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B O I E S, S CH ILL E R & FLEX N E R LL P 

40 EAST LAS OL AS BOULEVARD • SUITE 1200 • F"ORT LAUDERDALE FL 33301 2211 • PH . 954 356 0011 • FAX 954 356.0022 

Sigrid S. McCawley, Esq. 
Email: smccawlev@bsfllp.com 

March 8, 20 16 

Re: Virginia Giuffre 

Dear Dr. Olsen: 

This Firm represents the above-named individual. Please provide us with all medical 
records, including, but limited to, progress notes, reports of tests and test results, billing 
information, and patient fi les pe1taining to our client. Please make sure to include records detailing 
our client's current medication/prescriptions. 

Please advise me if there are any fees for copying her records. In addition, it is necessary 
that we receive records and reports as soon as possible. 

Enclosed is an authorization form executed by our client authorizing you to release this 
information to this Firm. Please forward all documents to my attention at Boies, Schiller & Flexner 
LLP, 401 East Las Olas Boulevard, Suite 1200, Fort Lauderdale, FL 3330 l. 

We appreciate your cooperation in this matter. If you have any questions, please contact me 
at 954-356-0011. 

SSM/ep 
Enclosure 

Sincerely, 

WWW.BSFL LP COM 
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Authorization to Disclose Protected Health Information 

Name: Virginia Roberts, Virginia Giuffre 

Address: 

Date of Birth: =-.____ _________ _ _____ _ ____ _ 

Soc.Sec.# 

I hereby authorize the use and/or disclosure of my protected health information as 
described in this authorization. 

1. Specific person/organization ( or class of persons) authorized to provide the 
information: 

2. Specific person/organization ( or class of persons) authorized to receive and 
use the information: 

Sigrid S. Mccawley, Esq. 
Boies, Schiller & Flexner LLP 
401 E. Las Olas Blvd., Suite 1200, Ft. Lauderdale, FL 33301 

3. Specific description of the information: Complete medical record from 
inception of treatment to present, including, but not limited to, all of my office medical 
records, hospital medical records, patient information sheets, questionnaires, x-rays, other 
diagnostic studies and laboratory tests, emergency room records, out-patient records, 
consultation records, therapy records, and all other in-patient or out-patient hospital 
notes, charts, documents, all personal notes and all billing records. 

4. Specific purpose for the use and/or disclosure of the protected health 
information: At my request in connection with litigation pending in the County District 
Court. 

5. I understand this authorization will expire, without my express revocation, 
one year from the date of signing, or if I am a minor, on the date I become an adult 
accord ing to state law. I understand that I may revoke this authorization in writing at any 
time except to the extent that action has been taken based on this authorization. I 
understand that revocation will not apply to information that has already been released as 
specified by this authorization or to my insurance company when the law provides my 
insurer with the right to contest a claim under my policy or the policy itself. 

6. I understand that the medical information released by this authorization 
may include information concerning treatment of physical and mental illness, 
alcohol/drug abuse and past medical history. 
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7. I understanJ that after this inform.uioo i!> di$Clos.c~ fedeml law rnight not 
protect it and the recipient might <l1$Closc it 

8. I UJ1.de1·~1an<l 1hat I am emtt!ed to receive ~1 copy of this au.1f-lori1~taon. 

9 I understand that! may refuse to sign this authonz.ation and that my refusal 
lo !i-agn will not affe~t my ctbihty to obtai11 tr~11nc1:nt from the above-r1ainoo mtsdic:al 
provi<l(,..·r. 

10. Ph<:itocopi~ ol' this ~n,thoriz.atron o.re to 1::-c given the same efll-c1 as the 
original . [ 

\ /'"\ 
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1. Use the 'Print' button on this page to print your label to your laser or inkjet printer. 
2. Fold the printed page along the horizontal line. 
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3. Place label in shipping pouch and affix it to your shipment so that the barcode portion of the label can be read and scanned. 

Warning: Use only the printed original label for shipping. Using a photocopy of this label for shipping purposes is fraudulent and could 
result in additional billing charges, along with the cancellation of your FedEx account number. 
Use of this system constitutes your agreement to the service conditions in the current FedEx Service Guide, available on 
fedex.com.FedEx will not be responsible for any claim in excess of $100 per package, whether the result of loss. damage, delay, non­
delivery,misdelivery,or misinformation , unless you declare a higher value, pay an additional charge, document your actual loss and file a 
timely claim.Limitations found in the current FedEx Service Guide apply. Your right to recover from FedEx fo r any loss, including intrinsic 
value of the package, loss of sales, income interest, profit, attorney's fees, costs, and other forms of damage whether direct, 
incidental.consequentia l, or special is limited to the greater of $100 or the authorized declared value. Recovery cannot exceed actual 
documented loss.Maximum for items of extraordinary value is $1 ,000, e.g. jewelry, precious metals, negotiable instruments and other 
items listed in our ServiceGuide. Written claims must be filed within strict time limits, see current FedEx Service Guide. 

