CLIENT QUESTIONER
This document is private and confidential and protected by
the attorney-client privilege and the attorney work-product privilege.
 

Today’s Date:   ______________________________________

 Name of Injured Party:  ______________________________

Address:  _________________________________________

City:  ____________________________________________

State:  ___________________________________________

Zip Code:  ________________________________________

Home Phone Number:  ______________________________

Work Phone Number:  ______________________________

Social Security Number:  ____________________________

Age:  ____________________________________________

Date of Birth:  _____________________________________

Driver’s License Number:  ___________________________

State of Issue: _____________________________________

 
1. Did you eat peanut butter under the brand names of either Peter Pan or Great Value, with lot numbers on the jar top beginning with 2111, during the time frame of August 2006 through the present?

2. Which of those two kinds of peanut butter did you eat?  

3. Please list each date that you ate this peanut butter.

4. On each such occasion, list the name, address and phone number of the person or persons with whom you ate.  Further, did anyone witness your eating this peanut butter?

5. Please provide the name, address and phone number of the location where you purchased the peanut butter?

6. How did you pay for the peanut butter?  

7. Do you have the peanut butter jar and lid?

8. List the name, address and phone number of each doctor or medical provider that you have seen for symptoms associated with the Salmonella poisoning caused by the ingestion of this peanut butter.  

9. Were you hospitalized?  If so, where and what was the date of admission?

10. Was a stool sample taken and tested to diagnose Salmonella?

11. List the name, address and phone number of each doctor and medical provider that has treated you for any reason since August 2006 and the reason for that treatment.

12. List the name, address and phone number of your family doctor or primary care physician.  How long has this doctor been your personal physician?

13. After eating the Peter Pan or Great Value peanut butter did you experience any of the following symptoms?

 

Fever:____________________________

 

Fatigue:___________________________

 

Loss of Appetite:___________________

 

Nausea:___________________________

 

Vomiting:_________________________

 

Abdominal Discomfort:_______________

 

Jaundice:__________________________

 

Diarrhea:__________________________

 

Abdominal cramping:________________

 

 

14. State the date that you first experienced any of the above-listed symptoms.

15. How long did the symptoms persist?  

16. Has anyone else in your immediate family eaten this from the same peanut  butter jar and suffered any of the symptoms listed above within the same time frame?  If so, please explain.

17 At the time that you ingested the Peter Pan or Great Value peanut butter, were you already suffering from or had been diagnosed with any disease or injury?  If so, please explain.

18. How have your medical bills been paid since your illness from the exposure to Salmonella?

19. List the name, address and phone number of each provider that has paid all or a part of your medical bills.  This would include Medicare, Medicaid, Group Medical Insurance, etc.

20. If you have lost any time from work following your exposure to Salmonella , 

a. Please list the name, address and phone number of your employer.  Further, 
b. State the exact dates that you have missed from work and the reason that you 

c. Missed those times from work. 

21. If you have missed time from work, state the rate of your pay and whether 

d. That is weekly, every two weeks, twice a month, etc.  Also, state the amount 

e. Of income that you have lost and how that amount was computed.

 

 

 

22. When did you first hear of the Salmonella poisoning from Peter Pan or Great Value peanut butter?

 

 

23. How did you hear about the Salmonella poisoning from Peter Pan or Great Value peanut butter?

 

 AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS
 
TO:
                
                You are hereby authorized and directed to permit the examination, and the copying or reproduction in any manner, whether mechanical, photographic, or otherwise, by my attorneys, Bailey and Galyen and or such other person as they may authorize, of all or any portions desired by them of the following:
 
A.            Hospital records, x-ray readings and reports, laboratory records and reports,  psychological information, all tests of any type and character and reports thereof, and any and all of my records pertaining to the hospitalization, history, condition, treatment, diagnosis, prognosis, etiology or  expense;
 
B.            Medical records, including patient's record cards, x-rays, x-ray readings and reports, psychological information, substance abuse, HIV/AIDS information, laboratory records and reports, all tests of any type and character and reports thereof, and any and all of my records pertaining to medical care, history, condition, treatment, diagnosis, prognosis, etiology or expense.
 
