Mark Stinson

Reg #29908-076

777 NW 155th Lin. 911

Miami, Florida 33169-6180

Ph: (786) 299-7499

Email: mstinson1@bellsouth.net
Pro se

March 20, 2025

Clerk of the Court

Supreme Court of the United States

1 First Street, NE

Washington, D.C. 20543

Re: Motion for Leave to Proceed as a Veteran (No. 23-5105)

To the Honorable Chief Justice John G. Roberts of the
Supreme Court of the United States:

I. Introduction
I, Mark Stinson, respectfully submit this motion for leave to process my case as a
veteran pursuant to Sup. Ct. R. 40 and relevant rules governing proceedings before this
Court.

II. Background Information

e I am a veteran of the U.S. Army, I have served my country honorably from
February 14, 1984, to February 15, 1988, also a tour of duty to the Gulf War,
from 12/10/1990 to 06/04/1991, where I was awarded the

National Defense Service Metal, Southwest Asia Service Metal with

RECEIVED
Three Bronze Stars and an Overseas Service Ribbon. Attached herptois a
MAR 25 2025
copy of my form DD-214, which verifies my status as a veteran. Qrr! CE OF THE CLERK
UPREME COURT, U.5,
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I am a 100 % total and permanent disable veteran that has been diagnosed
with Post-Traumatic Stress Disorder [PTSD]. My service has instilled in me
a profound respect for the rule of law and the judicial system. This motion
seeks permission from this esteemed court to allow my case to be processed
with consideration given to my status as a veteran. Attached hereto is a
copy of my VA letter of Benefit Information, which verifies my status as a
veteran.

III. Legal Basis for Motion

Under 38 U.C.S. § 7261(a)(1), veterans are entitled to certain
considerations in legal proceedings due to their service.

The Eleventh Circuit recognizes the importance of accommodating veterans
in its procedural rules and has established guidelines that support their
rights in appellate matters.

The court must also weigh all factual allegations in favor of the appellant

unless the facts are clearly baseless; Denton v. Hernandez, 504 U.S. 25, 32

(1992); see Estelle v. Gamble, 429 U.S. 97, 106, 97 S.Ct. 285, 50 L.Ed.2d 251

(1976).

Under Sup. Ct. R. 40, veterans are entitled to certain considerations in
legal proceedings due to their service and sacrifices made for our
country. This motion is submitted in accordance with these provisions to

ensure that my status as a veteran is recognized throughout these
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proceedings. Fincher v. Ga. Pac. LL.C, No. 108-cv-3839, 2009 U.S. Dist.

LEXIS 33558, 2009 WL 1075269, at *1 (N.D. Ga. Apr. 21, 2009); Desert,

Palace, Inc. v. Costa, 539 U.S. 90, 123 S.Ct. 2148, 156 L.Ed.2d 84 (2003).

The court notes the well-recognized principle that complaints drawn by pro
se litigants are held to a less stringent standard than those drawn by legal

counsel. Haines v. Kerner, 404 U.S. 519 92 S.Ct. 594, 30 L.Ed.2d 652

(1972); U.S. ex rel. Dattola v. Nat. Treasury Emp. Union, 86 F.R.D. 496

(W.D. Pa. 1980).

IV. Argument

The circumstances surrounding my case warrant special consideration due to my

status as a veteran. Specifically:

The issues presented in this case involve matters that directly affect
veterans’ rights and benefits.

My military service has impacted my ability to navigate and investigate
this complex illegal, malicious intentional fraudulent, deceptive, cruel and
unusual punishment and voluminous challenges effectively.

The Petitioner only must apply for this procedure because the Veterans
Affairs Office (VA) has not approved his Veteran’s Application for
Increased Compensation Based on Unemployability at this time filed on

08/12/2023. The application is attached.
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The Petitioner only must apply for this procedure because the (VA) has not
given him back the over $5,000 that was held for the attorneys that did
not represent Stinson in any VA matters, also the attorneys would not
sign a release of financial obligation form for Stinson and give it to the VA
filed on 10/11/2023. The Decision Review Request form is attached. The
Florida Bar was contacted in December 2024, and their final response
letter is attached.

