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SECTION E. SIGNATURE
To be signed by the requester who i: (a) the injured countermeasure recipient identified in Section A; or
(b) the survivor identified in Section B; or (c) the executor or administrator of the estate identified in

Section C. If the requester does not have the legal capacity to receive a Program payment, then the
personal or legal representative identified in Section D must sign on his or her behalf

By signing this Form:

1 hereby certify that the information provided inthis Request Form is true and accurate tothe best of my knowledge
Further T understand that fase statements or claims made in connection with this Request Form, including subsequent
mio and documentation submitted in connection with this Request Form, may result in fins, imprisonment andor
any otherremedy, inching civil remedies, available by law to the United States.

23 1 will provide updated information (including, but not limited 0 medical records, employment income records, and
change of address) until the Program has made ts fina decision
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DEPARTMENT OF HEALTH & HUMAN SERVICES                     Health Resources and Services Administration 
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––– 
Countermeasures Injury Compensation Program       Rockville, Maryland 20857 
             Health Systems Bureau 

 
   
                                                                                                                                                                   
September 23, 2021 
 
 

CICP Case Number:  
 
 
Dear   
 
The Countermeasures Injury Compensation Program (CICP or the Program) has determined that 
you are medically eligible for benefits, as stated in our [DATE] decision letter to you.  Please 
review your decision letter, which identifies the injuries that are eligible for CICP benefits.  The 
Program will now proceed to calculate reimbursement or payment for eligible past, current, 
and/or future medical expenses and/or lost employment income resulting from your covered 
injury(ies).  The description of documentation required by the CICP to calculate benefits is 
attached (see Attachment 1).  See 42 C.F.R. §§ 110.60-110.61.  The Program requests that you 
send all documentation within 60 days of the date of this letter.  Please inform the Program if 
you need more time.   
 
The information provided below explains the types of Program benefits available, and their 
limitations.   
 
Benefits for Unreimbursed Medical Expenses 
 
The CICP may reimburse or pay reasonable costs for past, current, and future medical services 
and/or items that are reasonable and necessary to diagnose or treat your covered injury and to 
diagnose, treat, or prevent its health complications. See 42 C.F.R. §§ 110.31 and 110.80. With 
respect to future medical services or items, the CICP may make such payments or 
reimbursements if they are likely to be needed in the future. In making determinations about 
which medical services and items are reasonable and necessary, the CICP may consider whether 
those medical services and items were prescribed or recommended by a healthcare provider, and 
may consider whether the applicable service or item is within the standard of care for that 
condition. 
 
If you continue to receive medical care for a covered injury or its health complications and plan 
to request payment for current and future services or items, you must submit information to 
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support this request.  The original Authorization to Disclose Health Information Form(s) you 
submitted with your Request Package may have expired.  Therefore, the Program may ask you to 
complete and sign a new set of forms for each of your healthcare providers so that the CICP can 
communicate directly with them, as necessary.   

 
Lost Employment Income Benefits 
 
The CICP may also pay for lost employment income resulting from a covered injury.  See C.F.R. 
§§ 110.32 and 110.81. The period of time requested for lost employment income benefits must 
be supported by the severity of the covered injury as demonstrated by medical and employment 
records. In order to qualify for lost employment income benefits, you must have been absent 
from work for more than five (5) days in an unpaid status.  The days of lost income do not have 
to be consecutive, and partial days may be added together.  Please also note the following: 

 
• You may be compensated for ten or more days of work lost if you lost employment 

income for those days as a result of the covered injury (or its health complications). If the 
number of days of lost employment income due to the covered injury (or its health 
complications) is fewer than ten, the number of lost work days will be reduced by five 
days. If you lost employment income for a period of five days or fewer, no benefits for 
lost employment income will be paid. In other words, if you lost five days or less of 
income, there would be no reimbursement; if you lost six to nine days of income, the 
calculation would be based on the number of days lost minus five; and if you lost ten or 
more days of income, the lost employment benefit would be calculated based on the 
entire number of days. 
 

• If you used days of paid leave, those days will be considered days of work for which 
employment income was received.  Therefore, you would not qualify for lost 
employment income for those days.  The Program can only pay for lost employment 
income for unpaid leave. However, if you reimburse your employer for the paid leave 
taken and the employer restores that leave, then you may be eligible for lost employment 
income benefits for those days that have been changed to unpaid leave.  It is your 
responsibility to follow your employers’ procedures to change paid leave to unpaid leave. 
 

• Benefits for employment income lost as a result of your covered injury or its health 
complications are paid as a percentage of the amount of gross employment income 
(including income from self-employment, if applicable) earned at the time of your injury.  
If you had no dependents at the time your covered injury was sustained, the lost 
employment benefits are 662/3 percent of your gross employment income.  If you had one 
or more dependents (as defined by the Internal Revenue Service) at the time that your 
covered injury was sustained, the benefits are 75 percent of your gross employment 
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income. CICP’s lost employment income benefit has a maximum of $50,000 per year, 
and cannot be paid after the injured countermeasure recipient reaches the age of 65, with 
a lifetime cap.  If you are fully disabled (as defined by the Social Security Act) by your 
covered injury, then there is no lifetime cap on the amount of lost employment income 
you can receive. 

 
• The CICP may not consider projected future earnings in the calculation of lost 

employment income, except for injured countermeasure recipients who are minors. 
 

Payer of Last Resort 
 
The CICP is the payer of last resort and can only reimburse or pay for medical services, items or 
lost employment income that are other third-party payers have not paid and/or are not obligated 
to pay.   
 
Third-party payers are organizations which are responsible for paying some or all of your 
medical expenses or lost employment income, such as a private insurance company (e.g., health  
or disability insurance plans), your employer (e.g., workmen’s compensation), or a government 
program (e.g., Medicaid, Medicare, Veteran’s benefit).   

 
If you become aware that a third-party payer may have an obligation to pay for or provide any 
medical services or items and/or lost employment income for injuries that are eligible for 
compensation under the CICP, you must inform the Program within ten business days of 
obtaining this information, even after benefits have been paid by the CICP.  
 
Sincerely, 
 

    9/23/2021___________ 
Tamara Overby,       Date 
Acting Director, Division of Injury Compensation Programs 

 
 

Enclosures: 
Attachment 1 – Documentation Required to Reimburse or Pay for Medical Expenses and/or Lost 
Employment Income 
Attachment 2 – Certification of Status:  Unreimbursed Medical Expenses  
Attachment 3 – Certification of Status:  Lost Employment Income Benefits 
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#7 DEPARTMENT OF HEALTH & HUMAN SERVICES HealthResources and Services Aduministration

“S Health System: Buren

September 23 2021

(b) (6); 552a(b)

CICP Case Number:

Dea[DIOHEREIE]
The Countermeasures Injury Compensation Program (CICP or the Program) has reviewed the
Request for Benefits Package you submitted.

