Law Officeof:

KARL E. OSTERHOUT

OCIAL SECURITY INTAKE FORM

Date of Interview:

How did you hear about us?

Name: SSN:

Address: DOB: AGE:
Education:

Phone: County:

Email: Read/Write:

Name & Phonet of Friend or Relative:

(Please give name and number of an individual we can call if we have trouble reaching you.)

Marital Statis: Dependents: Amt & Current Source of Income:
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Date Application Filed: SS Field Office:

Initial Denial Date: SS DDS Office:

Recon Denial Date: SS Hrg Office:

Req for HrgFiled: Type of cas

Have you had any previous applications: (Circle One) XES If yes, please state when:

What is the status of that claim:
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WORK HISTORY:

Date Last Worked: Unempl oyment RecoOd:

List alljobs in the past 15 years:

570 Edgewood Towne Center Offices
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Pittsburgh, PA 15218
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Emal: info@mydisabilityattorney.com



Law Officeof:

KARL E. OSTERHOUT

DISABILITY:

MEDICATIONS:

MEDICAL INFORMATION: (List a//treating doctorsic/uding name, address and phonember. Include date when
youfirst saweach doctoand how often you go. Please feel free to attach a separate sheet of paper or use the bac

Doc Name& Specialty Address Phone Since / How Often
/
/
/
/
/

MISC:

1. Have you ever been treated at a Mental Health Clinic or by a psychiatrist? s No

2. Have you ever been treated for alcohol or drug addiction? Yes No

3. Are you currently receiving Workers Compensation or Disability

Benefits from your past employer? Yes No

If yes, please list the nanfehe attorney handling your claim and/or name of Insurance Company.

COMMENTS:

570 Edgewood Towne Center Offices
1789 S. Braddock Ave.

Pittsburgh, PA 15218

Phone: 1866.438773
Emal: info@mydisabilityattorney.com



Law Officeof:

KARL E. OSTERHOUT

SOCIAL SECURITY CONTINGENT FEE AGREEMENT

| hereby retain and empldye Law Office of Karl E. Osterhout akKdRL E. OSTERHOUT, ESQUIRE

& LINDSAY F. BROWN, ESQUIRE, to repsent me in my claim for Disability Benefits under the Social
Security Act. If the claim is decided favorably at or below the initial ALJ hieatihgay my

representative a fee equal to 25% of thedueesbenefits due me and my family resulting frgm

claim(s) up to the maximum fee allowed pursuant to 42 U.S.C. § 406(a)(2) (cbBr8ady00 but will

be raised t86,000.00effective 6/22/2009. (Social Security past due benefits are the total amount of
money to which I, and my beneficiaries, bexentitled if Social Security issues a favorable decision on
my claim) Attorney fees are calculated before deduction for costs and expenses advanced bhoattorney.
not pay any attorney fee UNLESS my claim is decided in my favor.

If the claim progre®s past the level of the first hearing, | agree to pay a fee of 25% of my past due
benefits, even if that amount is greater than the amount set forth in 42 U.S.C. 406(a)(2). In that event, my
attorney would be required to submit a petition for fees t8dugal Security Administration and/or

Federal Court, and a copy of same will be sent to client. If a federal appeal is necessary, and the case is
successful, counsel will apply for fees under the Equal Access to Justice Act (EAJA) which (if awarded by
the Court) would have the effect of reducing the amount | owe my attorney; since the check for those fees
will in most cases be made out to hiereby assign my rights in any fees payable to me under the EAJA to
attorney

| authorize my attorneys to payadvance all costs and expenses associated with my case, and | agree to
promptly reimburse my attorney for the monies advanced when | obtain benefits. In addition, | agree to
pay $50. 00 as an fadministrat i wecharges pakingerpensdsf s e
and mileage,etdV/e /s t her t he advanced costs nor the rfAadmi
case.

We have both received signed copies of this agreement.

X
DATED CLIENT SIGNATURE
DATED KARL E. OSTERHOUT
DATED LINDSAY F. BROWN
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Law Officeof:

KARL E. OSTERHOUT

SOCIAL SECURITY CONTINGRT FEE AGREEMENT

| hereby retain and empldye Law Office of Karl E. Osterhout akdRL E. OSTERHOUT, ESQUIRE

& LINDSAY F. BROWN, ESQUIRE, to represent me in my claim for Disability Benefits under the Social
Security Act. If the claim is decided favgralblor below the initial ALJ hearingyill pay my

representative a fee equal to 25% of thedueesbenefits due me and my family resulting from my

claim(s) up to the maximum fee allowed pursuant to 42 U.S.C. § 406(a)(2) (cbBr8ady00 but will

beraised tdp6,000.00effective 6/22/2009. (Social Security past due benefits are the total amount of
money to which I, and my beneficiaries, become entitled if Social Security issues a favorable decision on
my claim) Attorney fees are calculated befteduction for costs and expenses advanced by attodoey.

not pay any attorney fee UNLESS my claim is decided in my favor.