The Petitioner only must apply for this procedure because the VA started
on 02/2025, deducting $852 monthly, for an over payment of

compensation from Stinson which Stinson has appealed on 09/25/2024, but
the deduction has started deducting $30,659.95 in total. The Decision
Review Request form is attached.

The Petitioner only must apply for this procedure because the disabled
benefits from the Social Security Office (ssa)is still pending since August
30, 2022. The Form SSA-1695 is attached.

Granting this motion will allow me access to necessary resources and
support available for veterans involved in litigation.

V. Request for Relief

I respectfully request that this Court grant me leave to proceed as a
veteran in this matter.

This request is made in good faith and is not intended to cause delay or
prejudice against any party involved.
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VI. Conclusion
Therefore, for the foregoing reasons stated above, Mr. Stinson, Sr. respectfully
pray that this Honorable Court grants my motion for leave to proceed as a veteran in

this matter, without delay.

Respectfully submitted,

Mok, 7 M

Mark T. S£inson, Sr.

Reg# 29908-076

777 NW 155tk Ln. 911

Miami, F1. 33169-6180

Ph: (786) 299-7499

Email: mstinson l@bellsouth.net
March 20, 2025

Pro Se
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CERTIFICATE OF COMPLIANCE WITH TYPE-VOLUME LIMITATION
TYPEFACE REQUIREMENTS, AND TYPE STYLE REQUIREMETS

As required by Supreme Court Rule 33.1(h), I certify that the petition for leave to
proceed as a veteran contains 797 words, excluding the parts of the petition that
are exempted by Supreme Court Rule 33.1(d).

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

Executed on March 20, 2025.

Mok, 7 M

Mark T. Stinson, Sr.
Pro se

CERTIFICATE OF SERVICE

I hereby certify that a copy of the foregoing motion for Leave to Proceed as a Veteran,
was sent to the respondent via electronic mail this 20th day of March 2025, to the
following:

Mary H. Morris Assistant United States Attorney
167 N. Main, Room 800

Memphis, TN 38103

(9091) 544-4231

Email: marv.morris@usdoj.cov

Mok, 7 M

Mark T. Sltinson, Sr.
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DEPARTMENT OF VETERANS AFFAIRS

February 17, 2025

Mark Tyrone Stinson In Reply Refer to:
777 Nw 155th Ln Apt 911 XXX-XX-0253
Miami, FL 33169 27/eBenefits

Dear Mr. Stinson:

This letter certifies that Mark Tyrone Stinson is receiving service-connected disability compensation from the
Department of Veterans Affairs.

The current benefit paid is as follows:

Gross Benefit Amount Samsans

Net Amount Paid RSTRNSE)
Effective Date December 1, 2024
Combined Evaluation 100 percent

How You Can Contact Us

« If you need general information about bensfits and eligibility, please visit us at hitps://www.ebenefits.va.qgov
or hito: www.va.gos..
. Call us at 1-800-827-1000. If you use a Telecommunications Device for the Deaf (TDD), the number is 1-
800-829-4833.
- Ask a question on the Internet at httos://www.va.gov/contact-us.
Sincerely Yours,

Regional Office Director



OMB Control No. 2900-0886
Respondent Burden: 15 minutes
Iexpivaion Date: 05/31/2027

vAa & (BONOT W S 8PACE)
DECISION REVIEW REQUEST: SUPPLEMENTAL CLAIM

IMPORTANT:; Please read the Privacy Act and Respondent Burden Information on page 3 before completing
the form. Use this form to submit a claim if you disagree with a decision you received. For more information
you can contact us online through Ask VA: hitps./fask.va.govl or call us toll-free at 1-800-698-2411 (TTY:711),

If you prefer you may complete and submit the form onfine by using the addresses and weblinks listed in the

ructi e 2.

1. BENEFIT TYPE (PLEASE CHECK ONLY ONE BOX)
Note: If you would like to file for multiple benefit types, you must complete a separate VA Form 20-0995 for each benefit type.

[JcomPENSATION [[] PENSION/DIC/SURVIVORS BENEFITS JZFIDUCIARY
[]EPUCATION [[]LoAN GUARANTY [T]LIFE INSURANCE
[C]vETERAN READINESS AND EMPLOYMENT ] NATIONAL CEMETERY ADMINISTRATION

I:I VETERANS HEALTH ADMINISTRATION (NOTE: If checked, speclf?( In the space provided below, which benefit type you are claiming for VHA. (e.g., Travel/Mlleage
Relmbursement, Medical Treatment Reimbursement, Health Care Ellglbliity, Clothing Allowance, stc.)