To be eligible for compensation under the CICP, requesters must demonstrate that a serious

injury or death occurred as the direct resultofthe administration or use ofa covered
countermeasure. Such proof must be based on compelling, reliable, valid, medical and scientific
evidence. 42 C.FR. § 110.20(c). The CICP’s regulations define “serious injury” asa serious

physical injury. 42 C.F.R. §110.3(2). Physical biochemical alterations leading to physical
changes and serious functional abnormalities at the cellular or tissue level in any bodily function
may, in certain circumstances, be considered serious injuries. As a general matter, only injuries
that warranted hospitalization (whether or not the person was actually hospitalized) or injuries
that led fo a significant loss of function or disability (whether or not hospitalization was
warranted) willbeconsidered serious injuries.

On your ReguestforBenefits Form, vou alleged that vou experienced on (NI REEFAI)
PEN0) (6); 552a(0) IRE b) (6); 552a(b)
(b) (6); 552a(b)

Based on our medical review, the CICP has determined that you are eligible for Program
benefits. The CICP requires “compelling, reliable, valid, medical and scientific evidence”
showing that the covered countermeasure directly caused the serious injury. We have
determined that, in your case. vou have proved that the [DNCEERREIB COVID-19 vaccine
directly caused your [NFO HEFEID] You will receive a
separate letter that will outline the next steps and the documentation you will need to submit to
determine the Program benefits that may be available to you.

a
Tamara Overby, Date
Acting Director, Division of Injury Compensation Programs
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COUNTERMEASURES INJURY COMPENSATION PROGRAM

REQUEST FOR BENEFITS FORM

The Countermeasures Injury Compensation Program (CICP) provides crt medical and lost employment income
benefits for individuals who were administered or used covered countermeasure (such as 2009 HIN vaccine,
Tamiflu, Relenzad®, and peramivi, mechanical ventilator, N-95 Filter Mask, anthrax vaccine, smallpox vaccine, tc.)
and suffered serious physical injury os a resul. Individuals have onc year from the date they were adminisicred or used
the covered countermeasure to submit a Request for Benefits Form (Request Form) in order to be considered fo benefits
‘Although the CICP needs al the medical documenlation thet supports the injury i order o process he request,
requesters may submit only this Form in order to meet the filing deadline. The CICP may also provide death bencfis
{o certain survivors. The estate ofa deceased individual may aso qualify for certain medical and lost employment income.
benefits

Read the instructionsbefore completingthisRequest for Benefits Form.

SECTION A. INJURED COUNTERMEASURE RECIPIENT

Fill in information about the person whowas administered or used a covered countermeasureand may have had a serious

injury from the countermeasure.
(b) (6); 552a(b) (b) (6); 552a(b)|

First Nas Middle Initial] ast Name}
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Date of Birth:
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Country (i other than the United Stats of America):
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oe(NIOEER)
I—1) (6): 552a(b)
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Date(s) of the countermeasure administration or use that may have caused the injury:
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Geographic location in which the countermeasurewasadministered or used (c.g, city, State}
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Continued cnet poge
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Dateof onsetof the infury

Che hein hata ba escfrom thcomicmcasure:

EO IE Cured Countermemsure recent 500 SELON tng Shs RELIES TON:
16 you are survivorof a deceased injured countermeasure recipient who may have diedas a result of the
countermeasure, £0 (0 Section B (Yellow!

1 you ae he executor o adrmiisteator of the estate ofa deceased injured countermeasure recipient, regardless of
the cause of death, oto Section C (Blue)
Ifyou are th legalo personal representative (including parent or guardian) ofa person applying for Program
benelits, go to Section D(Oranco).



Forme: crt WBonto: 15.034
Cowatonpue:

[SECTIONB.SURVIVOROF DECEASEDINJUREDCOUNTERMEASURERECIPIENTWHOMAY
HAVE DIEDAS ARESULTOFTHECOVEREDCOUNTERMEASURE

informationinSection Brefersonl 10thesurvivor's)ofthe individual identifiedinSectionA,whoisarerequesting
deathbenefits.

|First Name: Middle Initial: Last Name:

DateofBirth: .

Address: po a

cy swe ZiporPosalCode:

(Country (ifotherthantheUnitedStates of America):

- Number): pe

Email address: _ ~

|The date the injured countermeasure recipient identifiedinSection Adied: |

Jn order to be considered for Program benefits, a survivor must be in oneofthe categories described below. Check the
[ox thatdescribesthe personidentified inSection in relationtathe individualidentified inSectionA. |

i] Spouse.
0 Eligible child (described inthe instructions)
0Dependentyounger than theageof 18 (describedin theinstructions) |
J Beneficiary named in most recently executed life insurance policy (and there are no survivors inthe categories
described above)
ID Parent (and thre are no survivors in th categories described above)
| Legal anton ofadeceasedminor and thre re nosurivr inthe tegen listed above)
| © Adult child (and thereaeno survivors in the categories described above)

{Cet nth bowie ol rorrh condoe ol sisdesde. |
| Eo thebestof mynowt, ce re ther savers who may belief CICP dest bert pment, |
DlThere are other survivors who may be eligible foraCICP death benefits payment. 1am providing theirnames and

| heirrelationshiptothepersonwesurvived.1fthisboxischecked,list survivors. Use additional sheet(s),ifnecessary. |
| Etigiblesurvivorcategoriesare listed above.) |

| Name: Reto: |

fo Se — |
po _ Relaionship: —

oo fo |
Goto SectionC(Blue)ifyouarealsothe exceutorortheadministratoroftheestate. |

|goto Stn Oranges step ssi bers,goto eon Bos isRoe |
Form. -
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GotoSeton Orange) thre nestpron sstato: otherwise, gtSection Eto i i Request|
Form.
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FirstName: MiddleInitial: ____LastName:

A, eeeEA

City: State: ZiporPostalCode:

Country(ifotherthan the UnitedStatesof America): |

Telephone Number(s):

Emailaddress: |

Relationshiptothepersonapplyingfor rogrambenefits(c.g,parent,lawyer:
is fh yorsanyonsossedivg inon 65800We saboboR BOR 13 RIEempl? |

Eno
GotoSectionE 10sign this sestForm. |
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SECTION E. SIGNATURE
To be signed by the requester wha s: (a) the injured countermeasure recipient identified in Section A; or
(b) the survivor identified in Section B; or (c) the executor or administrator of the estate identified in
Section C. If the requester does not have the legal capacity to receive a Program payment, then the
personal or legal representative identified in Section D must sign on his or her behalf.