https://www.fedex.com/shipping/html/en//PrintJFrame.html 3/8/2016 
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B O I E S. S CH I LL E R & F LE X N ER LL P 

401 EAST LAS OLAS BOULEVARD SUITE 1200• FORT LAUDERDALE, FL 33301-2211• PH. 954.356.0011 • FAX 954.356.0022 

Sigrid S. McCawley, Esq. 
Email: smccawley@bsfllp.com 

March 28, 2016 

Re: Virginia Roberts Giuffre 

Dear Dr. Devanesan: 

This Finn represents the above-named individual. l' lease provide us with all medical 
records, including, hut limited to, progress notes, reports of tests and test results, billing 
information, and patient files pertaining to Virginia Roberts. Please make sure to include records 
detailing our client's current medication/prescriptions. 

Please advise me if there are any fees for copying her records. In addition, it is necessary 
that we receive records and reports as soon as possible. 

Enclosed is an authorization form executed by our client authorizing you to release this 
information to this Firm. Please forward all documents to my attention at Boies, Schiller & Flexner 
LLP, 401 East Las Olas Boulevard, Suite 1200, Fort Lauderdale, FL 33301. 

We appreciate your cooperation in this matter. If you have any questions, please contact me 
at 954-356-0011. 

SSM/ep 
Enclosure 

Sincerely, 

~ 

WWW.BSFLLP.COM 
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Authorization to Disclose Protected Health Information 

Name: Virginia Roberts, Virginia Giuffre 

Addrc~· 

DateofRirth: -­
Soc Sec.# 

I hereby authl)rizc th~ us0 and/or disclosure of my prntected health infonnation as 
described in this authoriza1ion. 

( Specific person/organi1.ation (or class of persons) authori1ed to provide the 
information: 

2. Specific person/organization (or class of p1..'rsons) authorized to recciYe and 
use the information: 

Signd S. McCawiey, Esq. 
BoJes. Schiller & Fle><Mr LLP 
401 E. Las Olas Blvd., Suite 1200. Ft Lauderdale. FL 33301 

3.. Specific description of the information: Complcte mi!uical record from 
inception of treatment to present, includiug, but not hm1teJ to. all of my office mcd1ca 1 
re~ords, ho-,pital mi!clical r~cotJs, patient infonnatiou sheets, questionnaires, x~rays, other 
diagnostic studies and laboratory tcsls, ~mcrgC'ncy room :records, out-patient records, 
consultation records, therapy n:cords, and all other in-pJtient or out-pa1icnl hospital 
notes, charts, documents, all personal n0t~s and all billing records. 

4. Spucific purpMc for the use and/or disclosure of thl! proLectl!d health 
information: At my request in connection ,,ith litigation pending in the Ci,unty District 
Court. 

5. I understand this authorization ·will expir~. without my C\.pn.:ss revocation, 
one year from the d.it-: of signing, or if 1 am a minor, on the dat\! I bl.!cOml! an adult 
according to state law. I undersland that T ma:- rc•:ok~ this authoriza1ion in writing at any 
um-: except to the extent that action has hecn tak~n has;:d on this authorization; l 
um.ktst,m<l that rcvocati<,n w.iU not apply tu informalmn that ha~ already been released as 
spe,.;1ikd by this authuri:,,.ation ot tu my insurun..;e company V·,ben the Jaw provid~s my 
i~urcr with the right to contest a claim under m) policy or the polic) itself. 

6. I unJ.erstand that the medical infonnation relcas\!d by this authorization 
may indudc information c0:1ccrning treatment of physical and mental illnl!ss, 
alcohoJ/drng abuse and past medical history. 
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7. I ur~c.1~~t1:and t:1. .. ~! :tf!,:rth;s infi:-1n:1::.t~(:L i~~ d1~~~•1, .. ~~:,~t t~i-:-~.:I :::'•·· rn;:.;flt r.:ot 
;~n-r:.:,:I I~ il!td fJ.:- .:.;;-..::r i;;'lll 1:)i='.!il ._\:s·c\•l):{~ ;t. 

