1 Current monthly Supplemental Security Income payment amount
4. || My benefit or payment amounts from date __ L lodate
&

B

-} My Medicare entitementfromdate _____ todate

. [} Medical records from my claims folder(s)fromdate__ fodate
If you want us to release a minor child's medical records, do not use this form. Instead, contact your locat Social
Securily office,

. [} Complete medical records from my claims folder(s)

. ] Other record(s) from my file (We will not honor a request for "any and all records” or "the entire file” You must specify
other reconds; £.g., consuifative exams, award/denial notices, beneflit applications, appeals, questionnaires,
doctor reports, determinations.)

= o=~

{ am the individual, o whom the requested information or record applies, or the parent or legal guardian of & minor, or the
legal guardian of 2 legally incompetent adult, | declare under penalty of perjury {28 CFR § 18.41{d){2004)} that | have examined
all the information on this form and # is true and correct to the best of my knowledge. | understand that anyone who knowingly
or willfully seeking or oblaining access 1o records about another person under false pretenses is punishable by a fine of up to
$5,000. | also understand that | must pay ail applicable fees for requesting information for a non-program-related purpose.

*Signature: *Date:
**Address: *Daytime Phone:
Relationship {if not the subject of the record): **Dayiime Phong:

Withesses must sign this form ONLY if the above signature is by mark (X}, ¥f signed by mark (X, two wilnesses to the signing
who know the signee must sign below and provide their full addresses. Please print the signee’s name next 1o the mark (X} on the
signature line above.

1 Signature of withess 2 Signature of wilness

Address{Number and sireet,City State, and Zip Code) Address{Number and street, City, Stale, and Zip Code)

Form 85A-3288 (11-2018) uf



- 3506 Request for Copy of Tax Return

iNoversber 2074 # Do not sign this form uniess gl applicable lines have been completed. ORB No. 15450409
et of tha T P Reguest may be rejected If the form s ncomplets or legible.
mpag ;gw;;m géfiiw P For more information about Form 4508, visit wwwirs.gov/formi508.

T Get faster servics: Online gt wwwirs.gov, 68t Your Tax Becord (Get Transerpt) or by calling 1-800-808-8846 for specislized aasisiance, We
have isams available 1o assist. Note: Taxpayers rmay repister to use §8t Transcript o view, prnt, or download the following transoript types: Tax
Return Transoript shows most firs #ems including Adiusted Gross Income AGH from your origina!l Form 1040-sevies tax refurn a3 Hled, siong with
any forms and schedules), Tax Account Transeript (shows basic data such as return type, maritd states, AGL taxable income and alt payment types),
Record of Account Transoript oombines the ax returs argd tax socount ansonipts info one somplele ranscript), Wage and Income Transoript
ishows dala from information returms we reteive such as Forme W2, 1086, 1088 and Form 5488}, and Verification of Non-fillng Letier {provides
prood thet the IRS has no reotrd of 2 filsd Form 1040-serles fax return for the vesr you reguesth

42 Name shown on o return, B aiomt relten, enter the name shown first, 16 First soclal security number on tax return,
individuat taxpayer identitication number, or
emnployer dentification number {ses instructions)

2o U & joint reburn, enter 3pouse’s name shown on fax relurn, 20 Second social security number or individuat
faxpaver dentification smunber H jolid tax retum

3 Current name, acdress noluding apl, mom, of sulle no ), city, siate, and ZIP code (see instructions)

4 Provipts address shown on the last relurn filed ¥ differant from ine 3 see instructions)

§ the tax return s 10 be maded 1o & third party (SUch 83 & morigage company), enter the third party’s name, address, and telephone number,

Casrtion: If the tax returm {s being sent to the third parly, ensurs that linea 5 through 7 are complated befors signing. Bes instnuClions),

& Tax refurn veguesied. Funm 1040, 1120, 841, eie, and o allachmeniy gy origiogly subinifled o e RS, weluding Foads We2,
schedudes, or amended retums. Coples of Farmg 1040, 10404, and T040EZ are generally auaiiable for 7 years from filing before they are
destroyed by law. Other refurng may be available for a longey period of time, Enter only one return rnumber, if you need more than oneg
type of return, you must compiete anather Form 4508, ¥

Note: H the coples must be ceftified for cowrt or administrative procesdings, checkbhere . .« &+« + . o« v s o s B4
7 Year or period requested. Enter the srding date of the tax vear or pariod using the mmiddrvyyy format {ses instructions).
/ H f H { i ¢ i
£ 7 H { / / H H

& Fee. There is a 843 tee for sach relurn requested. Full payment must be Included with your reguest or i will
be rejected. Make your cheok or money order payable to *United Siates Treasury.” Enter your 88N, ITIR,
or EiM and *Form 4806 request” on your cheok or money order,

a Costforsachretun . . e e e e e e e e e $ 43.00
b Rumber of returns requested on iwa ? U e e e e a e e e s e e
¢ Tolnlcost MullipiyineSabyline8b . . -« . $
8 Wwe cannot find the tox ratum, we witl refund the £ee fthe refund shwiﬁ il m am ihmi paﬁy %;szec% on maf:’s ciw::k here . . . . L}

Caution: Do oot sign this form unless 2l appliicable lines have baen complated.

