
MEMORANDUM FOR NEW CLIENT:

I. Please print, complete and email/fax the following documents back to our office:

A) Benzene Intake Questionnaire.  Please answer the questionnaire to the best of
your abilities.  

B) Contingency Retainer Agreement.  Please sign. 

  C) Medical authorizations. We will use these to obtain medical records and other
related information in connection with your Benzene exposure.  

II. Please sign and date all the documents where highlighted and return to us via
email/fax.

A) Fax completed documents to: (800) 995-2980

OR

B) Email completed documents to: info@personalinjurylawcal.com

III. Remember, if we do not obtain a recovery, you owe us nothing.

We will begin as soon as you return the signed documents to us.

Please take care of this as soon as possible.  

Time is of the essence.  

Please call us at (800) 718-4658 for any assistance.

Thank you.
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Law Offices of Nadrich & Cohen, LLP

12100 Wilshire Blvd., Suite 1250

Los Angeles, CA 90025

 Phone:   (800) 718-4658

  Fax:       (800) 995-2980

CASE TYPE:   BENZENE

  www.benzene-exposure-attorneys.com

 BENZENE FEE AGREEMENT
If no settlement is obtained, client will not owe any  fees, costs or expenses.

CLIENT _________________________________________  AGE____________

PARENT/REPRESENTATIV E _________________________________________

STREET ADDRESS _________________________________________________

CITY, STATE, ZIP __________________________________________________

PHONE:  Home:_ __________________________________________________

PHONE:  Work/Cell/Page r:___________________________________________

EMAIL: ___________________________________________________________

Injured person is:

� Adult, signing for self

� Disabled adult or minor, signed by parent/representative

� Deceased, signed by authorized representative

LEGAL REPRESENTATION.  In consideration of legal services to be rendered by the law firm known as NADRICH & COHEN,

LLP (hereinafter referred  to as NC), in prosecution  of all claims arising out of exposure to Benzene the undersigned agrees to the

following terms an d conditions:

FEES: If recovery by way of settlement prior to the filing of a lawsuit or demand  for arbitration is obtained for the Client, 33-

1/3% of the gross recovery will be deducted by NC as attorney's fees.  If recovery is obtained after a lawsuit is filed,  demand for

arbitration is made, or a mediation date is set,  40% of the gross recovery will be deducted by NC as attorney fees. These fees

are negotiable and are subject to negotiation at the time the agreement is entered into. 

IF THERE IS NO RECOVERY, CLIENT SHALL NOT OWE ANY FEES, COSTS OR EXPENSES TO NC.

COSTS:  All costs and expenses incurred on the Client's behalf, such as Court filing fees, service of process, costs of

investigation, costs incurred in obtaining medical records, long distance telephone, fax, traveling costs, mileage, messenger,

computer time, court reporters' fees, and other similar items shall be paid by Client.  If any costs are advanced by NC on Client's

behalf, or if there are liens against recovery, then those amounts will be deducted from the Client's portion of any recovery and

NC shall pay all liens on client's behalf.  Costs and expenses incurred shall be reimbursed after the contingency fee is taken.  

CASE EXPENSES AND AUTHORIZATION:     To successfully pursue Client's cause of action, Client authorizes NC to employ

investigators, expert witnesses and associate other counsel as necessary.  Client grants NC power of attorney to execute all

pleadings, claims, contracts, settlements, drafts, compromises, releases, dismissals and documents on behalf of and in place of

Client.  NC is authorized to deduct fees, costs and advances from any settlement or judgment and to pay the balance to Client. 

Client understands that NC does carry a professional negligence insurance policy.  Client shall be truthful with NC, cooperate

with NC and keep NC informed of all new developments.  Client will keep NC informed of client's address, telephone and

whereabouts.  

EXTENT OF AGREEMENT: This agreement does n ot contemplate any  legal services after trial or arbitra tion, such as motions,

appeals, or efforts to satisfy a judgment.  No other services are covered by this agreement.  Client acknowledges that NC will not

handle any loss of consortiu m claim with out a separate agreem ent in writing signed by C lient’s spouse and NC.  C lient also

acknowledges NC will not handle any workers’ compensation claim or social security benefits claim that may be related to the

accident or injury.  No  dismissal or settlement sha ll be made withou t the consent of all parties.

TERMINATION OF AGREEMENT: Client grants to NC a lien for NC’s fees and advances upon any settlement or judgment

made or secured herein.  NC’s lien will be for any sums due and owing by client to NC at the conclusion or termination of any

services.  The lien will attach to any recovery client may obtain in the Court action, whether by settlement, judgment or

otherwise.  Client acknowledges NC has made no promise or guarantee as to the outcome of this matter or amounts recoverable

in connection with client's claim. 

