
AM 

No. 

IN THE 

SUPREME COURT OF THE UNITED STATES 

-.PETITIONER 
(Your Name) 

V-1001JZMAUMIY  -RESPONDENT(S) 

MOTION FOR LEAVE TO PROCEED IN FORMA PAUPERIS 

The petitioner asks leave to file the attached petition for a writ of certiorari 
without prepayment of costs and to proceed in forma pauperis. 

Please check the appropriate boxes: 

Petitioner has previously been granted leave to proceed in forma pauperis in 
the following court(s): 

LI Petitioner has not previously been granted leave to proceed in forma 
pauperis in any other court. 

titioner's affidavit or declaration in support of this motion is attached hereto. 

LI Petitioner's affidavit or declaration is not attached because the court below 
appointed counsel in the current proceeding, and: 

LI The appointment was made under the following provision of law: 
or 

LI a copy of the order of appointment is appended. 

RECEIVED (Signature) 

SEP 17 2018 
OFFICE OF THE CLERK 
SUPREME COURT, U.S. 



AFFIDAVIT OR DECLARATION 
IN SUPPORT OF MOTION FOR LEAVE TO PROCEED IN FORMA PAUPERIS 

am the petitioner in the above-entitled case. In support of 
my motion to proceed in forma pauperis, I state that because of my poverty . I am unable to pay 
the costs of this case or to give security therefor; and I believe I am entitled to redress. 

For both you and your spouse estimate the average amount of money received from each of 
the following sources during the past 12 months. Adjust any amount that was received 
weekly, biweekly, quarterly, semiannually, or annually to show the monthly rate. Use gross 
amounts, that is, amounts before any deductions for taxes or otherwise. 

Income source Average monthly amount during Amount expected 
the past 12 months next month 

You Spouse You Spouse 

Employment N IA $ J1'/s N l j4c 

Self-employment  

Income from real property $_N IA $_________ $_________  

(such as rental income) 

Interest and dividends $_N (,A 
$__________ $__________  

Gifts $_________ $_________ $_________  

Alimony $_[\JIA $________ $________  

Child Support $_N 1,A 
$_________ $_________  

Retirement (such as social $_1I LA $__________ $__________  

security, pensions, 
annuities, insurance) 

Disability (such as social $_N IA $__________ $__________ $__________ 

security, insurance payments) 

Unemployment payments $_J\J )A 
$________ $________ $________ 

Public-assistance $_N lÀ $__________ $__________ $__________ 

(such as welfare) 

Other (specify): $_ $_________ $_________  

Total monthly income: $_'-"-'-'v vc $_________ $_________  



List your employment history for the past two years, most recent first. (Gross monthly pay 
is before taxes or other deductions.) 

Employer fI'c: Address Dates of Gross miIy pay 

, 
Employment  (JLf 7  k $____________ 

1,10, $43, £4i /oJ O&)i*'% $(ie &c) 
N 1k $_______________ 

List your spouse's employment history for the past two berks,  most recent employer first. 
(Gross monthly pay is before taxes or other deductions.) 

Employer Address Dates of Gross monthly pay 

1\J)L 
Employment 

$_________________ 

$_________________ 

How much cash do you and your spouse have? $_Al J 
Below, state any money you or your spouse have in bank accounts or in any other financial 
institution. 

Type pf account (.g. checking or savings) Amount you have Amoun1t our spouse has 
//Lui'nes izch - rAe?c $ 2o,o, $ ,J t 

NI A I___ VI____ I _______ 

List the assets, and their values, which you own or your spouse owns. Do not list clothing 
and ordinary household furnishings. 

El Home 
Value  

LI Other real  estate 

/V) 
4 Value  

Motor Vehicle #1 
Year, make & model Q5JyI4Sac Fc_ 
ValJ  

LI Motor Vehicle #2 
Year, make & model 
Value 

k ~A 

LI Other assets 
Description - 
Value 



6. State every person, business, or organization owing you or your spouse money, and the 
amount owed. 

Person owing you or 
your spouse money 

JA- 

Amount owed to you 

$ 

$ 

$  

Amount owed to your spouse 

$W1,4 
$ 

$ 

State the persons who rely on you or your spouse for support. For minor children, list initials 
instead of names (e.g. "J.S." instead of "John Smith"). 

N/A 
Name Relationship Age 

Estimate the average monthly expenses of you and your family. Show separately the amounts 
paid by your spouse. Adjust any payments that are made weekly, biweekly, quarterly, or 
annually to show the monthly rate. 