C.            Any and all patient accounting records, statements of charges, billing records, itemized statements or any other documentation reflecting charges rendered to the said patient for services rendered by this healthcare facility.
 
                You are further authorized and directed to furnish oral and written reports to my attorneys, or their delegate, as requested by them on any of the foregoing matters.
 
                By reason of the fact that such information that you have acquired as my physician or surgeon is confidential to me, you are also requested to treat such information as confidential and requested not to furnish any of such information in any form to anyone, without written authorization from me.  I hereby revoke any previously dated medical authorizations.
 
                A photo-static copy of this authorization shall be considered as effective and valid as the origin
 I also authorize my attorneys or their delegate to photograph my person while I am present in any hospital.
I understand that this information may be re-disclosed by the recipient and will then no longer be protected by the HIPPA Privacy Standard.
 
 ___________                                                                                      ___________________________
Date                                                                                                    
 Patient Signature
 
                                                                                                                __________________________________
PRINTED NAME OF PATIENT
__________________________________
                                                                                                                



DOB
 
                                                                                      



 __________________________________
                                                                                    




 SSN
EMPLOYMENT CONTRACT
 
            I/We __________________________________________________                                                                                                                                                                                                                  (hereinafter referred to as "Client") has employed Bailey and Galyen, Attorneys at Law, licensed in the State of Texas (hereinafter referred to as "Attorney", whether one or more,) as my Attorney to represent me, to prosecute through settlement or judgment a certain claim I have and hold against ConAgra Foods and/or any and all other persons, firms and corporations for damages for or arising out of personal injuries to_____________________________________________                                                                                       as well as damages to property caused by or growing out of a certain accident which occurred on or about the        day of                                                 ,  _____  .
 
1.)            I hereby fully authorize and empower my said Attorney as my Attorney at law and also in my name, place and stead to bring suits on said claims or any of them, if necessary, and to prosecute the same to final judgment and to compromise and settle said claims or any of them with or without suit in any way or manner that he may deem best or advisable, giving and granting also unto my said Attorney full power to substitute one or more Attorney at law in his place and thereof or in the performance such other Attorney to be paid by my above named Attorney with no additional expense to me by way of Attorney's fees other than hereinafter set out.  The Client agrees that the Attorney has made no promises or guarantees as to the outcome or settlement of this claim.
 
2.)            In consideration of the services to be rendered for me by my said Attorney hereunder, I hereby sell, transfer, assign and convey to my above named Attorney an undivided interest of ONE-THIRD (1/3) interest in and to said claims and the gross amounts received in settlement in the event same is or are settled without suit, and FORTY PERCENT (40%) of same and of any judgments obtained or amounts received, on or for such claims or suits, if same is or are collected by suit or be settlement after suit is filed.  IN THE EVENT OF NO RECOVERY, CLIENT SHALL OWE ATTORNEY NOTHING FOR SERVICES RENDERED OR ANY EXPENSES INCURRED.
 
3.)            Client agrees to cooperate fully with Attorney.  Client agrees to pay all costs of investigation, preparation and trial of the case, court costs, depositions, subpoenas, travel, witnesses, experts, photography, video, reports and medical records, and authorizes Attorney to deduct his legal fee and such costs from the proceeds, and pay directly to any protected doctor, hospital, expert or other protected medical creditor, any unpaid balance due them for Client's medical care and medical treatment.
 
4.)            Client understands the Attorney will investigate the Client’s claim.  If after so investigating, the claim does not appear to him to be brought to a mutually agreeable conclusion, then Attorney shall have the right to cancel or withdraw from this agreement.
 
5.)            No final settlement of Client's claim may be made by said Attorney without Client's consent.
 
6.)            NOTICE TO CLIENTS:  The State Bar of Texas investigates and prosecutes professional misconduct committed by Texas attorneys.  Although not every complaint against or dispute with a lawyer involves professional misconduct, the State Bar's Office of General Counsel will provide you with information about how to file a complaint.  Please call toll free 1-800-932-1900 for more information.
 
7.)            This agreement shall be binding upon and inure to the benefit of the parties and their respective heirs, executors, administrators, legal representative, successors, and assigns.
 
              SIGNED this            day of                                                , 20      .

             ____________________________                                                                                          
                                            CLIENT     