By signing this Form:
1) hereby certify that the information provided in this Request Form i true and accurate to the best ofmy knowledge.
Further, | understand that false statements or claims made in connection with this Request Form, including subsequent
information and documentation submitied in connection with this Request Form, mayresultin fines, imprisonment andlor
any other remedy, inchuding civil remedies, available by law to the United States.

2) will provide updated information (including, but not limited to medical records, employment income records, and
change of address) until the Program has made i final decision.

5) Cpr

(b) (8); 552a(b)
[I (b) (6); 552a(b)
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‘You can submit your Request Form and all the required documentation to the CICP by U.S. mail,a private
courier service, or commercial carrier to:

U.S. Departmentof Health and Human Services
Health Resources afid Services Administration
Countermeasures Injury Compensation Program
$600 Fishers Lane, 08N146B
Rockville, MD 20857

For Program information and to obtain an additional copy ofthis Form and the instructions for completing i, visit the
CICP Web ste at .call 1-855-266-2427 (1-855-266-CICP), or email: Check the
Program Web sie to seeifthis Form can be submitied electronically.

PRIVACY ACT STATEMENT
Section 319F-4ofthe Public Health Service Act (PHS Act), Public Law 109-148 (42 U.S.C. 247d-6¢),and the Dex
Collection Improvement Act of 1996 authorize collectionofths information. It will be used to determine your eligibility
0 receive benefits. This informationwil bedisclosedtothe U.S. DepartmentofHealth and Human Services and its
consultant; and Federal, State, or local law enforcement agencics, ifthe Government becomes aware ofa possible
Violationofcivil or criminal law; and for certain medical research purposes when consistent with the purposes for which
the Program was formed, i.., to make determinations concerning alleged covered countermeasure injury associations and
0 provide compensation to individuals injured by covered countermeasures. Furnishing the information on this Form is
voluntary, but failure to do so may delay or prevent the receipt ofa payment. The information collected will be
‘maintained confidentially pursuant to the Privacy Act, § USC Section 552, as amended.

PUBLIC BURDEN STATEMENT
Public Burden Statement: The purposcofthis data collection is to gather information 10 allow the Secretaryof Health and
Human Services to determineifrequesters are eligibleforCountermeasure Injury Compensation Program (CICP)
benefits. Requesiers (or thir eprosentatives) must submit appropriate documentation forms and relevant medical records
asspecifidinSection42CFR 110.50-110.5310 the CICP. Anagencymaynotconduct ofsponsor,and aperson is not
required to respond to, a callctionofinformation unless it displays a curently valid OMB control number. The OMB
control number for this information collection is 0915-0334 and it is valid nil 03/31/2023. This information collection is
required to obtain or retaina benefit (42 CFR Part 110). Access o these records is strictly limited to authorized users who
are awareofthei responsibilities under the Privacy Act andwhoare required to maintain Privacy Act safeguards with
respect to such records. The System ofRecords Notice for Injury Compensation Programs, HHS/HRSA/HSB, System
No. 09-15-0056, identifies authorized users. Public reporting burden for this collection of information is estimated to
average 3.5 hours per response,including the fime for reviewing instructions, searching existing data sources, and
completing and reviewing the collection ofinformation. Send comments regarding this burden estimateo any other
aspectof this collection ofinformation, including suggestionsforreducing this burden, to HRSA Reports Clearance
Officer, 5600 Fishers Lene, Room 14N136B, Rockville, Maryland, 20857 or
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U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Health Resources and Services Administration
Countermeasures Injury Compensation Program

AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION

PLEASE COMPLET ALL APPLICABLE SECTIONS SIGN ANDDATE
1. PATIENT IDENTIFICATION (Injured Countermeasure Recipient) | FOR OFFICIAL CICP USE ONLY

L i’ | cree Ne,
nave en (DECHEEPEIR) [7 EE

ADDRESS [{RANFEAN
(b) (6); 552a(b)

CITY/STATE/ZIPCODE} (b) (G 3 552a(b) DATECFBRTH [(IOREFEIR)] |

[| —— M2 ’ ~
Personal Representative, if applicable, for injured countermeasure recipient patient i section
(c: parent ofa minor or guardian, administrator for estate) |

TIL. The information istobedisclosed by: And is to be provided to: |

(b) (6); 552a(b) lus Departmentof Health and Human Services
pe = | HealthResourcesandServices Administration

(b) (6); 552a(b) Countermeasures Injury Compensation
2 — Program S600 Fishers Lane, Room 08N146B

(b) (6); 552a(b) manBooDWe De denied in ection | bal record (heck appropriaic boxle)

(b) (6); 552a(b) |
“The purposeorned for his disclosure i o determine ligiily for benefits from the U.S. DepartmentofHealth nd Human Services,
Health Resources and Services Administration, Countermeasures Injury Compensation Program (CICP). This information may be sed

| for certain medica reserh purposes whenconsistent with th purposes forwhich th CICP was formed, .2., gathering andsharingde.
identified data regarding counermessuresadverse vents.
V. Lunderstand tha may revoke this authorization in wring at any time by contacting myfacilityprovider, except fo the
extent tha action has been taken in reliance on this authorization. 1f this authorization has not been revoked, it will terminate
one year from thedate of my signature unless a different expiration date or expiration even s sited. |

|
| Ete Bate oferminaionoEpiaton dierentrom ne yea afer dae below) oo |

ea Lo PATHRIGOREEZER)]
(b) (6); 552a(b) |__|]

PH TSIGR A TURE OF PERSONAL REPRESENTATIVEGfapplicable)| DATE

VIIL SIGNATURE OF WITNESS(if signatureis thumbprint or mark, or if|DATE
State law)

IConseningfo his ahorizationofdslosur ofcord s vountryandRelprovider)shall not condifion estment spon the
individual's signatureofsuch authorization for use or disclosureof healthinformation. This information is subject to release for the |
purposes stated in Section IV and may notbe used by th recipient fo any other purpose uns permed by federal law. | understand that |
Information disclosed by this authorization, except fo alcohol and drug abuse patient recordsssdefinedin42 CFR Part 2, maybe subject
to e-disclosue by the recipient and mayno anger be protected by the Health Insurance Portability and Accountability Act Privacy Rule

| 45 CFR Part 164), nd the Privacy Act of 1974 (5 USC $524) or
Laspd: March10,2020
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Section Ill - Provide the name and addressofthe facility or provider releasing the information. This is the
facility or providerofhealth care services to the injured countermeasure recipient.
Section IV ~Check the appropriate box as applicable. The CICP will provide direction as to which records are:
needed.