You Your spouse 

Rent or home-mortgage payment 
00 ii ry 

(include lot rented for mobile homeWYes $I ""
Are real estate taxes included? LI N 
Is property insurance included? El Yes 

Utilities (electricity, heating fuel, 
water, sewer, and telephone) $ 1 
Home maintenance (repairs and upkeep) $_1A 

Food $_5oOo 

Clothing 
 

Laundry and dry-cleaning  

Medical and dental expenses 



You Your spouse 

Transportation (not including motor vehicle payments) $_W A $ t! V 
Recreation, entertainment, newspapers, magazines, etc. $ T\J_Jfr $ 

Insurance (not deducted from wages or included in mortgage payments) 

Homeowner's or renter's  

Life $ i'V1A 

Health 
 

Motor Vehicle  

Other:  
Taxes (not deducted from wages or included in mortgage payments) 

(specify): $ P'i  A  - 

Installment payments 

Motor Vehicle $Oo 
Credit card(s) $ _00 

Department store(s) 
a 

V',  00  
Other: a- SerL,ie $_A] \A 

Alimony, maintenance, and support paid to others $_t'1 1' 
Regular expenses for operation of business, profession, 
or farm (attach detailed statement) 

$______ 

Other (specify): $

~67  60 
IS 

Total monthly expenses: 



9. Do you expect any major changes to your monthly income or expenses or in your assets or 
liabilities during the next 12 months? 

Yes LI No If yes, describe on an attached sheet. f4i/ /L1 
C )  /m 

A64,3 14ea,'ve are on 

Have you paid - or will you be paying - an attorney any nøfiey for services in connection 
with this case, including the completion of this form? 'Yes Eli No 

If yes, how much?  

If yes, state the attorney's name, address, and telephone number: 

So*— ~sc r  ))q4, 
4c?$o S e43-/ rd,4')OLIii, 
JZp 

' 
; FL 33 K 

Have you paid—or will you be paying—anyone other than an attorney (such as a paralegal or 
a typist) any money for services in connection with this case, including the completion of this 
form? 

El Yes V'No 
If yes, how much? W A 

If yes, state the person's name, address, and telephone number: N 

Provide any other information that will help explain why you cannot pay the costs of this case. 

O H 4 bi T7  00 qca 4-2 010- Oo3YI 
611 PC1 

On ah-STO-i V24 r)y 1~e,41 - 
Imi ts~, CA~, Vt4t 41 M es-h CAse- V"nfot sq~ J 

I declare under perjury that the foregoing is true and correct. 

Executed on: Trt- 1 2019  

eJ/Z(LZIL 
(Signature) 



Acknowledgment by Individual 
of County of 

On this day of .20 . before me, 
Name ofary Public 

the undersigned Notary Public, personally appeared 

—&Q S53V 

Name of Signer(s) 

0 Proved to me on the oath of 

o Personally known to me 

IV-Proved to me on the basis of satisfactory evidence 
(Description of ID) 

to be the person(s) whose name(s) is/are subscribed to the within instrument, and acknowledged that he/she/they executed it. 

WITNESS my hand and official seal. 

4  fit LAN 
oN  4. 

S 

— 

S 
S ?OC /2 — S 

.5 .  
_,. 

114 li
NNN  
st" 

Q 0 k j- - C-3 
S4g!1!Lirotary Public) 

My commission expires 

Optional: A thumbprint is 
only needed if state statutes 
require a thumbprint. 

For Bank Purposes Only 
Description of Attached Document 
Type or Title of Document 

Docitiment Date • Number of Pages 

Signer(s) Other Than Named Above 

II IIIUI II lluhI hUll III IIllllll 
05G5350 (Rev 02- 05/17) FOO 100000DSG53500 1 

RECEIVED 

JUL 3-2013 
OFFICE OF THE CLERK 
SUPREME COURT, U.S. 



Employment Security Department 
WASHINGTON STATE 
P.O. Box 9046, Olympia, WA 98507 

Date: Feb 32018 
Letter ID: L0004503958 

1691 Claimant ID: FD8S8C AR ETH A D. BROWN 
EAGbE-CREEK••Rf)— 

H 

5S yI6 
JEtIt#)  Wñ 7 727 

Redetermination of Benefits, Wages and Hours 

This letter replaces the Stateineiil of Benc'/I.r, Wages and I-lows that we sent you on Nov 18 2017. Anytime there is an adjustment to your clami, we will Send you a new Redetermination ojBeiiejìtr, Wages, we! J-Iouix. 