9, i u:trier:.r.:t1.~ •,; .. •1 1 ;r:,a~ "~:-:.:sc ::.1 S:f!a ti·;ic. ::-:.Jfho;-;n.r~e::1 ai:d tbt :r·~· rL·~~~l 
f-: ; • .. \.:"l~ \\iH ,~~t .:t:."'fc.-i.:l "~~\ t1lni:!"~· :~i .,}\t::,n tr~~~t11·r·n' fr:,·!:· :Jic..' ~,!,-.,\~ n;')1t1.•,~ :n,;d:.:~] 
f}:"C'Ahit~. 
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B O I E S . S C H I L L E R & F L E X N E R L L p 

401 EAST LAS OLAS BOULEVARD• SUITE 1200 FORT LAUDERDALE. F'L 33301-2211 PH. 954.356.0011 • FAX 954.356.0022 

Sigrid S. Mccawley, Esq. 
Email: smccawley@bstllp.com 

April 5, 2016 

Re: Virginia Giuffre/Virginia Roberts 

Dear Dr. Donohue: 

This Firm represents the above-named individual. Please provide us with all medical 
records, including, but limited to, progress notes, reports of tests and test results, billing 
information, and patient files pertaining to our client. Please make sure to include records detailing 
our client's current medication/prescriptions. 

Please advise me if there are any fees for copying her records. In addition, it is necessary 
that we receive records and reports as soon as possible. 

Enclosed is an authorization form executed. by our client authorizing you to release this 
information to this Finn. Please forward all documents to me in the enclosed Fed.Ex return 
envelope provided for your convenience. 

We appreciate your cooperation in this matter. If you have any questions, please contact me 
at 954-356-0011. 

SSM/dk 
Enclosures 

Sincerely, 

WWW.BSF'LLP.COM 
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Authorization to Disclose Protected Health Information 

Name: Virginia Roberts, Vi~inia Giuffre 

----- --------------
Address: 

Date of Birth: - -------------------­
Soc. Sec.# 

I hereby authorize the use and/or disclosure of my protected health information as 

described in this authori7.ation. 

1. Specific person/organization (or class of persons) authorized to provide the 

information: 

2. Specific person/organization (or class of persons) authorized to receive and 

use the infom1ation: 

Sfgrid S. McCawley, Esq. 
Boies, Schiller & Flexner LLP 

401 E. Les Olas Blvd .. Suite 1200, Ft. Lauderaale, FL 33301 

3. Specific description of the information: Complete medical record from 

inception of treatment to present, including, hut not limited to, all of my office medical 

records, hospital medical records, patient information sheets, questionnaires, x-rays, other 

diagnostic studies and laboratory te!)fs, emergency room records, out-patient records. 

consultation records, therapy records. anJ all other in-pati~nt or out-patient hospital 

notes, charts, documents, all personal notes and all billing records. 

4. Specific purpose for the use andlor disclosure of the protected health 

infonnation: At my request in connection with litigation pending in the County District 

Court. 

5. l understand this authorization wil1 expitc. without my express revocation, 

one year from the date of signing, or if I am a minor, on the date I become an adult 

according to state law. I understand that I may revoke this authorization in writing at any 

time except to the extent that action has been taken based on this auth01ization. I 

understand that revocation will not apply to information that has already been released as 

specified by this authorization or to my insurance company when the law provides my 

insurer with the right to contest a claim under my policy or the policy itself. 

6. I understand that the medical information releascJ by this authorization 

may include information concerning treatment of physical and mental Hlncss, 

alcohol/drug abuse and past me<lical history. 
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7. I unders1.-:nJ th~~t a..~<:!' t1us t:tfon:~r.i,~r: i~ disd()S('d, feder.~f jcl\'¥ mi?,1-\t r.ot 
p:c,ri!cl 1! ,uid foe :~cip<mL mi~i,t J1~.;'.osc jt. 

9. i un~erst.l.."t(~ d .. at. I ~:M~ r,::i.;sc ~::i s~g:i ti1i:ci .:::thc,nz.:.t~on ar:d t} 1a1 n~y rd1.1~~1 
,~ ... ~~ wiH llClt .,rr~ .... , ,~)~· nlt1lny t,) \'ht.1:n tr,•:i.M:(·nr h•".'1~ d~I! (J~~,,,~-r1;!;l\1;J t11u.f1ca) 
provit!cr. 

Jv ':. (l _•,..~v--­
Uat(.> 

.--i,., j I 
,,;...l/ o 
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B O I E S . S C H I L L E R & F L E X N E R L L P 

401 EAST LAS OLAS BOULEVARD• SUITE 1200• FORT LAUDERDALE. FL 33301-221 • PH. 954.356.0011 • FAX 954.356.0022 

Sigrid S. McCawley, Esq. 
Email: smccawley(@.bstllp.com 

April 5, 2016 

., -. " 

Re: Virginia Giuffre/Virginia Roberts 

Dear Dr. Harris: 

This Firm represents the above-named individual. Please provide us with all medical 
records, including, but limited to, progress notes, reports of tests and test results, billing 
information, and patient files pertruning to our client. Please make sure to include records detailing 
our client's current medication/prescriptions. 