1. Entire Medical Record —the complete medical record from the identified facility or provider from
one (1) year prior to administration or use of the covered countermeasure that may have caused
the injury. Please enter this date.

2. Only information related to specify diagnosis, injury, operations special therapies, ete. within a
specific date range. (Only complete this section if instructed to do so by the CICP).

3. Other (specify) — e.g. insurance coverage, billing, ete. (Only complete this section if instructed to
do so by the CICP).

Section V — The requester may revoke this authorization at any time by notifying the Health Information
Management (Health Records) Departmentof the facility/provider in Section ITT, in writing. Ifa different
expiration date is desired, specify a new date. You may consider providing a date longer than one year if you
have an ongoing CICP covered injury that has not resolved or may not be resolved soon.
Section VI - Patient (i.c., the injured countermeasure recipient) signs and dates the form here.
Section VII - A personal representative (e.g., parent, legal guardian, powerofattomey etc.), ifone has been
designated, signs and dates the form here.
Section VIII ~ A witness signs and dates the form here,if necessary (e.g., ifthe patient signature is a thumbprint
or mark or if required by State law).
Send a copy of the completed form to the facility/provider identified, and, at the same time, also mail a copy
ofthe completed form to the CICP at the address below:

Health Resources and Services Administration
Countermeasures Injury Compensation Program
5600 Fishers Lane, Room 11C-06
Rockville, MD 20857

Ifyou have questions contact the CICP at:
1-855-266-2427 (855-26-CICP); or
HRSA. gov/CICP

La pdt: Mac 10.2020
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wn ORE “ioIEN TH) |ADDRESS i

(b) (6); 552a(b)
CITY/STATE/ZIPCODE| M DATE v)

(b) (6); 552a(b) Ib) ©). 552a(b) ]
= 1rgee aeorat
iL, Theinformations be disclosed by: [Andibeprovideda: — —

(b) (6); 552a(b) US.DptoathsndHonSess |
x. HealthResourcesand Services Administration

(b) (6); 552a(b) CountermeasuresInjuryCompensation
il Prom 600 FabsLan Rom |

Bice) Ra
1V. The infowhation to be disclosed from the patient's.as identified in section I, health record(checkappropriate box(es).

(b) (6); 552a(b) |
FE DMUCsyaer |Eo or
v. Langrsand at Lz vob sianvein at nyi by cootingySigtonder copra |ena bainosonoswap |rswont

(Enter Date of Termination or Expirationifdifferentfrom one yearafierdate below)

Vp gt DATE (N(JREEFER)(b) (6); 552a(b) _ {To) (0) Po2810) | ER
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U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Health Resources and Services Administration
Countermeasures Injury Compensation Program

AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION

PRIVACY ACT STATEMENT
Section 319F-4ofthe Public Health Service Act (PHS Act), Public Law 109-148 (42 U.S.C. 247-66), and the
Debt Collection Improvement Act of 1996 authorize collectionofthis information. Ttwill be usedtodetermine
your eligibilitytoreceive benefits. This information willbedisclosed to the U.S. Departmentof Health and
HumanServicesand its consultants; and Federal, State,or local law enforcement agencies,ifthe Goverment
becomes aware ofa possible violationofcivil or criminal law; and for certain medical research purposes when
consistent withthepurposesforwhich the Program was formed, i.c.,tomakedeterminationsconcerningalleged
covered countermeasure injury associationsandtoprovide compensation to individuals injured by covered
countermeasures. Furnishing the information on this Form, including the social security mumber, is voluntary,
but failure to do so may delay or prevent the receipt ofapayment. The information collected will be
‘maintained confidentially pursuant tothe Privacy Act, 5 USC Section 552,asamended.

PUBLIC BURDEN STATEMENT

Public Burden Statement: The purposeofthisdatacollectionistogather informationtoallow the Secretaryof
Health and Human Services to determineif requesters are eligible for Countermeasure Injury Compensation
Program (CICP) benefits. Requesters (or their representatives) must submit appropriate documentation forms
and relevant medicalrecordsas specified in Section 42 CFR 110.50-110.53 to the CICP. Anagency may not
conduct or sponsor, and a person is not required to respond 10, a collectionofinformation unless it displays a
currently valid OMB control number. The OMB control numberforthis information collection is 0915-0334
and it is valid until 03/31/2023. This information collection is required to obtain or retain a benefit (42 CFR Part
110). Access tothese records is strictly limited to authorized users whoarc awareoftheir responsibilities under
the Privacy Act and who are required to maintain Privacy Act safeguards with respect to such records. The
SystemofRecords Notice for Injury Compensation Programs, HHS/HRSA/HSB, System No. 09-15-0056,
identifies authorized users. Public reporting burden for this collectionofinformation is estimated to average 3.5
hours per response, including the time for reviewing instructions, searching existing data sources, and
‘completing and reviewing the collection of information. Sead comments regarding this burden estimate or any
other aspectofthis collection of information, including suggestions for reducing this burden, to HRSA Reports
Clearance Officer, 5600 Fishers Lane, Room 14N136B, Rockville, Maryland, 20857 or paperwork a hrsa.sov.

Instructions for Completing
HRSA AUTHORIZATION FOR USE OR DISCLOSURE OF

HEALTH INFORMATION

“Type or print legiblyinall fields using dark ink.
Section I - Provide the name, address, and dateofbirth ofthe injured countermeasure recipient.
Section Il- Provide the nameofthe personal representative such as a parent ofa minor, or a guardian,oran
attorney,ifapplicable. Ifthereisnopersonal representative then section II should be left blank.
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Section III -Provide thenameandaddressof thefacilityorproviderreleasing theinformation. Thisisthe
facility or providerofhealth care services to the injured countermeasure recipient.
Section IV — Check the appropriate box as applicable. The CICP will provide direction as to which records are
needed.

1. Entire Medical Record—the complete medical record from the identified facility or provider from
one (1) year prior to administration oruseof the covered countermeasure that may have caused
the injury. Please enter this date.

2. Only information related tospecify diagnosis, injury,operationsspecial therapies, etc. within a
specific date range. (Only completethissection ifinstructedtodoso bythe CICP).