____________________________________ ___________________________________________

Law Offices of Nadrich & Cohen, LLP        CLIENT or CLIENT’S REPRESENTATIVE

Date _________/_________/_________ Date _________/_________/_________
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Law Offices Of Nadrich and Cohen LLP.,
12100 Wilshire Boulevard Suite 1250

Los Angeles, CA 90025
Telephone. (800) 718-4658, Fax. (800) 995-2980

www.benzene-exposure-attorneys.com

NEW BENZENE CLIENT QUESTIONNAIRE

I.  GENERAL BACKROUND INFORMATION:

Filled out by:____________________________________________________________  Date:_______________

Relationship to Claimant/Worker:_________________________________________________________________

Claima nt/Wo rker’s Full Legal Name:__________________________________________________________________

(First)                             (Middle) (Last)

Address:____________________________________________________________________________________

(Street Address and/or P.O. Box)

___________________________________________________________________________________________

(City) (State) (County) (Zip Code)

Home Tel:______ ________ _______   W ork Tel:__ ________ ________ __ Mob ile Tel:_________________________

Social Security No.:______________________ Age:________  Date & Place of Birth:________________________

Email address: __________________________________________________________________________________

Spouse ’s Name:  ________________________ Spouse ’s Social Security Number:  ________________________

Spouse’s Date & Place of Birth: ___________________

II.  MEDICAL HISTORY:

HAS WORKER EVER BEEN DIAGNOSED WITH ANY OF THE FOLLOWING?

Acute Myelogenous Leukemia (AML) Yes____  No____ Date of Diagnosis____________________

Chronic Myelogenous Leukemia (CML) Yes____  No____ Date of Diagnosis____________________

Chronic Lymphocyctic Leukemia (CLL) Yes____  No____ Date of Diagnosis____________________

Acute Granulocytic Leukemia (AGL) Yes____  No____ Date of Diagnosis____________________

Lymphoma Yes____  No____ Date of Diagnosis____________________

Non-Hodgkin’s Lymphoma Yes____  No____ Date of Diagnosis____________________

Myelodysplastic Syndrome Yes____  No____ Date of Diagnosis____________________

Acute Lymphocytic Leukemia (ALL) Yes____  No____ Date of Diagnosis____________________

Aplastic A nemia Yes____  No____ Date of  Diagnosis____________________

Lung Cancer Yes____  No____ Date of Diagnosis____________________

Multiple Myeloma Yes____  No____ Date of Diagnosis____________________

Any Other Cancer or Blood Disorder Yes____  No____ Date of Diagnosis____________________

Type_________________________________________________________________________________________

Death: Yes____    No_____ Date of Death:_______________________

Cause of Death Listed on Death Certificate ___________________________________________________________

____________________________________________________________________________________________
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Has worker ever been notified what caused the condition checked above?        Yes_____  No_____

If yes, when w as worker told?  P lease give specific  date, if possible. _______________________________________

Who notified worker of cause of illness? ____________________________________________________________

When  did worker su spect that his/her illness m ay have been  caused by ex posure to toxic ch emicals? 

____________________________________________________________________________________________

___________________________________________________________________________________________

Did worker sm oke cigarettes?  Yes____   No____   Packs Per Day_____    Dates of smoking: ______ to_______

Brand Smoked: ___________________ Did you ever quit?:____________ Were you advised to quit?:____________

Please list all Physicia ns and H ospitals  seen by th e worke r.  Please give com plete address of facility and  purpose

of visit.

PHYSICIAN/HOSPITAL ADDRESS PURPOSE

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________

_________________________    ________________________________ ________________________________
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III.   EMPLOYMENT HISTORY

PLEASE LIST ALL JOBSITES AND TRADES:

JOBSITE:

Example: DuPont

TRADE:

Example: Refinery Worker

CITY/STATE

Example: Houston, TX

DATES:   TO/FROM

Examp le :  1955-1 980

off/on

PLEASE LIST ALL STATES WHERE YOU WORKED:   ______________________________________________

__________________________________________________________________________________________

PLEASE CHECK EACH CHEMICAL COMPOUND THAT YOU WORKED WITH OR WERE EXPOSED TO ON THE

JOB:

____  Benzene Others:  (Please list below)

____  Butadiene __________________________________

____  Dichloroethylene __________________________________

____  Dio xin __________________________________

____  Ethylene Dichloride

__________________________________

____  Trichloroethylene __________________________________

____  Vinyl Chloride __________________________________

____  Solve nts __________________________________

____  Degreasers

__________________________________

____  Paint __________________________________

____  Liquid Wrench __________________________________

IS WORKER RETIRED?   Yes____     No____    Year Retired:  _________

If you retired for Disability, please note type of disability: _____________________________________________

_________________________________________________________________________________________
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Please describe  in detail HOW  you believe worker was exposed to Benzene.  (Please give specific dates of

exposure and exa ctly how  you we re in con tact with B enzene .)