Signature of laxpayer{s). | deciare that | am either the taxpaver whose name is shown on ine 1z or 28, OF 2 porstn suthorized o obtain the tax return

reguested, If the requsst applies W 8 oint retum, 8t least one spouse must sign, ¥ sionad by a corporste officer, 1 porsent or mors sharshoider, parinar,

maraging membey, guardian, tax matiers partner, exsculorn, receiver, administrator, bustes, or party other than the taxpayer, | oeviify that | have the authiity fo

gxecute Form 4506 on behall of the taxpayer, Note: This form must be recefvett by IRS within 120 days of the sighature date.

™ Signstory attesis that hedshe has read the attestation clause and upon so reading
dectares that he/she has the suthority to sign the Form 4508, Ses instructions.

Phone number of taxpayer on ine

3 taor2a
§ f
) i
Fgnature lses inslructions) Date
Sign |
Here Brinlftope rarme Tt [ e 12 2006 15 8 COrpOVn, DOrHieTsHp, SHlate, o Bush
;
> i
Bpouse’s signature Data

’ Brniftyos vamie
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. Mo, $1721E Form AB06 ev. 1 1-2021)




Form 4806 [Rav. 112081

Page 2

Sestion referenses are to the Inferel Revenue Cots
unless othansise noted,

Future Developments

Far the aden? information about Form 4508 and B3
instructions, o i waw fs.govforndSos.

General Instructions

Caution: Do not sign s form wiiess ol applicable
fres, including fines & Swough 7, havs boen
Qometng.

Dusipnated Reciplent Rotification, intereal
Revenue Gode, Saeotion S103{], dals discionurs
argd use of el inforimation received pursusnt fo
the tmepayer's consert and holds the recipiend
subise! 1 penalies for any unsuthorbeed aocess,
other use, or reiisciosure withou? the laxpayer's
EXPIHBS DEFTISEION OF TeCIEst,

Taxpayer Notification, Intemul Revenue Gode,
Saction §103He), ity disslosrs s use of relum
wlormnation proviche] pursuat o your congent aog
holds the reciplerst sublest 1o penafities, brought by
private right of action, for any unauthorzed pocess,
gther use, of rediseiosire withollt your exprese
pErrRsian o yanuast,

Purpose of form, Use Form S508 to reguest @ oopy
of your tax relumn, You gan also designate onling 5}
& thirgd party Yo recaive the tas return.

Fowe long Wil 8 take? It rogy tuke up io 75
calendar days for US W DIDCRES YO Bpasl,
Where o file. Mlach payment and mall Form 4506
o the addreus below % ihe stale vou fved in, or the
staie vour business was iy, when el rebum 'was
Hed. Thom are two sddress charts: ons for
incfivicual raturns Form 1040 seriest and one for gl

Chart for all other returns
For returns not in

Form 1040 series "
i the address on ’ Mail to;
the redurn was b

Conmestiout, Delsesre,
istrict of Columbia,
Georgin, Binols, indiang,
Hartuoky, Maing,
Marviard,

Massachuselts,
Kichigen, New
Harrpshire, New Jorsey,
New York, Morth
Caroling, Ohie,
Parpmybanis, Bhode
istand, South Casling,
Tarnpssee, Vermont,
Wirgnia, West Virginia,
Whsconsin

tarnal Reverwe Service
RAWE Toam

Bop NG5

Kansas City, MO

849683

Alstarngs, Alagks,
Arizong, Arkensas,
Catforrdn, Codorado,
Fiorida, Hawai, ivahe,

lowa, Kanoss, Loudsiana,

Mirmesots, Missission,
ittssourt, Maontang,
Mebraska, Nevasts, New
BMexice, Norih Dakata,
Oklghoma, Oregoen,
Bt Dakots, Yoxrs,
Lidah, Washington,
Wyaming, 4 Rregn
Sounlry, American

el Roverus Bevies
BAWE Toam

PO Box 9541

Mal Slon $734

Ogden, LT 84408

by rptumg,

H you are raguesting & mtum for more than ong
yeuur oF period and the ohot boiow chows fwg
Giffarant adronsss, 5end your rediuest based on e
adddress of your most regent relurn,

Chart for individusl refurns

{Form 1040 series]

i you filed an
udividua! return
and Hwed i

Mait o

Florkda, Louisiona,
nsinnl, Tenss. a

o ion sondry, Armerican

Samoa, Puerts Hico, ?gg%a%mmue Savice
Gare, the Stop 6716 AUSC
Comnarwesih of the Austin, TX 7525
forthern Madens isiands, :

e U5 Virgn islands, o
AP, o F RO adddress

Aisharma, Arkansgs,
Dislomars, Boowgly,
fHinods, Indiana, Iows,
Kantucky, Maing,
Massanhuselts,
Mirmesota, Missourd,
Neaw Haropstitg, New
Jaraey, New Yok, North
Largling, Okishoma,
Soudh Qmroling,
Tunnesses, Yarmont,
Virginta, Wisconsin

et Rovenue Horvice
HANMS Tearn

Stop 8705 8-

Kansas City, MO S48

Aaska, Arizona,
Califoraiz, Cotprado,
Cranrecticut, District of
Columbia, Hewst, idaho,
Karsas, Margdand,
BMickinen, Mordany,
hiabraske, bovada, New
Maxion, Morh Dakots,
Ohig, Gragon,
Pernayivania, Rote
fsland, South Dakota,
iah, Washington, West
Wirginia, Wyoming

intema! Reverue Sorvice
VS Team

PO Box 994y

Bl Stop 673

Cgtiers, UT B440R

Samon, Pugrio Ring,
G, e
Comnonweakth of e
Muorthan Matiang
lareds, the LLE. Viegin
islandds, or ARQ o0
F.00, addss