3. Other (specify)- e.g,insurance coverage, billing,etc. (Only completethissectionifinstructed to
do'50 by the CICP).

Section V — Therequestermay revoke this authorization at any time by notifying the Health Information
Management (Health Records) Department ofthe facility/provider in Section I in writing. Ifa different
expiration date is desired, specify a new datc. You may consider providing a date longer than onc year if you
haveanongoing CICP coveredinjurythat hasnotresolvedormaynotberesolved soon.
Section VI Patient (ic., the injured countermeasure recipient) signs and dates the form here.
Section VII A personal representative (c.g., parent, legal guardian, power ofattomey etc.), ifone has been
designated, signs and dates the form here.
Section VIII - A witness signsanddates the form here, if necessary (e.g., ifthepatient signature is a thumbprint
or mark orifrequired by State law).
Send a copyof the completed form tothefacility/provideridentified, and,atthesametime,alsomail acopy
of the completed form tothe CICPattheaddressbelow:

Health ResourcesandServices Administration
Countermeasures Injury Compensation Program
5600 Fishers Lane, Room 11C-06
Rockville, MD 20857

If you have questions contact the CICP at:
1-855-266-2427 (855-266-CICP); or
HRSA.20v/CICP
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US. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Health Resources and Services Administration
Countermeasures Injury Compensation Program

AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION
PLEASECOMPLETEALLAPPLICABLESECTIONS.SIGN ANDDATE
1. PATIENT IDENTIFICATION (Injured Countermeasure Recipient) [FOR OFFICIAL CICP USE ONLY |

CICP No.
vie ce (YEE REFEIR) [EZ 0) (6); 552a(b)) i

soosss ((YN(YWSFEIR) |

CITY/STATE/ZIPCODY Bb) (6) 552a(b bateoF six [IOIEFED] |

p (b) (6); 552a(b)
Personal Representative, if applicable, fo injured countermeasure recipien/ patient in section
(c8. parent of minor or guardian, administrator for cstatc)

11 The informationsobedisclosed by: ‘Andistobeprovided to: |

(b) (6); 552a(b) US. DepartmentofHealth snd HumanServices
we Health Resources and Services Administration
(b) (6); 552a(b) CountermeasureInjuryCompensation
Sod Program 5600 Fishers Lane, Room 08N146B
(ICE) Rockville,MD20857
IV he Mos Re dlcTom he Dann, as deatificd in section healthrecord (heck appropri bax cs

(b) (6); 552a(b) |
EE ———
Heath Resouces and Services Adminisitio, Countermeasures Injury Compensation Program (CICP). This infomation maybe sed
for certain medical fescarch purposes when consistent withthepuposes for hich the CICP was formed, 5, gathering, nd thring de. |
identified dat regarding countermeasures adverse cats.
V. understand that may revoke this authorization inwring a any ime by contacting myfacility provider, except othe
extent tha ation has been taken in reliance on this mulhorizaton. If tis authorization has not been revoked, it wil terminate
one year from the date ofmy signature unless different expiration dateo expiration event i sated.

Enter DateofTermination orExpiraion ififferent fromone yearafer de below)
3 J IRE 0) (6); 552a(b)

(b) (6); 552a(b)h- EOPPPRRIMEAPOOIN A11VEGifapplicable [Pr

VIL SIGNATURE OF WITNESS Gf signstars s thumbprint ormak,orif _| DATE
Ste aw) i 1Consenting to his aorzation ofdisclosrs of records vouaryadBeall providers) shall notcondiion watt spon he
individuals signatureofsuch suhorization fo se or discloseof health inforaton This information is subject 1 relate for he
Purposes sae in Scion TV ndmay no beusedby the rcpt foraay bes purpose unlesspermedby fodral law. undesand tat
Tormtion disclosed by tis maborizaton, except oralcoholanddgabuse patient rocods as defined in 42 CFR Pact2, may be subject
10 reisclosurby therecipientand maynoTongebe proce bythHeath Insurance Portabilitynd Accountability AGt Privacy Rule
(45 CIR Part 164), and thePrivacyActof1974 (5 USC 552) ™
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U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Health Resources and Services Administration
Countermeasures Injury Compensation Program

AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION

PRIVACY ACT STATEMENT
Section 319-4of the Public Health Service Act (PHS Act), Public Law 109-148 (42 U.S.C. 247d-6¢), and the.
Debt Collection Improvement Act of 1996 authorize collectionofthis information. It will be used to determine
your eligibility to receive benefits. This information wil be disclosed to the U.S. DepartmentofHealth and
‘Human Services and its consultants; and Federal, Stat, or local law enforcement agencics, ifthe Government
becomes awareof apossible violationofcivil orcriminal law; and for certain medical research purposes when
consistent with the purposes forwhich the Program was formed, i.c., to make determinations concerning alleged
covered countermeasure injury associations and to provide compensation to individuals injured by covered
countermeasures. Furnishing the information on this Form, including the social security number, is voluntary,
but failure to do so may delay orprevent the receipt of apayment. The information collected will be:
‘maintained confidentially pursuanttothe Privacy Act, 5 USCSection 5524, as amended.

PUBLIC BURDEN STATEMENT

Public Burden Statement: The purposeofthis data collection is to gather information o allow the Secretary of
Health and Human Services to determine ifrequester are eligible for Countermeasure Injury Compensation
Program (CICP) benefits. Requesters (or their representatives) must submit appropriate documentation forms
and relevant medical records as specified in Section 42 CFR 110.50-110.53 to the CICP. An agency may not
‘conduct or sponsor, and a person is not requiredtorespond o, acollection of information unless it displaysa
currently valid OMB control number. The OMB control number for this information collection is 0915-0334
and it is valid until 03/31/2023. This information collection is required to oblain or retain a benefit (42 CFR Part
110). Access to these records is strictly limited to authorized users who are awareoftheir responsibilities under
the Privacy Act and who are required to maintain Privacy Act safeguards with respectto such records. The
‘Systemof Records Notice for Injury Compensation Programs, HHS/HRSA/HSB, System No. 09-15-0056,
identifies authorized users. Public reporting burden for this collection of information is estimated to average 3.5
hoursperresponse, including the time forreviewing instructions, searching existing data sources, and
completing and reviewing the collectionofinformation. Send comments regarding this burden estimate or any
other aspectof this collectionof information, including suggestions for reducing this burden, to HRSA Reports
Clearance Officer, 5600 Fishers Lane, Room 14N136B, Rockville, Maryland, 20857or

Instructions for Completing
HRSA AUTHORIZATION FOR USE OR DISCLOSURE OF

HEALTH INFORMATION

‘Type or print legibly in all fields using dark ink.
Section 1 Provide the name, address, and dateofbirthofthe injured countermeasure rocipicat.
SectionII- Providethe nameofthepersonalrepresentativesuchas aparentof aminor,ora guardian,oran
attorney, ifapplicable.Ifthere is nopersonalrepresentative then section I should be left blank.
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Section Ill - Provide the name and addressofthe fucility or provider releasing the information. This is the
facility or providerofhealth care services to the injured countermeasure recipient.
Section IV — Check the appropriate box as applicable. The CICP will provide direction as to which records are
needed.