Please advise me if there are any fees for copying her records. In addition, it is necessary 
that we receive records and reports as soon as possible. 

Enclosed is an authorization form executed by our client authorizing you to release this 
information to this Firm. Please forward all documents to me in the enclosed FedEx return 
envelope provided for your convenience. 

We appreciate your cooperation in this matter. If you have any questions, please contact me 
at 954-356-0011. 

SSM/dk 
Enclosures 

Sincerely, 

WWW.BSFLLP.COM 
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Authorization to Disclose Protected Health Information 

-------------

J hereby authorize the use and/or disclosure of my protected health infonnation as 
described in this authorization. 

1. Specific person/organization (or class of persons) authorized to provide the 
information: 

2. Specific person/organization (or class ofpersons) authorized to receive and 
us~ the information: 

Sigrid S. McCawley, Esq. 
Boies, Schiller & Flaxner LLP 
401 E. Las Clas Blvd., Suite 1200, Ft Lauderdale. FL 33301 

3. Specific description of the information: Complete medical record from 
inception of treatment to present, including, but not limited to, all (!fmy office medical 
records, hospital medical records, patient information sheets, questionnaires, x-rays, other 
diagnostic studies and laboratory tests, emergency room records, out-patient records, 
consultation records, therapy records. and all other in-patknt or our-patient hospital 
notes, charts, documents, all personal notec; and all billing records. 

4. Sped fie purpose for thl! use and/or disclosure of the protected health 
information: At my request in connection with litigation pending in the County District 
Court. 

5. l understand this authorization wilJ expire, v.ithout my express revocation, 
one year from the date of signing, or if I am a mirtor, on the date I become. an adult 
according to state Jaw. I understand that I may revoke this authorization in writing at any 
time except to the extent that action ha~ been taken based on this authorization. I 
understand that revocation will not apply to information that has alread} been rcleasud as 
specified by this authorization or to my in~urance company when the law provides my 
insurer with tht! right to contest a claim under my policy or the policy itseJf. 

6. I understand that the medical information relea~d by this authorization 
may include information concerning treatment of physical and mental illnt:ss, 
alcohol/drug abuse and past medical history. 
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7, I unde:-.t.1r~d th~t a!tcr ths infrm:1a:ic-r: i~ dil)1.'!os~-d. fed,;t~I ~{:w rntIJht rot 
pri,t:·cl it t-tnd tnc re~:p:enr. n1i:::.hL 1,;;.s.:..)lt,sc ;t 

9. 1 umierswid d.,H ! :r,ay r..:ji!>c to s:gn tr1i'- t:J1honzztion ai:d 1b.1 :r.y rr..':t•::-.~l 
Ivy.~~ will not .1:Tc.:1 m)· ,tl~ihty t\> nbt:1;1) tr,.~:i.l:l!4't1~ J~ w,~ ~h ... ilb'h1!·11.:n!1;.,! ,n,.:d1~~tl 
provi<l(..'1'. 
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BO IE S . S CH 1 L L E R & FL E X N ER L LP 

401 EAST LAS OLAS BOULEVARD SUITE 1200 • FORT LAUDERDALE. FL 33301-2211 PY. 954.356.0011 • FAX 954.356.0022 

Sigrid S. McCawley, Esq. 
Email: smccawley@bsfllp.com 

April 5, 2016 

Dr. Sellathurai 

Re: Virginia Giuffre/Virginia Roberts 

Dear Dr. Sellathurai: 

This Firm represents the above-named individual. Please provide us with all medical 
records, including, but limited to, progress notes, reports of tests and test results, billing 
information, and patient files pertaining to our client. Please make sure to include records detailing 
our client's current medication/prescriptions. 

Please advise me if there are any fees for copying her records. In addition, it is necessary 
that we receive records and reports as soon as possible. 

Enclosed is an authoriz.ation form executed by our client authorizing you to release this 
infonnation to this Firm. Please forward all documents to me in the enclosed FedEx return 
envelope provided for your convenience. 

We appreciate your cooperation in this matter. If you have any questions, please contact me 
at 954-356-0011. 