Specitic Instructions

Line th Enter the Sooia securlly mumber (B8N or
nedhitiual tageayey identitication number (TR oy
#w ingividual listed on ine 13, Or eovler the amplover
kiprdification rumbey 1) for the business isteg on
e Ya. For axample, I you we regussiing Form
1540 that Inchudes Schadule € Form 1040}, enter
your B8N

Line % Enter vour current seidress. Hyosuuwse a PO,
box, ploass nchais it on Ms line 3

Ling 4, Enter the adtiress shown on the fagt rebamn
filed i differort from the auideais antersd an fine 3,

Nede, i the addeasses on ings 3 ang 4 are diffuran
and you have rot changedd your adoiross with the
8, tile Form 8822, Change of Address, or Form
8522-8 Changs of Addrass or Responsible Parly -
Businoss, with Form 4808,

Line 7. Brder the end dats of the tex year or potlod
resyuesiad In ooy format, This mgy be g
calpewdsy veur, Bscal vear or quarter. Snter sach
cpaarter regussted for quarlerly reharng. Prample:
Enter 12/31/2018 for g oulondor year 2018 Form
10480 retarn, or 03/34/2017 for & trsl uerter Form
BAY rotuem,

Rigradure snd date. Form 4508 must be signed ang
daded by the Mxpaver lsted on o e or 28 The
HRE must reseive Form SE08 within 120 deys of the
date sigred by the laxpsysy or 1t will be rejected,
Ensure et s applicatie ines, noleding fnss §
through ¥, are sompleted hefore signing,

You must check the box in the

{ signature graa o acknowladge you
Fave the suthonly o sign aced reguest
the Wierrmation, The fosr wii not be
processed and returmod o yoa F e box s
wrchecked

fntfivichents, Coples of jointly Bed tax relrng may
b fumished 1o efftwr spouss. Only s signaturs i
reguired. Sign Form <508 sxanily as your name
appasred on he orginagl rebuan. I vou changsd your
AT, S Bign yOur CUITRI fare,

Corgoeations. Gonerally, Form 4508 can be
gigned by {1} an officer having logal authority o bing
e corpormtion, {25 sy person designated by the
bowd of direttors o othar goveming bady, or {3}
ary offiowr o snpiyes on written reguest by By
princial officer and attested 10 by the seorsdans or
ol officer, A bona fide sharabolder of resond
caring  senent oF mors of the sutstanding stock
of the corparation may submit 5 Form 4508 wal must
proside donwrreniaiion 1o suppod the sequesters
fght 10 recelss the information,

Farinarships. Gerergily, Form 4508 can be
signat! by any person who was 8 member of the
parinership curing any padt of the tax peviog
reunabos o g 7L

Aft othars, See sention 8100 I the taxpaver hes
dhed, I insolvant, is 3 dissabead corporation, or ¥ a
uston, glairdian, axeculor, raceler, or
aoministalor s aoting for the tsxpayer,

Hado! If vou are Helr af law, Next of kKin, or
Bensfiviary vou must be able fo astabdish o malerist
iterest in the ostate or Irast,

Dycumentation. For entilios ol ther indviduals,
yeur must sttach the authorization dooument. For
exgnien, this could e the stter from the princips
offiver authorizing a0 emplovee of the sorporation or
tha intlers testamentary awthoridng an dhvidunl o
at for g aslate.

Signature by a reprosentative. A ropressnistive
omn sige Form S5300 for o texpayer only i this
authority bas been specifinaily delegated W the
roprosoniative on Form 2848, line S, Form 2848
showing the delegation mxst be alisched o Form
4808,

Privieoy Mot and Paperwork Redaotion Aot
Hotice, We ask for the information on this Torm to
oslabiish your right fo gaio access 10 the wauasted
retarnds} under the Internat Bevenus Oode. We need
g inforrnation 1 properly identiy the rdursds) and
rompond 1o your recuest, ¥ yoursquest s copy ol &
a5 valirn, sections 8103 and §108 require you to
provide this information, including your S8N or BIN,
o provess your reguest, Fyou 3t not provide this
infoemation, we may not be able 0 process yowr
racpeest. Providing false o Baudulent information
may sublect you o panalties.

Routine uses of this information include ghving Bt
the Dapartmant of Justica %or oivil ang crieing!
Higation, and citio, states, the Dislrist of Columbia,
angd LS. commanwenitng and sossessions Tor use
i geirinistering thal tax laws. Wo may alse
divclage this information 1 other counides urder a
tax tredy, Yo fecloral snd state agencies o enforce
faslaral nomtax oriming! lawes, or Lo feders law
erdoraument and intelligencs agencies to combet
Yorrorism.