1. Entire Medical Record — the complete medical record from the identified facility or provider from
one (1) year prior to administration or useofthe covered countermeasure that may have caused
the injury. Please enter this date.

2. Only information related to— specify diagnosis, injury, operations special therapies, etc. within a
specific date range. (Ouly complete this sectionif instructed to do so by the CICP).

3. Other (specify)-e.g,insurance coverage, billing, ete. (Only complete this section if instructed to
do s0 by the CICP).

Section V — The requester may revoke this authorizationatany time by notifying the Health Information
Management (Health Records) Departmentofthe facility/provider in Section Il in writing. Ifa different
expiration dale is desired, specifyanewdate. You may consider providing a date longerthan one year ifyou
have an ongoingCICPcovered injury that has not resolvedormaynotbe resolved soon.
Section VI Patient (i.¢., the injured countermeasure recipient) signs and dates the form here.
Scetion VII A personal representative (¢.g., parent, legal guardian, power ofattorney etc.)ifone has beca
designated, signs anddatesthe form here.
Section VIII - A witness signs and dates the form here, if necessary (¢.g., ifthe patient signature is a thumbprint
or mark orifrequired by State law).
Send a copyofthe completedform to the facility/provider identified, and,atthesame ime, also mail a copy
of the completed form to the CICP at the address below:

Health Resources and Services Administration
Countermeasures Injury Compensation Program
5600 Fishers Lanc, Room 11C-06
Rockville, MD 20857

If you have questions contact the CICP at:
1-855-266-2427 (855-266-CICP); or
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COUNTERMEASURES INJURY COMPENSATION PROGRAM

REQUEST FOR BENEFITS FORM

“The Countermeasures Injury Compensation Program (CICP) provides cerain medical and lost employment income
benefitsforindividuals who were administered o usedacovered countermeasure (such as 2009 HIN] vaccine,
Tamiflu®, Rlonzafb, and peramivir, mechanical ventilator, N-9SFilter Mask, anthrax vaceine, smallpox vaccine, oc)
and suffered a scrious physical injury as a esul. Individuals have one year rom the date they Were administered or used
the covered countemmeasure to submit Request for Benefits For (Request Form) inordertobeconsideredforbencfis
Although the CICP needsall the medical documentation that supports the injury in order to process the request,
requesters may submit only this Form in order to meet the fing deadline. The CICP may also provide death benefits
{to certain survivors. The estate ofadeceased individual may also Qualify for certain medical and lot employment income
benefits.

Read the instructions before completing this Request for Benefits Form.

SECTION A. INJURED COUNTERMEASURE RECIPIENT
Fill in information aboutth person wh was administered or sed a covered countermeasure and may have had a scious
injury from the countermeasure

CEE CIEE

(b) (6); 552a(b)|
Date of Birt)

JU (b) (6); 552a(b)
b) (6); 552a(b)

Country ifother than the United Stats of America):

(b) (6); 552a(b)
“Telephone Number(s)

Nh) (6): 552a(b)
typeofcomtermease (2009 HIN vaccine) {COR AAD RIA GI]

(b) (6); 552a(b)|
Date(s)ofthe countermeasure administrationor use that may have caused the injury

(6) (6); 552a(b)]
(Geographic location in which the countermeasure was administered or sed (0, city, Sat)

Continned on nes peg:

Lupa ah 10,2020



(b) (6); 552a(b)
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SECTION B. SURVIVOR OF DECEASED INJURED COUNTERMEASURE RECIPIENTWHOMAY
HAVE DIED AS A RESULT OF THE COVERED COUNTERMEASURE

|All informationin SectionBrefersanl tothesurvivors)ofthe individual identified in Section A,who is/arerequesting
death benefits.

First Name: Middle Initial: Last Name: I

DateofBirth:

Address

City: sae ZporPosal Code:

(Country(ifotherthantheUnited StatesofAmerica):

Telephone Number(s): eeeee

Emailaddress

[Thedate the injured countermeasure recipient identified in Section A died: So

In order to be considered for Program benefits, a survivor must be in oneofthe categories described below. Check the
box that describestheperson identified in Section B in relationtothe individual identified in Section A.

0 Spouse
ID Eligible child (described in the instructions)
EJ Dependentyounger than the age of 13 (described in the instructions)
0] Beneficiary named in most recently executed life insurance policy (and there are no survivors in the categories
described above)
0 Parent (and there are no survivors in th categories described above)
0 Legal guardian ofa deceased minor (and there are no survivors in the categories listed above)
0] Adult child (and there arc no survivors in the categories described above)

(Check the first box belowifthe requester is a sole survivor or the second boxifthere arc other survivors doscribed above.

Do the bestofmy knowledge, there are no other survivors who may be eligible for a CICP death benefit payment;
or
DThere are other survivors who may be eligible for a CICP death benefits paymeat. Lam providing ther names and
ther relationship to the porson we survived. I his box is checked, lst survivors. Use additional sheet(s),if necessary.
(Eligible survivor catcgorics arc listed above.)

Name Relationship:

Name: Relationship:

Name: Relationship:

Name: Relationship:

Goto Section C (Blue)ifyouare alsotheexecutorortheadministratorofthe estate.

Go to Section D (Orange)ifthereis a lezalorpersonal representative; otherwise,g0 to SectionE(0 sign this Request
Form.

Lat Updo: March 10, 2020



— a

First Name: Middle Initial: ___ LastName:

Address: — eee
City: State: Zip or Postal Code:

‘Country(ifotherthan the United StatesofAmerica) SE

Telephone Number(s): —ee
Email address:

A
om.

LtUp Mh 16,202)
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SECTION D. LEGALOR PERSONAL REPRESENTATIVE (including parent or guardian)
Ifyouarethelegalorpersonalrepresentativeof aminororadultwhodoesnothave legalcapacitytoreceivepayments,
completeSection D.Otherwise, personrequestingbenefitsdoesnotneedtohave alegal orpersonal representative, but
maychoose{0doso. All communicationswillgenerallybeconductedwith therepresentative, ifon isidentified. The
CICPreservestherighttocommunicatewiththerequesterifnecessary.
‘The CICPwillnotpayor reimburseanyfeesorcostsincurredbyusing a representative.
InformationinSectionD refers to the lex i

FirstName: Middielnitih ___LastName:= |
ley: swe ZiporPosalCode .