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

(Please use  addition al pages if n ecessary.)

Please describe WHERE  you belie ve work er was ex posed to  Benzen e. (Please p rovide sp ecific locatio ns.)

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

(Please use  addition al pages if n ecessary.)

Please provide names of any people who can act as witnesses to the exposu re.  These w ould inc lude any  people

who witnessed worker’s contact with Benzene, such as fellow employees or supervisors in the workp lace.  Please

provide nam e, and last know n address an d telephone n umbers o f witnesses.

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________
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_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

(Please use  addition al pages if n ecessary.)

Was worker a Union member?  If yes, give complete Union information:

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

IV. CLAIMANT’S FAMILY INFORMATION
BROTHERS AN D SISTERS:

NAME        ADDRESS  (CITY/ STATE) AGE

_________________________ _______________________________________ ______

_________________________ _______________________________________ ______

_________________________ _______________________________________ ______

_________________________ _______________________________________ ______

_________________________ _______________________________________ ______

_________________________ _______________________________________ ______

_________________________ _______________________________________ ______

_________________________ _______________________________________ ______

_________________________ _______________________________________ ______

_________________________ _______________________________________ ______

_________________________ _______________________________________ ______

_________________________ _______________________________________ ______

_________________________ _______________________________________ ______

_________________________ _______________________________________ ______

CHILDREN:

NAME        ADDRESS  (CITY/ STATE) AGE DEPENDENT?

_________________________ _______________________________________ ______ ______________

_________________________ _______________________________________ ______ ______________

_________________________ _______________________________________ ______ ______________

_________________________ _______________________________________ ______ ______________

_________________________ _______________________________________ ______ ______________
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_________________________ _______________________________________ ______ ______________

_________________________ _______________________________________ ______ ______________

_________________________ _______________________________________ ______ ______________

PARENTS:

Father’s Name: _______________________________________________________________________________

Please circle one:    Living      Deceased   Father’s age: ________    

If deceased, age at time of death: ___________

Cause of death:______________________________________________________________________________

Mother’s Name:______________________________________________________________________________

Please circle one:    Living      Deceased  Mother’s age:________  

If deceased, age at time of death: ______________

Cause of death: ______________________________________________________________________________

_________________________________________________________________ ____________________

SIGNATURE OF CLAIMANT OR CLAIMANT’S REPRESENTATIVE DATE

Please include a copy of any medical reports or records you may have in your possession.

If comp leting on b ehalf of C laiman t, please inc lude a co py of the Pow er of A ttorney, de ath certifica te (if

applicable) or the documents appointing the executor of the estate.

Please complete and immediately Email/Fax To:

EMAIL: info@personalinjurylawcal.com

OR

FAX: (800) 995-2980
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AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS 

TO: Facility's Name: ____________________________________________

RE: Patient's Name: ____________________________________________

Date of Birth: ________________  Social Security No: __________________________

Please be advised that the law firm of ______________________________________________

and any member, associate, records service, or other designee of the firm are authorized to inspect and copy

or be furn ished, an y and all m aterial or info rmation , includin g, but no t limited to: 

1. An records, reports, test results or other documents concerning the medical care, treatment, and

examination of the aforementioned person including consultation notes and records (even those by

or from othe r medica! pro viders)

b) Any an d all presc ription form s, records  or lists; 

c) Copies of all correspondence concerning the medical care, treatment, examination, or physical

conditio n of the afo remen tioned p erson; 

d) Copies o f bills or statem ents of servic es rende red for suc h services, in cluding a ny insura nce claim

forms and correspondence;

e) X-ray film s, MRI film s, CT films  and an  other im aging film s, includin g reports o f results of said

imagin g films. 

I understa nd that th e inform ation in th e patient's h ealth reco rd may  include in formatio n relating to  sexually

transm itted disease , acquired  immu nodeficie ncy synd rome (A IDS), or hu man im muno deficienc y virus (HIV ).

It may also include information about behavioral or mental health services, or treatment for alcohol or drug

abuse. 