SSM/dk 
Enclosures 

Sincerely, 

WWW.BSFLLP.COM 
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Authorization to Disclose Protected Health Information 

Name: Virginia Rober1s, Virginia Giuffre 

Address: 

Date of Birth: - -~~~~~~~-- _-:_-_-_______ -_-_-_-_-_-_-_------~=~--_ 
Soc.Sec.# 

l hereby authorize the use and/or disclosure of my protected health information as 

described in this authori✓.ation. 

l. Specific person/organization (or class of persons) authorized to provide the 

information: 

2. Specific person/organizatioo ( or class of persons) authorized to receive and 

use the information: 

Sigrid S. McCawley, Esq. 
Boi~. Schiller 11, Flexner LLP 
401 E. Las Oleis Blvd., Suite ~200, Ft. Lauderdale, FL 33301 

3. Specific description of the infonnation: Complete medical record from 

inception of treatment to present, including, hut not limited to, all of my office medical 

records, hospital medical records, patient information sheets, questionnaires, x-rays, other 

diagnostic studies and laboratory tests, emergency room records, out-patient records, 

consultation records, therapy records, and au other in~path:nt or out-patient hospital 

notes, charts, documents, all personal notes and all bill.ing records. 

4. Specific purpose for the use and/or disclosure of the protected health 

information: At my request in connection with litigation pending in the County District 

Court. 

5. I understand this authorization will expire. without my express revocation, 

one year from the date of signing, or if I am a minor, on the date I become an adult 

according to state law. I under,tand that I may revoke this authorization in writing at any 

time except to the extent that action has bc~n takl.!n hased on this authorization. I 

understand that revocation will not apply to infonnation that has already been rdeased as 

specified by this authorization or to my insurance company when the law provides my 

insur~r with the right to contest a. claim under my policy or the policy itself. 

6. I understand that the medical information released by this authorization 

may include information concerning treatment of physical and mental ilJness, 

alcohol/drug abuse and past medical history. 
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9. I tm..:!c-rst!l.;lC d~.~, ! ::r.h~ r.:-~e ;c s:g:1 t,ri!-. :t;ithonuticn and 11111 n.y rl"fo~~ 
lo st~ ""iJt not :ifft~I tn)' ,1l,1ltty to ol:'•r.'.i:O tf;\;l1:,•l'n• rn .. 1~1~ ;Jw .ih1-.. ~·-1nm1:J n,.;J1c,d 
proviJ{,.T. 

10. 

" fv' I (:l /,::,..:;.-,.., 

U.:11c 
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BO I ES. S CH ILLER & FL E X N ER LL P 

401 EAST LAS OLAS BOULEVARD• SUITE 1200 • FORT LAUDERDALE. FL 33301-2211 • PH. 954.356.001 • FAX 954.356.0022 

Sigrid S. McCawley, Esq. 
Email: smccawley@bsfllp .com 

April 5, 2016 

Dr. Wah Wah 

Re: Virginia Giuffre/Virginia Roberts 

Dear Dr. Wah Wah: 

Tlus Firm represents the above-named individual. Please provide us with all medical 
records, including, but limited to, progress notes, reports of tests and test results, billing 
information, and patient files pertaining to our client. Please make sure to include records detailing 
our client's current medication/prescriptions. 

Please advise me ifthere are any fees for copying her records. In addition, it is necessary 
that we receive records and reports as soon as possible. 

Enclosed is an authorization form executed by our client authorizing you to release this 
information to this Firm. Please forward all documents to me in the enclosed FedEx return 
envelope provided for your convenience. 

We appreciate your cooperation in this matter. If you have any questions, please contact me 
at 954-356-0011. 

SSM/dk 
Enclosures 

Sincerely, 

WWW.8SFLLP.COM 
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Authorization to Disclose Protected Health Information 

Name. Virginia Roberts, Virginia Giuffre 

Address: 

DateofBirth: _ ,_ __________________ _ 

Soc.Sec.# 

I hereby authorize the use and/or disclosure of my protected health information as 

described in this authorization. 

1. 8pecific person/organization (or class of persons) authorized to provide th<.! 

infonnation: 

2. Specific person/organization ( or class of persons) authorized to receive and 

use the infom1ation: 

Sigrid S. Mccawley, Esq. 
Boies, Schiller & Flexner LLP 

401 E. Las Oles Blvd., Suite 1200, Ft. Lauderdale FL 33301 

3. Specific description of the information: Complete medical record from 

inception of treatment to present, including, but not limited to, all of my office medical 

records, hospital medical records. patient information sheets, questionnaires, x-rays, other 

diagnostic studies and laboratory tests, emergency room records, ou.t-patient records, 

consultation records, therapy r~cords. and all other in-patfont or out-patient hospital 

notes, charts, documents, aJI personal notec; and all billing records. 