‘Country(ifotherthanthe UnitedStatesofAmerica) coi——
Telephone Number(s): cn =

Emailaddress: I EE

RelationshiptothepersonapplyingforProgram benefits (c.g. parcat,lawyer):

Isthepersonyouarerepresenting a minororanadult whodocs not havethelegal capacity 10recsivepayments?
oes
BNo

Go toSectionEtosignthisRequest Form.

Last Updo:March16, 2020



SECTION E. SIGNATURE

To be signed by the requester who is: (a) the injured countermeasure recipient identified in Section A; or
(b) the survivor identified in Section B; or (c) the executor or administrator of the estate identified in

3) (Check one)

(b) (6); 552a(b)
Name prin cca{SYNCSGC)

(0) (6); 552a(b) |



(b) (6); 552a(b am
N |
3s I’
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EE"
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COUNTERMEASURES INJURY COMPENSATION PROGRAM

REQUEST FOR BENEFITS FORM

“The Countermeasures Injury Compensation Program (CICP) provides certain medical and lost employment incomelrmeohtlEsnyEEWN ResInde bois

Reteonr toe compton ie Repsfo BlFo,

SECTION A. INJURED COUNTERMEASURE RECIPIENTtiarartswisty coma

[| [— iteiBOR ct Ne
(b) (6); 552a(b)|

ot
(b) (6); 552a(b)

ing

EOSARA
[(b) (6); 552a(b)|

A
(b) (6); 552a(b)pot te

(b) (6); 552a(b)
‘Type of countermeasure (e.g., 2009 HINI vaccine)]

ERTSRT



(b) (6); 552a(b)

(b) (6); 552a(b)
Who administered it? (e.&., doctor, hospital, clinic, local health department]

iat cr ga
(b) (6); 552a(b)

wm



fom:cra ow conrthumar cats ust

[SECTION B. SURVIVOR OF DECEASED INJURED COUNTERMEASURE RECIPIENT WHOMAY
HAVE DIED AS A RESULT OF THE COVERED COUNTERMEASURE

|All informationinSection Brefersonlytothesurvivors)oftheindividualidentifiedinSectionA, whois/are requesting,
death benefits.

Firs Name: _ Middlelitisl ___ LesName

Date ofBirth:

(Address: . ~ EE
city: State: Zip or Postal Code: oo |

Country (ifotherthantheUnited StatesofAmerica): ~ —

Telephone Number(s): ———— SS—

Email address:

Thedatethe injured countermeasure recipient identified in SectionAdied: _ |

Inorder tobeconsideredfor Programbenefits, asurvivormustbeinoneofthecategories describedbelow. Cheek the
[bos that describes the person identified in Section Bin relation o he individual identified in Section A.

0 Spouse:
0 Eligible child (described in the instructions)
0Dependentyoungerthantheageof 18(describedintheinstructions)

[1]Beneficiarynamedinmostrecentlyexecutedlifeinsurancepolicy (andtherearenosurvivorsinthecategories
described above)
01Parent (andtherearenosurvivorsinthecategories described above)
[0]Legal guardianof adeceasedminor (andthereare nosurvivorsinthe categorieslistedabove)
0 Adult child (and there are no survivors in the categoriesdescribedabove)

Checkthefirstboxbelowiftherequesteris asolesurvivororthesecondboxifthereareothersurvivorsdescribedabove.

OTo the bestofmy knowledge, there are no other survivors who may be eligible for a CICP death benefit payment;
or
DIThere are other survivors whomaybe eligible for a CICP death benefits payment. | am providing their names and
their relationship to the person we survived. Ifthis box is checked, list survivors. Use additional sheet(s),if necessary.
(Fligible survivor categories ar listed sbove.)

Name: I Relationship: -
Name: Relationship: —
Name: Relationship:

Name: Relationship: -
GotoSection C (Blue) if youarealsotheexceutororthe administratoroftheesate.
Goto Section D (Orange)ifthereis alegalorpersonal representative; otherwise,go to SectionEtosignthis Request |
Form.
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FirstName: Middle Initial:___ LastName:

Address

City: _ Sute: ZiporPostalCode:

Country(ifother than the United StatesofAmerica):

“Telephone Number(s):

Email address:

GotoSection D (Orange) fheres galorporal eprsatn;otherwise, 0 Section E 1 i is Request
‘om.
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SECTION D. LEGALOR PERSONAL REPRESENTATIVE (including parent or guardian) | ]
1youarethe legalorpersonal eprescniaiveof minoro adullwhodogshotlave galcapacityto receivepayments! |
CompleteSection . Otherwise,apersonreucstingbereits docs not eed to have alegalorpersonal representative, but |
naychoosetodo so. Allcommunicationswillgenerallybeconductedwiththe representative,ifone is identified. The
CICPreserves he ight to Gommapicatewith the requester if hécesary:” ~~ Se
‘The CICPwillnotpayorreimburseanyfees or costsincurredby using a representative. **-
[All Informationis SectionD festthe ez of prsonal represnative v

reer WC— |
I (b) (6); 552a(b)
"BICEZEE

a so I zi orustcos I
Country Gf otherthantheUnited StatsofAmerica):

(b) (6); 552a(b)]
Telephone Nupber a

naarRTA]
lars othe eonspying os rogrambenscpr, vseRR

Peel ou sccesentingaminororanadultwhodocsnot have he legal capacity to receivepaymenis?
(b) (6); 552a(b)

Go to SectionE to sign ths Request Form.



Kinds ee ———— otoyam
SECTION E. SIGNATURE
To be signed by the requester who is: (a) the injured countermeasure recipient identified in Scction A; or
(b) the survivor identified in Section Bsor (¢) the executororadministrator of the estate identified in
Section C.If the requester does not have the legal capacity to receive a Progeam payment, then the
personal or legal representative identified in Section I) must sign on his or her behalf.
By signing his Form:
1) hereby certify that th information provided n this Request Form i fre and accurate o the best ofmy knowledge.
Further, understand that false statements or claims made in connection with this Reauest Form, including subsequent
information and documentation submitted in conection with this Request Form, may result in fine, imprisonment andlor
any other remedy, including civil medics, availableby law to the United Sats.
2) will provide updated information (including, but not limited to medical records, employment income records, and
change of address) unl the Program has made fs final decision.