Yo are not reguired to provice the information
recussiad un & form el s subleot 10 e Paporsark
Reduction At urdess Bw foren diaplays 2 vl OME
oconirol number. Books or recors relaling 1o 8 form
or ks Instructions must De relained us kongg se their
contants may becorme valerisd in the administration
of any Internal Reverus law. Bensrally, tax ety
and refurn information sfe confidentinl, s regudred
by section 8103,

The tine rpoded 1o complate and e For 4508
wilt vairy geperaiing on individoat clroumstantes. The
estimated aversge e i Lesrndng sbout the fow
o tha foren, 10 adn, Praparing the Yorm, 18 ming
ang Copying, sssambiing, and sending e form
1o the RS, 20 min,

i you ave comments soncerming 1he accurasy of
ihese Ume estimales or suggestions for making
Foyrm 4806 shmpier, we wouks e happy 10 bear from
o You oar welle or

Entoenat Fovenus Sarvice

Tax Formg aref Pulsicatinas Division

1111 Constitution Ave, NW, IR-8528

Washington, DC 20224,

D oot st the forry o this sddress, ingtead, e
Where to fie o ihis page.



AUTHORIZATION TO DISCLOSE EMPLOYMENT INFORMATION

To:

I, , the undersigned, hereby authorize and request the above-
named entity to disclose to Faegre Drinker Biddle & Reath LLP and/or their representatives, 320
South Canal Street, Suite 3300, Chicago, Illinois 60606, any and all records containing
employment information, including those that may contain protected health information (PHI)
regarding , Whether created before or after the date of signature.
Records requested may include, but are not limited to:

All applications for employment, resumes, records of all positions held, job
descriptions of positions held, payroll records, W-2 forms and W-4 forms,
performance evaluations and reports, statements and reports of fellow employees,
attendance records, worker’s compensation files; all hospital, physician, clinic,
infirmary, nurse, dental records; test results, physical examination records and other
medical records; any records pertaining to medical or disability claims, or work-related
accidents including correspondence, accident reports, injury reports and incident
reports; insurance claim forms, questionnaires and records of payments made; pension
records, disability benefit records, and all records regarding participation in company-
sponsored health, dental, life and disability insurance plans; materials safety data
sheets, chemical inventories and environmental monitoring records and all other
employee exposure records pertaining to all positions held; and any other records
concerning employment with the above-named entity. 1 expressly request that all
covered entities under HIPAA identified above disclose full and complete protected
medical information. By signing this authorization, I expressly do not authorize any
ex parte interview or oral communication about me or my employment history by
Faegre Drinker Biddle & Reath LLP without the presence of my attorney.

A photocopy of this authorization should be considered as effective and valid as the original, and
this authorization will remain in effect until the earlier of: (i) the date of settlement or final
disposition of the pending litigation between and Exactech, Inc.; or
(i1) five (5) years after the date of signature of the undersigned below. The purpose of this
authorization is for civil litigation.




NOTICE:

e The individual signing this authorization has the right to revoke this authorization at any
time, provided the revocation is in writing to Faegre Drinker Biddle & Reath LLP, except
to the extent that the entity has already relied upon this authorization to disclose protected
health information (PHI).

e The individual signing this authorization understands that the covered entity to whom this
authorization is directed may not condition treatment, payment, enrollment or eligibility
benefits on whether or not the individual signs the authorization.

e The individual signing this authorization understands that protected health information
(PHI) disclosed pursuant to this authorization may be subject to redisclosure by the
recipients and that, in such case, the disclosed PHI no longer will be protected by federal
privacy regulations.

e The individual signing this authorization understands information authorized for release
may include records that may indicate the presence of a communicable disease;

e The individual signing this authorization understands that she/he shall be entitled to receive
a copy of all documents requested via this authorization within a reasonable period of time
after such records are received by Faegre Drinker Biddle & Reath LLP.

I have read this authorization and understand that it will permit the entity identified above to
disclose PHI to Faegre Drinker Biddle & Reath LLP.

Name of Employee Signature of Employee or Employee Representative

Former/Alias/Maiden Name of Employee  Date

Employee’s Date of Birth Name of Employee Representative

Employee’s Social Security Number Description of Authority

Employee’s Address



AUTHORIZATION TO DISCLOSE WORKERS’ COMPENSATION INFORMATION

To:

I, , the undersigned, hereby authorize and request the above-
named entity to disclose to Faegre Drinker Biddle & Reath LLP and/or their representatives, 320
South Canal Street, Suite 3300, Chicago, Illinois 60606, any and all records containing Workers’
Compensation information, including those that may contain protected health information (PHI)
regarding , Whether created before or after the date of signature.
Records requested may include, but are not limited to:

All Workers’ Compensation claims, including claim petitions, judgments, findings,
notices of hearings, hearing records, transcripts, decisions and orders; all depositions
and reports of witnesses and expert witnesses; employer’s accident reports; all other
accident, injury, or incident reports; all medical records; records of compensation
payment made; investigatory reports and records; applications for employment;
records of all positions held; job descriptions of any positions held; salary records;
performance evaluations and reports; statements and comments of fellow employees;
attendance records; all physicians’, hospital, medical, health reports; physical
examinations; records relating to health or disability insurance claims, including
correspondence, reports, claim forms, questionnaires, records of payments made to
physicians, hospitals, and health institutions or professionals; statements of account,
itemized bills or invoices; and any other records relating to the above-named
individual. Copies, NOT originals, of all x-rays, CT scans, MRI films, photographs,
and any other radiological, nuclear medicine, or radiation therapy films and of any
corresponding reports. I expressly request that all covered entities under HIPAA
identified above disclose full and complete protected medical information spanning
the time periodof (DOB) to present.