We have determined: 
You may receive up to $0 each week you are eligible for unemployment benefits. 
The total amount you can receive for your benefit year is $0. 
Your benefit year is Oct IS 2017 to Oct 13 2018. 
We may need to adjust the amount based on a number of-factors. .... 

The amount you may get each week (called your weekly benefit amount) and the Iotal amount you can 
receive (called your maximum payable amount) are based on the hours you worked and wages you received between Oct 1 2016 to Sep 30 2017. This period is called your base year. Employers !)Y the entire cost of uncnîploymcnt benefits. 

If you have a hearing or speech impairment and need to call us, use the Washington Relay Service at 71  1. 

Search noire than 00,000 Washington jobs on WorkSotirceWA.eomn. Visit WorkSourec for lice emimploymemmi workshops and expert job-hunting advice. 
Read the Handbook For Unemployed Workers at esd.wa.gov  to timid everything you need to know about benefits, mncludiug training fora new career. 

Page: I of'  3 
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IN THE COURT OF CLAIMS OF OHIO 

ARETHA DENISE BROWN Case No. 2017-00945 

Plaintiff ORDER OF THE MAGISTRATE 

V. 

OHIO DEPARTMENT OF INSURANCE 

Defendant 

The court sua sponte amends the caption of this case to read as set out above. 

Plaintiff filed a povertypffidayit with the complaint. Upon review, the court has 

determined the statement to be valid and hereby waives payment of the filing fee only. 

VYE/A LaT"4 

cc: 

Ohio Attorney General 
Court of Claims Defense Section 
150 East Gay Street, 18th  Floor 
Columbus, Ohio 43215-3130 

Ohio Department of Insurance 
50 West Town Street 
Suite 300 
Columbus, Ohio 43215 

Aretha Denise Brown 
444 Eaglc Crcck-Road 3?  

Won-9&382-&744 

'All 
dic 

UZEO 



SWEDISH 

Request for Charity Care/Financial Assistance' 
Dear Patient and Family:' 

2 In keeping with its mission and core values, we are committed to providing health care for people regardless of their 

ability to pay. 

Our Charity Care/Financial Assistance: Medical bills may be difficult to pay. Patients who are unable to pay for all or part of their health care services, may 

apply for financial assistance by completing and returning this form. Patients and families who meet certain income 

requirements may qualify for free care or reduced-price care based on their family size and income, even if you have 

health insurance. 

To view our financial assistance policy and sliding scale guidelines, please go to residing State website: 
htt'/viwwswedish.or/patient-visitor-info/billing/financial-assistance 
What does financial assistance cover? Financial assistance covers medically necessary services provided by one of 
our ministries, depending upon your eligibility. Financial assistance may not cover all health care costs, including 
services provided by other organizations. 
If you have questions or need hp completing this application: Our financial assistance policies, information about 

the programs, and application materials are available on our website or via phone. You may obtain help for any 
reason, including disability and language assistance. Here's how to contact us: 
http://www.swedish.orgjpatient-visitor-info/billing/financial-assistance  Q .J )/2/fl) 
Customer Service Representatives at: 206-320-5300 or 877-406-0438 Monday - Friday 8:00am to 6:00pm in order for your application to be processed, you must provide: o Information about your family 

Fill in the number of family members in your household (family includes people related by birth, marriage, or adoption who live together) Cl Information about your family's gross monthly income (income before taxes and deductions) 
o Declare assets (as listed on financial assistance application form) o Attach additional information if needed o Sign and date financial assistance form 

"Income Source Verification Required**. Please submit with your application copies of the following documents: 3 months of employment pay stubs Recent filed tax return for all family members Please provide proof of any other income source as listed on financial assistance application form Note: You do not have to provide a Social Security number to apply for financial assistance. If you provide us with 
your Social Security number it will help speed up processing of your application. Social Security numbers are used to 
verify information provided to us. If you do not have a Social Security number, please mark "not applicable" or "NA." Mail completed application with all documentation to (be sure to keep a copy for yoursjflj 
jt:/www.swedishorg/patient-visitor-info/billngLfinanciaI-assistance Swedish Medical Center 

Attn: Corporate Business Office 
747 Broadway, Seattle WA 98122 