5) Cipaen

(b) (6); 552a(b)
b) (6); 552a(b)Name (ris clear) NOR

(b) (6); 552a(b) oto
Ste owe|
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COUNTERMEASURES INJURY COMPENSATION PROGRAM
REQUEST FOR BENEFITS FORM

‘The Countermeasures Injury Compensation Program (CICP) provides certain medical and lost employment income
benefits for individuals who were administeredorused acovered countermeasure(suchas 2009 HIN vaccine,

| Tamiftu®, Relenza®, and peramivir, mechanical ventilator, N-95 Filter Mask, anthrax vaccine, smallpox vaccine, etc.)
and suffered a serious physical injury as a result. Individuals have one year from the date they Were administered or used
the covered countermeasure to submit a Request for Benefits Form (Request Form) in order to be considered for benefits.
Although the CICP needs al the medical documentation that supports the injury in order 10 process the request,
requesters may submit only this Form in order to meet the filing deadline. The CICPmayalso provide death benefits
10 certain survivors. The esate of deceased individual may also qualify for certain medical and lost employment income
benefits.

‘Readtheinstructionsbefore completingthis Reauestfor Benefits Form,

SECTION A. INJURED COUNTERMEASURE RECIPIENT
[ili information aboutthpercnwhowsadninsoredoruss covered counlemmeasuts and may ave had aserious
injury from the countermeasure.

_— scoeo SE
(0) (6); 552a(b)]

Date of Birth:
(b) (6); 552a(b)|

Address

oc
Country Gf other than the United Statesof America): —

Telephone Number(s): HESSEN
(b) (6); 552a(b)

Email address:
(b) (6); 552a(b)|

Typeof countermeasure (e.&., 2009 HINT vaccine): =

(0) (6): 55220)
Geographic location in which the countermeasure was administered or used (&.., city, State):

Coninued oa next page |



em Corasenoue, 3/203
‘Describe the purpose for receiving the countermeasure (8, “There was an outbreak in my community”):
There was an outbreak in the U.S.

Whoisc,d,ois,ot etderBO
5) (6) 552a(b

Dateofonsetofthe injury _ = AR

Describe the injury that may have resulted from the countemeasure:

(b) (6); 552a(b)

16 you ae the injured countermeasure recipient, go to Section E and sign this Request Form.

16you ar a survivor ofa deceased injured countermeasure recipient who may have died as aresult ofthe
countermeasure, #0 © Section B (Yellow)

1you ae the executor or administratorof the estate ofa deceased injured countermeasure recipient, regardless of
the cause ofdeath, goto Section C (Blue).

Ifyou are the legal or personal representative (including parent or guardian) ofa person applying for Program
benefit, go to Section D (Orange).

Ln Undo: March 10,200



First Name: ‘Middle Initial: _____ Last Name:or |
Telephone Number(s): SSSm——

Emailaddress: 000000000

go to SectionD(Orange)ifthereis alegal orpersonalrepresentative; otherwise,goto Section Etosign this Request
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SECTION B. SURVIVOR OF DECEASED INJURED COUNTERVIEASURE RECIPIENT WHO MAY
HAVE DIED AS A RESULT OF THE COVERED COUNTERMEASURE
|All information in Section B refers nly o thesurvivor(s)ofth individual identified in Section A, who ire requesting
death benefits.

First Name: Middle Initial: Last Name:

DateofBirth:
Address: . |

ciy: State: Zip or Postal Code: |

Countyfather thantheUnited SitesofAmerica: |
[Telephone Number(s): EE |

[Email address: cette |
‘The date the injured countermeasure recipient identified in Section A died:

In order to be considered for Program benefit, a survivor must be in one ofthe categories described below. Cheek the
box tha describestheperson deified in Section B in relation othe individual identified in Section A.

0 Spouse
0 Eligible child described in the instructions)
0 Dependent younger than the age of 18 (describedi the instructions)
0) Beneficiary named in most recently executed if insurance policy (and there are no survivors inthe categories
described above)
OI Parent (snd there are no survivors in the categories described above)
0 Legal guardian ofa deceased minor (and there are no survivars in the categories listed above)
13 Adult child (and there are no survivors in th categories described above)

(Check the first bo below ifte requester is sole survivor or the second box ifthere are other survivors described above.

DITo the bestofmy knowledge, there are no other survivors who may be eligible for a CICP death benefit payment;
or
ElThere ar other survivors who may beeligiblefor a CICP death benefits payment. | am providing their names and
their relationship tothe person we survived. Ifthis bor is checked, lst survivors. Use additional sheets), if necessary.
(Bligible survivor categories re listed above.)
Name: Relationship:
Name: Relationship:
Name: Relationship: ~
Name: Relationship: oo

Go to Section C (Blue)ifyou are also the executoro the administratorof the state.

iGo to Section D (Orange) ifthere is a egalorpersonalrepresentative; otherwise, go to Section to sign this Request
Form. -

Lt pct Met 10,2020
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[SECTION D. LEGAL OR PERSONAL REPRESENTATIVE (including parcat or guardian) $5
|you are the egalorpersonalrepresentativeofaminororadultwhodoesnothavelegalcapacity toreceive payments, |
complete Section D. Otherwise, personrequestingbencfits docsnotneedtohave a legal or personal representative, but

| may choose to do so. Al communications will generally be conducted with the representative,ifone is identified. The
|CICPreserves th righttocommunicatewihthe requesterifnecessary.
| The CICP will not pay or reimburse any fees or costs incurred by using a representative.
All InformationinSectionDrefers tothe lez]orpersonal ve. aE

Qlegezy
— ssa J oe
wo [ORQRPEON

| Country ther than the tiedSata America):(0) (6). 552a(D)|
|Teteptione Number(s):

ait adcs: AD) ~

1 the person you are representing a minor or an adult who does not have the legal capacity to receive payments? {
i |

Go to Section E to sign this Request Form. _.

La Ul: Mach 10,2020
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SECTION E. SIGNATURE
“To be signed by the requester who is: (x) the injured countermeasure recipient identified in Section A; or
(b) the survivor identified in Section B;or (c) the executor or administrator of the estate identified in
Section C.IFthe requester does not have the legal capacity to reccive a Program payment, then the
personal or legal representative identified in Section D must sign on his or her behalf.
By signing this Form:
1) 1 hereby certify tht the information provided in his Request Form is true and accurate to the best of my knowledge
Further, understand tht alse statements or claims made in connection with this Request Form, including subsequent

| information and documentation submitted in connection with this Request Form, may result in fines, imprisonment and/or
any other remedy, including civil remedies, available by aw {0 he United States
2) will provide updated information (including, but not limited to medical records, employment income records, and
changeof address) until the Program has made its ina decision.

pr

(b) (6); 552a(b)
(b) (6); 552a(b)

Name (Print cleg _

(b) (6); 552a(0)Signature: 4 bce:

Lon pitt: Mech 10,2020
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