I understand that authorizing the disclosure of this health care information is voluntary. I can refuse to sign

this authorization. I need not sign this form in order to assure treatment. I understand that I may inspect or

copy the information to be used or disclosed" as provided in 45 CFR 164.524. I understand that any

disclosur e of inform ation car ries with it the  potential fo r an una uthorize d re-disclo sure of the  patient's he alth

information by the recipient, resulting in the health information no longer being protected by federal

confiden tiality rules. 

A copy  of the con sent and  a notation  as to any a ction take n thereo n is to be en tered in the  patient's rec ord. I

understa nd that I h ave the righ t to revoke  this autho rization at a ny time. I u nderstan d that if I revo ke this

authorization I must do so in writing by sending or presenting my written revocation to the Privacy Contact of

the health  care pro vider nam ed abo ve. I unde rstand tha t the revoc ation of th is authoriz ation w ill not app ly to

the extent that the health care provider has taken action in reliance thereon. I understand that if the

authorization was obtained as a condition of obtaining insurance coverage, other law provides the insurer

with the rig ht to con test a claim  under th e policy o r the policy  itself. 

A photostatic copy of this Authorization shall be considered as effective and valid as the original. In the

absence of an express revocation, the authority granted under this authorization shall remain in effect for two

years from  the date se t forth belo w. This authorization docs not waive my doctor/patient privilege. 
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THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS THE MEDICAL CARE AND/OR

CON DITIO N OF  ABO VE PA RTY. Th is Autho rization is fo r securing  the med ical record s and offic e notes on ly

as described herein. This does not authorize the securing of a narrative medical report, nor does it authorize

the beare r to cond uct ex-pa rte interview s with an y med ical perso nnel rega rding the  treatmen ts and co ndition.  

The information requested by this authorization falls within §164.512 of the Health Insurance Portability and

Accou ntability Ac t of 1996 . 

The un dersigne d further a grees to w aive any tim e limitation s required  by the ab ove pro vider with  respect to

their receip t of this auth orization  and the d ate on w hich the a uthoriza tion for rec ords w as signed . This

disclosur e is being m ade at m y reques t 

DATE _________________________

_______________________________________

Signature of patient or personal representative

_____________________________________________________

If signed by  persona l represen tative, state au thority (ex. P OA) 
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HIPAA MEDICAL RECORDS AUTHORIZATION
AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

(14 point Authorization)

Patient Name: _______________    
Date of Birth: ___________________________

1. I authorize the use or disclosure of the above-named individual’s health
information as described below:

2. The following individual or organization is authorized to make the
disclosure:

Address:_________________________________________________

3. The type and amount of information to be used or disclosed is as
follows: (include dates where appropriate)

G Problem list
G Medication list
G List of allergies
G Immunization record
G Most recent history and physical
G Most recent discharge summary
G Laboratory results from (date) _____ to (date) ________
G X-ray and imaging reports from (date) _____ to (date) ________
G Consultation reports from (date) _____ to (date) ________
G Entire records
G Other_________________________________________________________

d) I understand that the information in my health records may include
information relating to sexually transmitted disease, acquired
immunodeficiency syndrome (AIDS), or human immunodeficiency virus
(HIV).  It may also include information about behavioral or mental
health services, and treatment for alcohol and drug abuse.  

e) This information may be disclosed to and used by the following
individual or organization: 

Address:_________________________________________________
For the purpose of: ________________________________________
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f) I understand I have the right to revoke this authorization at anytime.  I
understand if I revoke this authorization I must do so in writing and
present my written revocation to the health information management
department.  I understand the revocation will not apply to information
that has already been released in response to this authorization.  I
understand the revocation will not apply to my insurance company
when the law provides the insurer with the right to consent a claim
under my policy.  Unless otherwise revoked, this authorization will
expire on the following date, event or condition:
_____________________________________.  If I fail to specify an
expiration date, event of condition, this authorization will expire in six
months.

g) I understand that authorizing the disclosure of this health information is
voluntary.  I can refuse to sign this authorization.  I need not sign this
form in order to assure treatment.  I understand I may inspect or copy
the information to be used or disclosed, as provided in CFR 164.524.  I
understand my disclosure of information carries with it the potential for
an unauthorized re-disclosure and the information may not be protected
by federal confidentiality rules.  If I have questions about disclosure of
my health information, I can contact (insert HIM director, privacy
officer, or other officer or individual’s name or contact information).

h) A copy of this authorization is as valid as the original.  Member/Patient
has a right to a copy of this authorization.  

___________________________________________________________________

_____________________________ ____________________ 
Signature of Patient Date

_____________________________ ____________________
If signed by Legal Representative, Signature of Witness
Relationship to Patient

Nadrich & Cohen
12100 Wilshire Blvd., Suite 1250
Los Angeles, CA 90025