SECTION I: VETERAN'S IDENTIFICATION INFORMATION

NQTE: You may complele the form online or by hand. If completed by hand, print the information requested in ink, neatly and legibly, inserl one letier per box, and complstely fill
in each applicable checkbox lo help expedile processing of the form.
2. VETERAN'S NAME (FIrst, Middle Inltial, Last)

[lalrlel T T T [ || [e][slalzlwlsloln] [ T | [ [ | | |

3. SOCIAL SECURITY NUMBER 4. VA FILE NUMBER (If applicable) 5. DATE OF BIRTH (MM/DD/YYYY)

| 1 1 i
cea-oa-eaee [ [ [T T[] |de-ee-eaes
6, SERVICE NUMBER (If applicable) 7. VA INSURANCE POLICY NUMBER (If applicable) ) ) ’

AENEEEEEEEEIEEEEEEEEEEEEEEEEEE

8. MAILING ADDRESS (Number, street or rural route, P.O. Box, City, Stete, ZIP Code and Country)
Moo [T 7] [wlw] Jalsls[efnl [efafwfel T T T [ T T 1 [T/}
sourinmoer [ 9] 1] 1] | | ow [wlo[w[e[u] Tu[sfafufz] T [ [ [ [ [ |
State/Province F-ﬂ Country | U SI ZIP Code/Postal Code [ 3 | 3 I 1 1 61 9 l o [ 6[ 1 I g8l 0 I
9, TELEPHDNE NUMBER (Optional) (Include Area Code) 10. E-MAIL ADDRESS (Optional)
[Lslel-[2[2]°] - [TTels]2]

MSTTNSON1@BELLSOUTH.NET

Enter International Phone Number (If applicable)
SECTION Il: CLAIMANT'’S IDENTIFICATION INFORMATION
(Complete this section ONLY [F the claimant is NOT the veteran)
11. CLAIMANT'S NAME (First, Middte Initlal, Last) (If other than vetsran)

(T I T T T T rr i el gl

12. SOCIAL SECURITY NUMBER 13. VA FILE NUMBER (If appliceble)

(T - =T AL LI L L L] | ]

14, BATE HF BIRTH (MMIODYYYY) 18. VA INSURANCE POLICY NUMBER (If applicablo)

1 I S A N N N A O I A

18, RELATIONSHIP TO VETERAN (Check one)
[[Jsrouse  [TlcHio []FiDUCIARY [JPARENT  [TJOTHER (Specify)

47. MAILING ADDRESS (Number, street or rural route, P.O. Box, City, State, ZIP Code and Country)

vt T T [ [ T 1T T T T LT T T TTTTTTTTT T[] ||
poomiomr [ | | | | | e [T T T TTTTT T T 11T 1 ]|
State/Province J Country I:j ZIP Code/Postat Codel [ I | '—l l I J ]

18, TELEPHONE NUMBER (Optional) (Include Araa Code) 19. E-MAIL ADDRESS (Optional)
Enter International Phone Number (if applicable)

nfn}:\w(z)oi i?'j 20-0995 SUPERSEDES VA FORM 20-0995, SEP 2022,
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SECTION ill: HOMELESS INFORMATION

homeless, If this ltem does not apply to you, skip to Section IV,

| "IMPORTANT: The following questions (Items 20A through 20D) should ONLY be completed if you are currently hameless or at risk of becoming

DYES (i "Yes," complete tems 208 through 20D regarding your living situation)

ZrNo (If "No," skip to ltem 21)

20A. ARE YOU CURRENTLY HOMELESS OR AT RISK OF BECOMING HOMELESS?