If the claim progresses past the level of the first hearing, | agree to pay a fee of 25% of my past due
benefits, even if that aant is greater than the amount set forth in 42 U.S.C. 406(a)(2). In that event, my
attorney would be required to submit a petition for fees to the Social Security Administration and/or
Federal Court, and a copy of same will be sent to client. If a feoleeal is necessary, and the case is
successful, counsel will apply for fees under the Equal Access to Justice Act (EAJA) which (if awarded by
the Court) would have the effect of reducing the amount | owe my attorney; since the check for those fees
will in most cases be made out to hiesreby assign my rights in any fees payable to me under the EAJA to
attorney

| authorize my attorneys to pay in advance all costs and expenses associated with my case, and | agree t
promptly reimburse my attorney tbe monies advanced when | obtain benefits. In addition, | agree to
pay $50. 00 as an fAadministrative costo to offse
and mileage,etdVe /s t her t he advanced cost £d UMESSYIwairemyri ad mi
case.

We have both received signed copies of this agreement.

X
DATED CLIENT SIGNATURE
DATED KARL E. OSTERHOUT
DATED LINDSAY F. BROWN
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Law Officeof:

KARL E. OSTERHOUT

TO: DATE:

Re:

SSN:

DOB:

Our File No.:

REQUEST FOR RELEASE OF MEDICAL INFORMATION FOR A SOCIAL SECURITY DISABILITY CASE

Below is an authorization for release of medical information recently signed by the above namedhpatiesgt,are representing in
a pendingSocial Security disabiligase. Please mail only those records indicated below as soon as possible. Please forward this
information to us with your bill and we will immediately remit the amount due.

ReDisclosure gatement | understand that the information released under this authorization maglibelosed by the Law Office
of Karl Osterhout and therefore the addressee and its employees have no responsibility or liability as a resligttfsamg;ras
sud, the released information is no longer protected by the Privacy Rule.

Very truly yours,

THE LAW OFFICE OF KARL E. OSTERHOUT

| hereby authorize to release copies of my medical records, narrative summay, and/or oth
information in connection with my treatment during the period of to Karl E.
Osterhout, for use in my pending Social Security disability claim. This authorization applies to any information in Irhystoedica
including psychiatric treatment for alcohol and/or drug abuse:

Narrative summary of patientods case, oflikeactivly. notes, and
Summary sheet, Discharge Summary and History and Physical.

Completion of Physical Capacity Evaluation.

Completion of Mental Status Questionnaire.

Other:

This statement must be signed and dated after the date of hospitalizdtisroatpatient treatment and may be revoked at any
time, except to the extent action has been taken prior to any expressed action to revoke this statement. The validity of this
authorization will extend 90 days from the date of signature. If no actititeda taken to process this statement within that time
frame, an automatic expiration will be in effect. | understand the nature of this release and freely give my consent.

X
Witness DATE Claimant Signature DATE
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Law Officeof:

KARL E. OSTERHOUT

TO: DATE:

Re:

SSN:

DOB:

Our File No.:

REQUEST FORRELEASE OF MEDICAL INFORMATION FOR A SOCIAL SECURITY DISABILITY CASE

Below is an authorization for release of medical information recently signed by the above named patient, whom weingeimepresen
a pendingSocial Security disabiligase. Please maly those records indicated below as soon as possible. Please forward this
information to us with your bill and we will immediately remit the amount due.

ReDisclosure Statement understand that the information released under this authorizatiobenaglisclosed by the Law Office
of Karl Osterhout and therefore the addressee and its employees have no responsibility or liability as a resligttfsamg;ras
such, the released information is no longer protected by the Privacy Rule.

Very trdy yours,

THE LAW OFFICE OF KARL E. OSTERHOUT

| hereby authorize to release copies of my medical records, narrative summary, and/or other
information in connection with my treatment during the period of to Karl E.

Osterhout, for use in my pending Social Security disability claim. This authorization applies to any information in Irhystoedica

including psychiatric treatment for alcohol and/or drug abuse:

Narrative sumnray of patientés case, office notlkesctvipnd assessmei
Summary sheet, Discharge Summary and History and Physical.

Completion of Physical Capacity Evaluation.

Completion of Mental Status Qsigonnaire.

Other:

This statement must be signed and dated after the date of hospitalization and/or outpatient treatment and may bemgvoked at a
time, except to the extenttiman has been taken prior to any expressed action to revoke this statement. The validity of this
authorization will extend 90 days from the date of signature. If no action has been taken to process this statemantimihin th
frame, an automatic expii@n will be in effect. | understand the nature of this release and freely give my consent.

X
Witness DATE Claimant Signature DATE
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Law Officeof:

KARL E. OSTERHOUT

TO: DATE:

Re:

SSN:

DOB:

Our File No.:

REQUEST FOR RELEASE OF MEDICAL INFORMATION FOR A SOCIAL SECURITY DISABILITY CASE

Below is arauthorization for release of medical information recently signed by the above named patient, whom we are representing in
a pendingSocial Security disabiligase. Please mail only those records indicated below as soon as possible. Please forward this
information to us with your bill and we will immediately remit the amount due.