Because this litigation is ongoing, it is imperative that you preserve the original workers’
compensation records. Please take all steps necessary to preserve the workers’ compensation
records that remain in your possession.

A photocopy of this authorization should be considered as effective and valid as the original, and
this authorization will remain in effect until the earlier of: (i) the date of settlement or final
disposition of the pending litigation between and Exactech, Inc.; or
(i1) five (5) years after the date of signature of the undersigned below. The purpose of this
authorization is for civil litigation.



https://nighgoldenberg.com/exactech-hip-knee-ankle-lawsuit/

NOTICE:

e The individual signing this authorization has the right to revoke this authorization at any
time, provided the revocation is in writing to Faegre Drinker Biddle & Reath LLP, except
to the extent that the entity has already relied upon this authorization to disclose protected
health information (PHI).

e The individual signing this authorization understands that the covered entity to whom this
authorization is directed may not condition treatment, payment, enrollment or eligibility
benefits on whether or not the individual signs the authorization.

e The individual signing this authorization understands that protected health information
(PHI) disclosed pursuant to this authorization may be subject to redisclosure by the
recipients and that, in such case, the disclosed PHI no longer will be protected by federal
privacy regulations.

e The individual signing this authorization understands information authorized for release
may include records that may indicate the presence of a communicable disease;

e The individual signing this authorization understands that she/he shall be entitled to receive
a copy of all documents requested via this authorization within a reasonable period of time
after such records are received by Faegre Drinker Biddle & Reath LLP.

I have read this authorization and understand that it will permit the entity identified above to
disclose PHI to Faegre Drinker Biddle & Reath LLP.

Name of Employee Signature of Employee or Employee Representative

Former/Alias/Maiden Name of Employee  Date

Employee’s Date of Birth Name of Employee Representative

Employee’s Social Security Number Description of Authority

Employee’s Address



EXHIBIT C



IN THE CIRCUIT COURT OF THE EIGHTH JUDICIAL CIRCUIT,
ALACHUA COUNTY, FLORIDA

CASE NO.: 01-2022-CA-002670

)
EXACTECH MASTER CASE )
g THE HON. DONNA M. KEIM

SUPPLEMENTAL PLAINTIFE'S FACT SHEET
This Supplemental Plaintiff’s Fact Sheet (“Supplemental”) must be completed by the

plaintiff or the representative of plaintiff’s decedent within sixty (60) days of being placed in a
bellwether pool. No objections may be made.

Answer every question to the best of your knowledge. In completing this Fact Sheet, you
are under oath and must provide information that is true and correct to the best of your knowledge.
If you cannot recall all of the details requested, provide as much information as you can. You
must supplement your responses if you learn that they change or are incomplete or incorrect in any
material respect. For each question, where the space provided does not allow for a complete
answer, attach additional sheets so that all answers are complete. When attaching additional
sheets, clearly label what question your answer pertains to.

In filling out this form, use the following definitions: (1) “health care provider” means
any hospital, clinic, medical center, physician’s office, infirmary, medical or diagnostic laboratory,
or other facility that provides medical care, and if claims are made for psychological, cognitive,
and/or mental health problems other than “garden variety” emotional distress, psychiatric, or
psychological care or advice, and any pharmacy, dietary, nutrition or weight loss, x-ray
department, laboratory, physical therapist or physical therapy department, rehabilitation specialist,
physician, , osteopath, homeopath, chiropractor, , or other persons or entities involved in the
evaluation, diagnosis, care, and/or treatment of the plaintiff or plaintiff’s decedent; (2)
“document” means any writing or record of every type that is in your possession, including but
not limited to written documents, documents in electronic format, e-mail communications; text
messages; social network or Internet postings, social network or other app-based messages;
iMessages, cassettes, videotapes, photographs, charts, computer discs or tapes, and x-rays,
drawings, graphs, phone records, non-identical copies, and other data compilations from which
information can be obtained and translated, if necessary, by the defendants through electronic
devices into reasonably usable form.

Information provided in this PFS will only be used for purposes related to this litigation
and medical records will be destroyed upon the completion of the litigation provided that this
individual case is dismissed with prejudice. This Fact Sheet is completed pursuant to the Federal
Rules of Civil Procedure governing discovery (or, for state court case, the governing rules of the
state in which the case is pending).
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1. CASEINFORMATION

Name of Person Completing Form:

If you are completing this Supplemental in a representative capacity (e.g., on behalf of the
estate of a deceased person), please complete the following:

Your Name:

Other Names and the Dates You
Used Those Names:

Your Address:

Individual You Represent, and Your
Capacity as Representative:

Your Relationship to Individual
You Represent:

Court Who Appointed You as
Representative (if any):

Date You Were Appointed:
[Calendar Drop Down]

Individual Case Number:

2. IMPLANT/EXPLANT INFORMATION

To the best of your knowledge, identify all persons who came into possession of your explanted
components and the dates each person possessed them, excluding the names of consulting or
testifying experts:

3. ECONOMIC TOSS CLAIMS
a. Did you pay for your revision surgery and/or any related care? Yes/No/In Part [DROP
DOWN]

If Yes or In Part, how much did you pay?
If No or In Part, who or who else paid for the revision surgery?

b. State the amount of medical expenses, by provider, which you have incurred, including
amounts billed to insurers and other third-party payors, which are related to any claims for which
you seek recovery for in this action:



Name € Address of Provider | Datesof Treatment | Amountof Medieal

o Expenses

c. For any expenses claimed above, have they been paid for or reimbursed by any third party?
Yes/No [DROP DOWN]

If Yes, identify the followmg

 Which Expense | Amount Reimbursed | Date Reimbursed

DOCUMENT DEMANDS

1. All statements obtained from or given by any person having knowledge of facts relevant to the
subject of this litigation (excluding information subject to the attorney-client privilege, work
product protection, or expert disclosures to be governed by future court order in this litigation).