4. Specific purpose for the use and/or disclosure of the protected health 

information: At my request in connection with litigation pending in the County District 

Court. 

5. I understand this authoriwtion will expire, without my express revocation, 

one year from the date of signing, or if I am a minor. on the date I become an adult 

according to state law. I understand that I may revoke this authorization in writing at any 

time except to the e:xhmt that action has been taken based on this authori1,ation. I 

understand that revocation will not apply to information that has already been released as 

specified by this authorization or to my insurance company when the law provides my 

insurer with the right to contest a claim under my policy or the policy itself. 

6. I understand that the ml!<lical infonnation released by this authorization 

may include information concerning treatment of ph)'sical and mental illness, 

alcohoJ/drug_ ab~ and past m~dical history. 



Case 1:15-cv-07433-LAP     Document 1198-9     Filed 01/27/21     Page 20 of 32

7. I unde;s:.w<l tl1-~1 a:kr tr.is infonn.ui~o i') ths.:lo~d. feder.:?I 2aw m1~hl 1:ot 
f?-h>t,:cl 1.t .mtd L1::- r~c1p1~11l mi~h~ '3:'id.,•sc. jt 
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BO I ES . SCHILL ER & FL E X NE R LL P 

401 EAST LAS OLAS BOULEVARD • SUITE 1200• FORT LAUDERDALE. FL 33301 - 221 • PH. 954.356.0011 • FAX 954.356.0022 

Sigrid S. McCawley, Esq. 
Email: smccawley@bsfllp.com 

April 5, 2016 

Attn: Records Dept. 

Re: Virginia Giuffre 

Dear Sir/Madam: 

This Finn represents the above-named individual. Please provide us with all medical 
records, including, but limited to, progress notes, reports of tests and test results, billing 
information, and patient files pertaining to our client. Please make sure to include records detailing 
our client's current medication/prescriptions. 

Please advise me if there are any fees for copying her records. In addition, it is necessary 
that we receive records and reports as soon as possible. 

Enclosed is an authorization form executed by our client authorizing you to release this 
information to this Firm. Please forward all documents to me in the enclosed FedEx return 
envelope provided for your convenience. 

We appreciate your cooperation in this matter. If you have any questions, please contact me 
at 954-356-0011. 

SSM/dk 
Enclosures 

Sincerely, 

WWW.BSFLLP.COM 
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Authorization to Disclose Protected Health Information 

Name: Virginia Roberts, Virginia Giuffre 

Address: 
Date of Birth: - -

'-----------------------
Soc. Sec.# 

[ her\!by authori:tc the use and/or disclosure of my protected health infonnation as 
describtd in this authori7ation. 

1. Specific person/organization ( or class of persons) authorized to provide the 
information: 

2. Specific person/organization (or class of persons) authorized to receive and 
use the information: 

Sigrid S. MoCa.wtey, Esq. 
Boies, Schiller & Flexner LLP 
401 E, Las Olas Blvd., Suite 1200, Ft. Lauderdale, FL 33301 

3. Specific description of the information: Complete medical record from 
inception of treatment to present, including, but not limited to, all of my office medical 
records, hospital medical records, patient information sheets, questionnaires, x-rays, other 
diagnostic studies and laboratory tests, emergency room records, out-patient records, 
consultation records, therapy records, anJ .all other in-pat.11.:nt or out-patient hospital 
notes, chart.s, .documents, all personal notes and all billing records. 

4. Specific purpose for the use and/or disclosure of rhe protected health 
information: At my request in connection with litigation pending in the County District 
C'outt. 

5. I understand this authori:1.ation will expire, without my express revocation, 
one year from the date of sigmng, or ifl am a minor, on th.c date J become an adult 
according to state law. I understand that [ may revoke this authorization in writing at any 
time except to the e"-tent that action has been taken based on this authorization. 1 
understand that revocation will not apply to infonnation that has already been released as 
specified by this authorization or to my insurance company when the law provides my 
insurer with the right to contest a claim under my po1icy or the policy itself. 

6. I understand that the medical information released by this authorization 
may include information concerning treatment ofph}sical and mental illn~<;s, 
alcohol/dnig abuse and past medical history. 
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B O I E S, S CH IL LE R & FL E X N E R L LP 

401 EAST L AS OLAS BOULEVARD • SUITE 1200 • FORT LAUDERDALE. FL 33301 2211 • PH. 954.356.001 • FAX 954 356.0022 

Sigrid S. Mccawley, Esq. 
Email: smccawley@bsfllp.com 

April 28, 2016 

Re: Virginia Roberts Giuffre 

Dear Dr. Hayek: 

This Firm represents the above-named individual. Please provide us with all medical 
records, including, but limited to, progress notes, reports of tests and test results, billing 
information, and patient files pertaining to Virginia Roberts Giuffre. Please make sure to include 
records detailing our client's current medication/prescriptions. 