ReDisclosure Statement understand that the information released under this authorization maglibelosed by the Law Office
of Karl Osterhout and therefore the addresseédtaremployees have no responsibility or liability as a result od&ssojasure; as
such, the released information is no longer protected by the Privacy Rule.

Very truly yours,

THE LAW OFFICE OF KARL E. OSTERHOUT

| hereby authorize to release copies of my medical records, narrative summary, and/or other
information in connection with my treatment during the period of to Karl E.
Osterhout, for use in my pending Social Segdigability claim. This authorization applies to any information in my medical history,
including psychiatric treatment for alcohol and/or drug abuse:

Narrative summary of patientods case, okliKeactivty. notes, and
Summary sheet, Discharge Summary and History and Physical.

Completion of Physical Capacity Evaluation.

Completion of Mental Status Questionnaire.

Other:

This statement must be signed and dated after the date of hospitalization and/or outpatient treatment and may bemgvoked at a
time, except to the extent action has been taken prior to any expressed action to revoke this stateriity. dfttbisa

authorization will extend 90 days from the date of signature. If no action has been taken to process this statemantimihin th
frame, an automatic expiration will be in effect. | understand the nature of this release and freebogaeniny

X
Witness DATE Claimant Signature DATE
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Law Officeof:

KARL E. OSTERHOUT

TO: DATE:

Re:

SSN:

DOB:

Our File No.:

REQUEST FOR RELEASE OF MEDICAL INFORMATION FOR A SOCIAL SECURITY DISABILITY CASE

Below is an authorization for release of medical information recently signed by the abdyatiamevhom we are representing in
a pendingSocial Security disabiligase. Please mail only those records indicated below as soon as possible. Please forward this
information to us with your bill and we will immediately remit the amount due.

ReDisclosure Statemenitunderstand that the information released under this authorization maglibelosed by the Law Office
of Karl Osterhout and therefore the addressee and its employees have no responsibility or liability as a resligttifsaey ae
such, the released information is no longer protected by the Privacy Rule.

Very truly yours,

THE LAW OFFICE OF KARL E. OSTERHOUT

| hereby authorize to release copies of my medical records, narratisedionotizey,
information in connection with my treatment during the period of to Karl E.
Osterhout, for use in my pending Social Security disability claim. This authorization applies to any information in Irhystoegica
including psychiatric treatment for alcohol and/or drug abuse:

Narrative summary of patientods case, oflikeactivly. notes, and
Summary sheet, Discharge Summary and History and Physical

Completion of Physical Capacity Evaluation.

Completion of Mental Status Questionnaire.

Other:

This statement must be signed and dated after the date of liwsttaand/or outpatient treatment and may be revoked at any
time, except to the extent action has been taken prior to any expressed action to revoke this statement. The validity of this
authorization will extend 90 days from the date of signature alftian has been taken to process this statement within that time
frame, an automatic expiration will be in effect. | understand the nature of this release and freely give my consent.

X
Witness DATE Claimant Signature DATE
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Law Officeof:

KARL E. OSTERHOUT

TO: DATE:

Re:

SSN:

DOB:

Our File No.:

REQUEST FOR RELEASE OF MEDICAL INFORMATION FOR A SOCIAL SECURITY DISABILITY CASE

Below is an authorization for release of medical information recently signed by the above named patient, whom weingeimepresen
a pendingsocial Security disabilizasePlease mail only those records indicated below as soon as possible. Please forward this
information to us with your bill and we will immediately remit the amount due.

ReDisclosure Statement understand that the information released under this autitmizmay be rdisclosed by the Law Office
of Karl Osterhout and therefore the addressee and its employees have no responsibility or liability as a resligttfsamg;ras
such, the released information is no longer protected by the Privacy Rule.

Very truly yours,

THE LAW OFFICE OF KARL E. OSTERHOUT

| hereby authorize to release copies of my medical records, narrative summary, and/or other
information in connection with my treatment during the period of to Karl E.

Osterhout, for use in my pending Social Security disability claim. This authorization applies to any information in Irhystoedica

including psychiatric treatment for alcohol and/or drug abuse:

Narrda i ve summary of patientds case, offidkeactiviyt es, and ass
Summary sheet, Discharge Summary and History and Physical.

Completion of Physical Capacity Evaluation.

Completion of MentaBtatus Questionnaire.

Other:

This statement must be signed and dated after the date of hospitalization and/or outpatient treatment and may bemgvoked at a
time, except to thextent action has been taken prior to any expressed action to revoke this statement. The validity of this
authorization will extend 90 days from the date of signature. If no action has been taken to process this statemantimihin th
frame, an autontiE expiration will be in effect. | understand the nature of this release and freely give my consent.

X
Witness DATE Claimant Signature DATE
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