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SETYTLEMENTY FPAGCILITY
VOW CONNING TRUST

i

2.0. B 52479
Houston. Tenas 77052

Date

RN sio

CLAIMANT / LEGAL REPRESENTATIVE
STREET ADD 1

STREET ADD 2

CITY, STATE. ZIP

COUNTRY

Re:
Subject: MISSING OR INVALID ADDRESS

Dear Ciaimant.

Pg ID 17376

Teisonono 713.874.6099
668.874.6090

The Setilement Facility-Dow Coming Trust (SF-DCT) has address information for you that may not be
valid. Cofrec! address information is required before any daima can be processed or potential payments
can ba made. We are writing to you at this address in an attempt to locate you and confirm correct

addrass information

Please provide your curent address and sociel security pumber on the attached Acdress Update/

Correction Form and forward the information ¢!

SF-0CT
P.O. Box 52429
Houston, Texas 77052

NOTICE: This claim has been placed on Adminisirative Hold. if any payments are available, a stop
payment has been placed on any outstanding checks and o additional processing will take place on this
claim until the Addross Update/ Comrection Form is returned. This step is necessary lo ensure that you
receive all communlicalion related to your dalms. After the Addrass Update/Correction Form is received

and verified. the SF-DCT will reactivate the processing and review of your claims.

If the claimant listed above is deceased and you have the aulhority to acl on behalf of the daim, please
submil your contact information, a valid death certificate and any eslale documentation you may havo

establishing your authority to act on behalf of the estate o the address listed above.

In order o be seligible for payment of setiement benelits, the clalm must meet the definition of an eligible

claim as set forth in Article V of Annex A. If your oleim does not meet all of the listed criteria, you may not
be eligible for payment. Addltionally, please note that all deadlines for timely clalmans to file a claim for

bensfits are linked to the Effective Date of the Plan - June 1, 2004. The SF-DCT cannot extend the

deadlines listed below to file a claim.

Deadiine — ~"[Bememt T | Status '
June 1,2006 | Deadling lo submit Rupture claim Expired _ I
June 1,2006 T Deadline 1o submil Class 7 claim | Expired H
June 1,2006  : Deadlire lo submit Class 9/10 claim Expired
June 2, 2014 Deadline to submit Explant daim

June 3,2019  Deadlins fo submil Di of Expedited Release claim

For assistanco of Questians ¢l tra Cleins Assistance Program of 1.888.8

Or 50 10wy, ACS 710! com onthe Jmernot
#5191 WY ACLERIAMAN] oM
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Please remember that you are responsible to nolify your attorney and the SF-DCT of any future changes
in your address or telephone number. I you have any questions regarding this matter, you may contact
our Claims Assistance Program al 1.866.874.6099 or send an inquiry to inf fdct. 3

Sincerely,
Setdement Facility - Dow Coming Trust

Enclosures: Address Update/Correction Form

i

T

Exhibit
D

Fox assisiancn or questions cnll the Cloims Assistance Program st 1.866.874.6099 {toll free)

01 3o 10 ywaw.deseiamant 2ofn on tho intemet
R§-1910
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T

ADDRESS UPDATE/CORRECTION FORM

ATTENTION: QUALITY MANAGEMENT DEPARTMENT

1. Completa, correct and update claimant Information.

PLACE YOUR LABEL HERE i

or
WRITE IN YOUR INFORMATION
USE THE PEEL.OFF LABEL PROVIDEQ IN YOUR PACKET PROVIDE UPDATES OR CORREGCTIONS BELOW:
18108 1.5D®
2. Date of Birth; 2. Date of Binth:
3. Claimant's Name: 3.NewlastName: . i
4. Claimanl's Address: 4, New Address.
5. Daytime Pnona: ( ) e aEors 6. New Daytime Phone: {____)_ - ____
6. Evening Phane: ( - 6. New Evening Phone’ {____} I
7. Attorney's Name/Address!Phone/Fax: _— 7. New Attornoy’s Name/Address/Phone/Fax:
| P

Social Security Number (Required for residents of the United States):

For clalmants without a social security number, please include a copy of the clalmant’s
government-issued identification card that confirms the address.

() Please re-issue any outstanding payments that | may be eligible lor in eccordance with
payment procedures

) declare under penalty of perjury that the information on this form is true, comect and complete
to the best of my knowiedge, information and belief.

Date Signed Signalure
(Claimant or Coun-Appoinled Represeniative)

For assistonce of queslions cal\ha Claims Assislance Program 2t 1.866.874.6306 (1cl! krce)

OF 9O 10w des Ricniant com on the Inernel
RS-1910