Please advise me if there are any fees for copying her records. In addition, it is necessary 
that we receive records and reports as soon as possible. 

Enclosed is an authorization form executed by our client authorizing you to release this 
information to this Firm. Please forward all documents to my attention at Boies, Schiller & Flexner 
LLP, 401 East Las Olas Boulevard, Suite 1200, Fort Lauderdale, FL 33301. 

We appreciate your cooperation in this matter. If you have any questions, please contact me 
at 954-356-0011. 

SSM/ep 
Enclosure 

Sincerely, 

~,~z-
,,. 

Sigrid S. McCawley 

WWW.BSFLLP.COM 
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Authorization to Disclose Protected Health Information 

Name: Virginia Giuffre 

Address: 
Date of Birth: 

Soc. Sec.# 

I hereby authorize the use and/or disclosure of my protected health information as 
described in this authorization. 

1. Specific person/organization (or class of persons) authorized to provide the 
information: 

Dr. Carol Hayek 

2. Specific person/organization (or class of persons) authorized to receive 
and use the information: 

Sigrid McCawley 
Boies, Schiller & Flexner LLP 
401 East Las Olas Blvd., Suite 1200 
Fort Lauderdale, .FL 33301 

3. Specific description of the information: Medical records from 1999 to the 
present, including, but not limited to, all of my office medical records, hospital medical 
records, patient information sheets, questionnaires, x-rays, other diagnostic studies and 
laboratory tests, emergency room records, out-patient records, consultation records, 
therapy records, and all other in-patient or out-patient hospital notes, charts, documents, 
all personal notes and all billing records. 

4. Specific purpose for the use and/or disclosure of the protected health 
information: At my request in connection with litigation pending in the County District 
Court. 

5. I understand this authorization will expire, without my express revocation, 
one year from the date of signing, or if I am a minor, on the date I become an adult 
according to state law. I understand that I may revoke this authorization in writing at any 
time except to the extent that action has been taken based on this authorization. I 
understand that revocation will not apply to information that has already been released as 
specified by this authorization or to my insurance company when the law provides my 
insurer with the right to contest a claim under my policy or the policy itself. 
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6. I understand that the medical information released by this authorization 
may include information concerning treatment of physical and mental illness, 
alcohol/drug abuse and past medical history. 

7. I understand that after this information is disclosed, federal law might 
not protect it and the recipient might disclose it. 

8. I understand that I am entitled to receive a copy of this authorization. 

9. I understand that I may refuse to sign this authorization and that my 
refusal to sign will not affect my ability to obtain treatment from the above-named 
medical provider. 

10. /'Photocopies of this authorization are to be given the same effect as the 

original. \ .' ,,. - G' / / '~t.L ., g t( .__,,, • - - V J .:., 

Signatu ~ Date • ' 
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B O I E S , SCH I LL ER & FL E X NE R LL P 

401 EAS T LAS OLAS BOULEVARD • SUITE 200 • FORT L AUDERDALE. FL 33301· 22 11 • PH 954 356.00 I • FAX 954.356.0022 

Sigrid S. Mccawley, Esq. 
Email: smccawley@bsfllp.com 

May 4, 2016 

Via Federal Express 

Re: Virginia Roberts Giuffre 

Dear Ms. Lightfoot: 

This Firm represents the above-named individual. It is my understanding that you are a 
psychologist that has counselled my client, Virginia Giuffre via telephone. Please provide us with 
all treating records, including, but limited to, progress notes, reports of tests and test results, billing 
information, and patient fiJes pertaining to Virginia Roberts Giuffre. 

Please advise me if there are any fees for copying her records. In addition, it is necessary 
that we receive records and repo1ts as soon as possible. 

Enclosed is an authorization form executed by our client authorizing you to release this 
information to this Firm. Please forward all documents to my attention at Boies, Schiller & Flexner 
LLP, 401 East Las Olas Boulevard, Suite 1200, Fort Lauderdale, FL 33301. 

We appreciate your cooperation in this matter. If you have any questions, please contact me 
at 954-356-00 l 1. 

SSM/ep 
Enclosure 

Sincerely, 

WWW.BSFLLP.COM 
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Authorization to Disclose Protected Health Information 

Name: 

Address: 
Date of Birth: 
Soc.Sec.# 

I hereby authorize the use and/or disclosure of my protected health information as 
described in this authorization. 