2. All records of any other expenses allegedly incurred as a result of the allegations in the
Complaint.

3. Ifyou claim to have sustained a loss of earnings, or lost earnings capacity, produce your W-2s
for each of the last five (5) years, if any.

4. All documents, including but not limited to medical bills, related to the medical expenses
(whether paid by you, insurers, Medicare/Medicaid, or other third parties) for which you seek
recovery in this lawsuit.

5. Any documents including diaries, journals, calendars, emails, texts, postings on websites,
blogs, and social media accounts or other notes prepared by you or your representative, other
than your attorneys, concerning your joints, joint replacement surgeries, or the conditions you
allege in the Complaint.



DECLARATION

Pursuant to 28 U.S.C. § 1746, I declare under penalty of perjury that all of the information provided
in this Plaintiff Fact Sheet is true and correct to the best of my knowledge, information and belief
formed after due diligence and reasonable inquiry, that I have supplied all the documents requested
in this Plaintiff Fact Sheet, to the extent that such documents are in my possession, and that [ have
supplied/will supply the Authorizations attached to this declaration, in accordance with the terms
of this Plaintiff Fact Sheet.

Signature Date

Print Name



EXHIBIT D



IN THE CIRCUIT COURT OF
THE EIGHTH JUDICIAL CIRCUIT

ALACHUA COUNTY, FLORIDA

..................................................................... X
EXACTECH MASTER CASE Case No.: 01-2022-CA-002670
DEFENDANT’S FACT SHEET
THE HON. DONNA M. KEIM
This Document Applies To:
All Cases
..................................................................... X
Plaintiff(s):
Civil Action Number:
INSTRUCTIONS

Defendant shall prepare and serve the completed Defendant Fact Sheet and documents
responsive to requests in the Defendant Fact Sheet within 15 days of receipt of a substantially
completed! Plaintiff Fact Sheet. If Defendant for good cause requires additional time to provide
the Defendant Fact Sheet within the required deadlines, Defendant’s Lead Counsel will contact
the individual Plaintiff’s counsel or apro seplaintiff, request additional time, and explain the basis
for good cause. No objections may be made to the questions.

Please provide the following information for Plaintiff (or Plaintiff’s decedent) (hereinafter
“Plaintiff”’) who was implanted with an Exactech device or any components thereof (hereinafter
“Device”) that is the subject of Plaintiff’s Complaint in the above-referenced action, and who

1 “Substantially complete” shall mean that the Plaintiff Fact Sheet shall be complete enough such that
Defendant has the information from Plaintiff and time sufficient to conduct its search to complete a Defendant Fact
Sheet. All of Defendant’s other rights are reserved, including the right to send deficiency letters where appropriate.
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subsequently had a revision of said implantation. In filling out any section or sub-section of this
form, please submit additional sheets as necessary to provide complete information.

In filling out this form, please respond on the basis of information and/or documents that
are reasonably available to each Defendant. Also, please use the following definition for
“Healthcare Providers”: All Persons and Hospitals identified in Section III and IV of the
Preliminary Disclosure Form or Plaintiff Fact Sheet submitted by Plaintiff in the above-referenced
action who surgically implanted and/or surgically explanted the Device(s) or any component
thereof.

“Produce” shall be defined as to identify where in the general document production the
documents requested may be located, either by Bates number or by some other unique identifier
specific to the responsive document.

In completing this Defendant Fact Sheet, You are under oath and must provide information
that is true and correct to the best of Your knowledge, information and belief. If the response to
any question is that You do not know the information requested, that response should be entered
in the appropriate location(s). Defendant may refer Plaintiff(s) to a Document(s) produced in
Exactech’s document production in MDL 3044 so long as Defendant references the document(s)
by Bates number or by some other unique identifier specific to the responsive document.



L.

COMMUNICATIONS AND RELATIONSHIPS WITH PLAINTIFF’S
HEALTHCARE PROVIDERS

A. Dear Healthcare Provider Letters and Other Communications with
Plaintiff’s Implanting and Revising Orthopedic Surgeons

L.

a.

b.
3.

a.
4.

a.

State whether a “Dear Doctor” or “Dear Healthcare Provider” letter, or
any other written communication, whether correspondence or emails,
related to a recall, was sent to Plaintiff’s implanting and/or Plaintiff’s
revising orthopedic surgeon, regarding the Exactech Implant implanted
into Plaintiff and upon which the claims in the above-referenced action are
based.

Yes No

If yes, please identify the date(s) the communication was/were sent, its
manner of transmission (type of mail, email, etc.) and state whether proof
of receipt was required and received, including but not limited to Dear
Healthcare Profession Letter Response Forms.

If yes, produce a copy of the letter sent by Defendants to the healthcare
provider.