1. Specific person/organization (or class of persons) authorized to provide the 
information: 

Judith Lightfoot 

2. Specific person/ organization ( or class of persons) authorized to receive 
and use the information: 

Sigrid Mccawley 
Boies, Schiller & Flexne1· LLP 
401 East Las Olas Blvd., Suite 1200 
Fort Lauderdale, FL 33301 

3. Specific description of the information: Medical records from 1999 to the 
present, including, but not limited to, all of my office medical records, hospital medical 
records, patient information sheets, questionnaires, x-rays, other diagnostic studies and 
laboratory tests, emergency room records, out-patient records, consultation records, 
therapy records, and all other in-patient or out-patient hospital notes, charts, documents, 
all personal notes and all billing records. 

4. Specific purpose for the use and/or disclosure of the protected health 
information: At my request in connection with litigation pending in the County District 
Comi. 

5. I understand this authorization will expire, without my express revocation, 
one year from the date of signing, or if I am a minor, on the date I become an adult 
according to state law. I understand that I may revoke this authorization in writing at any 
time except to the extent that action has been taken based on this authorization. I 
understand that revocation will not apply to information that has already been released as 
specified by this authorization or to my insurance company when the law provides my 
insurer with the right to contest a claim under my policy or the policy itself. 
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6. I understand that the medical information released by this authorization 
may include infonnation concerning treatment of physical and mental illness, 
alcohol/drug abuse and past medical history. 

7. I understand that after this information is disclosed, federal law might 
not protect it and the recipient might disclose it. 

8. 1 understand that I am entitled to receive a copy of this authorization. 

9. I understand that I may refuse to sign this authorization and that my 
refusal to sign will not affect my ability to obtain treatment from the above-named 
medical provider. 

. . 10\ (\P~~to~copies of this authorization are to be given the same effect as the 
ongmal. \\; ( 1 c.:· ; ·.-l- / I "·L I' , • • ' I \. . I . ,~ , _ ____.. _) , . :· ~ 

Signatur'i ,_) Date 
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BOIES, SCHILLER & FLEXNER LLP 

@0001 

••• 

Ne\Y York ■ Washington DC ■ Flo:·ida ■ i\"ew Ham shire ■ California ■ New Jersey ■ Nevad· 

TO: 

FROM: 

DATE: 

401 East Las Olas Boulevard, Suite 1200 
Fort Lauderdale, Florida 33301 

Telephone: (954) 356-0011 
Fax: (954} 356-0022 

FACSIMILE COVER SHEET 

Centura Health Medical Records 
St. Thomas More Hospital 
Canon City, CO 

Meredith Schultz 

May 23, 2016 

FAX: 719-285-2030 
TELEPHONE: 719-285-2000 

Total Number of Pages: 
(INCLUDING THIS COVER SHEET): 2 

RE: Patient Authorization to Disclose Protected Health Information 

~ Information. Per the attached form, please fax all records to 954-356-0022 to I the attention of Meredith Schultz. 

t•i. ~ ------~~,------,------.......... ..■• ~ ~'!-
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BOIES, SCHILLER & FLEXNER LLP 

New York ■ Washington DC • Florida ■ New Ham shire ■ California ■ New Jersey ■ Nevad 

TO: 

FROM: 

DATE: 

401 East Las Olas Boulevard, Suite 1200 
Fort Lauderdale, Florida 33301 

Telephone: (954) 356-0011 
Fax: (954) 356-0022 

FACSIMILE COVER SHEET 

Centura Health Medical Records 
St. Thomas More Hospital 
Canon City, CO 

Meredith Schultz 

May 23, 2016 

FAX: 719-285-2030 
TELEPHONE: 719-285-2000 

Total Number of Pages: 
(INCLUDING THIS COVER SHEET): 2 

RE: Patient Authorization to Disclose Protected Health Information 

MESSAGE: Please see attached Patient Authorization to Disclose Protected Health 
Information. Per the attached form, please fax all records to 954-356-0022 to 
the attention of Meredith Schultz. 

THE ATTORNEY-CLIENT AND/OR ATTORNEY WORK-PRODUCT PRIVILEGES 

This facsimile transmission is intended solely for the above-named recipient and may contain 
confidential information which is exempt from disclosure and protected by the attorney-client 
and/ or attorney work-product privileges. Any unauthorized use or disclosure is strictly 
prohibited and may result in civil and/ or criminal liability. If any of the information contained 
in this transmission is misdirected to you, please call (954) 356-0011 collect and mail such 
information back to us. Thank you. 
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