Did Plaintiff’s orthopedic surgeons who implanted and/or explanted the
Device(s) ever attend any education courses in the five (5) years before or
after Plaintiff’s implant surgery sponsored by Defendant?

If yes, indicate which courses, dates and locations of said courses, and
whether Defendants paid any travel costs or provided remuneration of
said costs.

Were Plaintiff(s)’ orthopedic surgeons who implanted and/or explanted
the Device(s) ever listed on Exactech’s “Surgeon Locator” on the
Exactech website https://www.exac.com/surgeon-locator/#/ (or any
predecessor address) in the five (5) years before Plaintiff’s implant
surgery?

Yes No

If yes, provide the dates the surgeon(s) was listed, and if the surgeon(s)
are no longer listed on the Surgeon Locator, set forth the reason, and who
initiated the removal of the Surgeon’s name(s).

3
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B. Consulting Relationships with Plaintiff’s Implanting and Revising
Orthopedic Surgeons

1. Identify whether any of Plaintiff’s orthopedic surgeons who implanted
and/or explanted the Device(s) has or had a Consulting Agreement with
Defendant or other similar arrangement that relates to serving as a
consultant as a thought leader, opinion leader, design surgeon, or member
of a speaker’s bureau regarding any of Defendant’s hip replacement, knee
replacement and/or ankle replacement systems in the five (5) years before
Plaintiff’s implant surgery.

Yes No

2. If yes, please identify the date(s) the agreement and produce copies.

C. Financial Compensation and other things of value provided to Plaintiff’s
orthopedic surgeons who implanted and/or explanted the Device(s).

1. Identify whether you have provided to any of Plaintiff’s orthopedic
surgeons who implanted and/or explanted the Device(s) financial
compensation or other things of value in the five (5) years before Plaintiff’s
implant surgery.

Yes No

2. If yes, please provide copies of consulting agreements or other agreements
memorializing terms of compensation and the amount of compensation.

II. BROADSPIRE CLAIM DOCUMENTS
A. Claim Documents

1. State whether Plaintiff has a Broadspire claim, which means a claim that
has been assigned a claim number.

Yes No

III. RETAINED SURGICAL SPECIMEN

1. Please state whether Exactech has received or retained any specimens (e.g.
explanted device, pathology) from any of Plaintiff’s surgeries.


https://nighgoldenberg.com/exactech-hip-knee-ankle-lawsuit/

Yes No

a. Ifyesto 1, please identify the specimens received or retained and identify all
locations where any of Plaintiff’s removed specimens are, or at any time have
been stored, with the limitation that consulting expert/expert witness names
and locations need not be identified, to preserve privilege.

b. Ifyesto 1, please produce all chain of custody forms, photos, and documents
relating to any testing or examination of any retained specimens, except for
any documents prepared by consulting experts or expert witnesses.

c. Produce any complaint files, retrieval analysis or reports of any inspections
and/or done of any such devices, including but not limited to Product
Evaluation Engineering Forms and Memos regarding Device(s) implanted
and/or explanted into the above-referenced, except for any documents
prepared by consulting experts or expert witnesses.

d. Produce any documentation of retrieval analysis findings submitted to the
FDA of said revision surgery if the documentation exists.

SALES REPRESENTATIVES/DISTRIBUTORS

1. As to the implant procedure(s) where the Device(s) were implanted in Plaintiff, where
Sales Representatives/Distributors were present for any amount of time, identify all Sales
Representatives or any other Representatives, including the name of their affiliated
distributor, who provided the implanted components to the Health Care Providers and/or
who attended the implantation procedures.

Sales -_'."_'-_'_Distributor Component Whethee | 10
Representative(s) | b _

Representative | Defendant’s
| Attended | knowledge, is
| Implantation | Sales -
| Procedure Representative
. sl
Employed .
. with
| Employer

2. Asto any subsequent revision surgery on the same joint as Plaintiff’s implanting surgery,
state whether Exactech components were implanted in the revision surgery.



Yes No

3. If yes, as to any subsequent revision surgery on the same joint as Plaintiff’s implanting
surgery, identify the Sales Representatives, or Distributors who provided the implanted
Exactech components to the health care providers and/or who attended the revision
procedure.

o Distribulor | Component | Surgeon | Whether — [To
Representative(s) | . -

| Representative | Defendant’s |
| Attended = | knowledge, is
| Implantation | Sales
| Procedure | Representative
. Still
Employed
wih
Employer

a. Indicate if the Sales Representative or Distributor took any photos or videos during
the revision surgery of the Plaintiff or of the explanted device during and following
the completion of the surgery. If so, produce said photos and/or videos.

Yes No

V. COMPLAINT FILES AND ADVERSE EVENT REPORTS

1. Produce all Complaint File records for Plaintiff in Defendant’s possession.

2. Produce copies of any Adverse Event Reports/Medical Device Reports (MDRs)
pertaining to Plaintiff submitted to the FDA pursuant to the Manufacturer and User
Facility Device Experience (MAUDE) requirements or submitted to any other
entity or person.

VL COMMUNICATIONS WITH PLAINTIFF AND ABOUT PLAINTIFF

1. Produce copies of documents reflecting any direct contact, either written or oral,
between Plaintiff and/or Plaintiff’s representative and any employee and/or
representative of Defendants.



VIII. DEVICE MANUFACTURER INFORMATION

For each Device identified by Plaintiff in response to Section III of Plaintiff’s Preliminary
Disclosure Form, please provide the following:

a. Final Goods Release Date

b. Identity of supplier of the packaging for the Polyethylene components implanted in
Plaintiff and whether the packaging was within the scope of the recall.

c. Expiration Date of each Polyethylene Component(s) implanted in Plaintiff

d. Date of Shipment of each Polyethylene Component(s) implanted in Plaintiff to the
geographical region where it was implanted

IX. RESEARCH

State whether Plaintiff’s Implanting or Revision Surgeons Participated in Post-Market Clinical
Follow-Up Studies.



YERIFICATION

I am employed by Exactech, Inc., one of the Defendants in this action. I am authorized by
Defendants to make this Verification on each corporation's behalf. The foregoing answers were
prepared with the assistance of a number of individuals, including counsel for Defendants, upon
whose advice and information I relied. I declare under penalty of perjury that all of the
information as to the foregoing Defendants provided in this Defendant’ Fact Sheet is true and
correct to the best of my knowledge upon information and belief.

Date:

Signature

Name:

Employer:

Title:
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EXHIBIT E



IN THE CIRCUIT COURT OF
THE EIGHTH JUDICIAL CIRCUIT
ALACHUA COUNTY, FLORIDA

..................................................................... X

EXACTECH MASTER CASE Case No.: 01-2022-CA-002670
SUPPLEMENTAL DEFENDANT FACT
SHEET

THE HON. DONNA M. KEIM

This Document Applies To:

All Cases

..................................................................... X

Plaintiff(s):

Civil Action Number:

SUPPLEMENTAL DEFENDANT FACT SHEET

This Supplemental Defendant Fact Sheet (“Supplemental”) must be completed by
Defendant within forty-five (45) days of being placed in a bellwether pool. The Definitions
contained in the Core Defendant Fact Sheet apply here. Defendant will answer every question to
the best of its knowledge. Defendant will not object to these questions.

L. Dear Healthcare Provider Letters and Other Communications with Plaintiff’s
Implanting and Revising Orthopedic Surgeons

a. Identify whether e-mails, communications, or other documents reflecting telephone
conversations, in-person, or web meetings, or other correspondence between
Defendant and Sales Representatives, Affiliated Distributorships, and/or Plamtiff’s
implanting or revision surgeons about the Devices exist.

Yes No

To the extent documents responsive to this demand exist, produce copies of those
documents.


https://nighgoldenberg.com/exactech-hip-knee-ankle-lawsuit/

IL.

III.

b. To the extent not already produced above, produce copies of any emails, memos,
or other communications or documentation of communications between Plaintiff’s
implanting and/or revision surgeon and any employees and/or representatives of
Defendants, in the five (5) years after Plaintiff’s revision surgery, regarding the
revision surgery(ies) performed on Plaintiff.

Broadspire Documents

Identify any claim file that has been opened by Broadspire concerning Plaintiff, including
the date the file was opened and any file number assigned.

Produce copies of all communications between Broadspire (and anyone acting on
Broadspire’s behalf) and any of Plaintiff’s Healthcare Providers about Plaintiff.

Produce copies of records reflecting all payments made to Plaintiff directly, or others on
Plaintiff’s behalf, by Broadspire. For each payment, please identify the Person who made
the payment, the Person paid, the amount paid, the date paid and the reasons for such
payment.

Produce all documents Broadspire has obtained directly from the Plaintiff.
Produce all documents Broadspire has obtained from sources other than Plaintiff
(Plaintiff’s Healthcare providers, employers, insurers, or others) using an authorization

executed by Plaintiff.

Produce copies of payments made by Broadspire on behalf of a Plaintiff to any medical
providers who have asserted or may assert liens against Plaintiff’s recovery.

Identify and produce all medical or laboratory records relating to Plaintiff obtained by
Exactech, Inc. and/or Broadspire through the use of a written authorization.

Device Manufacturer Information

For each Device identified by Plaintiff in response to Section III of Plaintiff’s Preliminary
Disclosure Form, please provide the following:

1.

2.

Date of Manufacture.

Quality Assurance/Quality Control QA/QC and inspection report or documentation for
each Device implanted in Plaintiff.

. Name and Address of Manufacturing Facility for each Device implanted in Plaintiff.

Location where each Polyethylene Component implanted in Plaintiff was stored from
when it left the Exactech facility in Florida until the day it was implanted in Plaintiff and
attach all Chain of Custody documentation.
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Iv.

SALES REPRESENTATIVES/DISTRIBUTORS

Indicate if Exactech contends that the Representatives and or Distributor have not been
reasonably available to them to assist with any responses to this DFS, and if unavailable,
the basis therefore.

Attach the Delivered Goods / Transfer of Inventory Form faxed, emailed or uploaded to
Exactech reflecting that surgery and sale of Exactech products, any notes of such
procedures and any communications to Defendant about the implant and revision
surgeries.
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YERIFICATION

I am employed by Exactech, Inc., one of the Defendants in this action. I am authorized by
Defendants to make this Verification on each corporation's behalf. The foregoing answers were
prepared with the assistance of a number of individuals, including counsel for Defendants, upon
whose advice and information I relied. I declare under penalty of perjury that all of the information
as to the foregoing Defendants provided in this Defendant Fact Sheet-Fina is true and correct to
the best of my knowledge upon information and belief.

Date:

Signature

Name:
Employer:
Title:
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