20B. WHICH OF THESE STATEMENTS BEST DESCRIBES YOUR LIVING
SITUATION? (Select all that apply)

1 LIVE OR SLEEP IN A PLACE THAT IS NOT MEANT FOR REGULAR
l:] SLEEPING (e.g., a car, park, abandoned bullding, bus station, train station,
airport or camp ground)

I LIVE IN A SHELTER (e.g., a hotel or motel that is meant for temporary
stays)

[:l 1 AM STAYING WITH A FRIEND OR FAMILY MEMBER, BECAUSE { AM
UNABLE TO OWN A HOME RIGHT NOW

[

[

IN THE NEXT 30 DAYS, | WILL HAVE TO LEAVE A FACILITY, LIKE A
HOMELESS SHELTER

IN THE NEXT 30 DAYS, | WILL LOSE MY HOME

Note: This selectlon includes any house, apartment, trailer, or other living
space that you own, rent, or live In without paying rent, any hotels or
motels that are meant for terporary stays, or a living space that you share
with others.)

D NONE OF THESE SITUATIONS APPLY TO ME

Note: We understand thal you may have other housing risks no listed here. If
you feel comforiable sharing more about your situation, you can check “other
and specify in the space provided. Or you can check "other’ and not include any
details. We will use this information only to prioritize your request.

[C] OTHER (Specify)

20C. POINT OF CONTACT (Name of person VA can contact in order ta get in touch with you)

20D. POINT OF CONTACT TELEPHONE NUMBER {(Include Area Code)

— —

Enter International Phone Number
(If applicable)

SECTION {V: ISSUE(S) FOR SUPPLEMENTAL CLAIM

withdrawn,

21, YOU MUST LIST EACH ISSUE DECIDED BY VA THAT YOU WOULD LIKE VA TO REVIEW AS PART OF YOUR SUPPLEMENTAL CLAIM (Note: Refer
to your declston natice(s) for a list of adjudicated issues. For each issue, identify the date of VA's decision.)

If you are responding to a Statement of the Case (SOC) or a Supplemental Statement of the Case (SSOC): By submitting this form, | agres to participate
in the modernized revlew system for the following issues decided in a SOC or SSOC. | am withdrawing the eligible appeal issues listed in ltem 21A in their
entirety, and any assoclated hearing requests, from the legacy appeals system. | understand 1 cannot return to the legacy appeals system for the issue(s)

21A. SPECIFIC ISSUE(S)

21B. DATE OF VA DECISION NOTICE

REFUND ATTORNEY FEES

10-10~ 2023

VA FORM 20-0895, MAY 2024
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SECTION V: NEW AND RELEVANT EVIDENCE

IMPORTANT: To complete your application, you must submit new and relevant evidence to VA or tell us about new and relevant evidence that VA can assist you in
gathering In supporl of your supplemental claim. If you have records In your possession, attach the records to this form. List your name and file number on each
page. If you would like VA to obtain non-Federal records, review your decision notification letter or read the instructions for this section on Page 3 that lists the
appropriate forms to complete and submit those farms to VA with this request form. Note: Unless your supplemental claim is based on a change in law, you'll
need to submit supporting evidence that's new and relevant for your application to be complete. You can also identify evidence you'd like us to gather for you.

294, IDENTIFY WHERE YOU HAVE RECEIVED TREATMENT (Check all that apply)
E] PRIVATE HEALTH CARE PROVIDER (including non-Federal records)

[Tl VAVET CENTER
[[] cOMMUNITY CARE (Paid for by VA)
I:l VA MEDICAL CENTER(S) (VAMC) AND COMMUNITY-BASED QUTPATIENT CLINICS (CBOC)

D DEPARTMENT OF DEFENSE (DOD) MILITARY TREATMENT FACILITY(IES) (MTF)
er OTHER (Specify), REFUND ATTORNEY FEES
Note: VA has access to VAMC, CBOC, and MTF records. A consent form is not needed. However, if you would like VA to attempt to ohtain your private provider,

(excluding community care {paid for by VA)) or VA Vet Center health records, VA requires your consent by completing VA Forms 21-4142, Authorization to
Disclose Information fo VA, and 21-4142a, General Release for Medical Provider Information to VA, VA forms are available at www.va.govivaforms.

Note: If treatment began from 2005 ta present, you do not need {o provide in ltem 22C the date(s) of {reatment.

22B. NAME AND LOCATION OF THE i 220, DATE(S OF e T ) 22D. CHECK THE BOX IF YOU DO NOT
TREATMENT FACILITY PP (MM_%) ptable HAVE DATE(S) OF TREATMENT

= [[] Don't have date

— [] Don'thave date

— [C] Don'thave date

SECTION Vi: 5103 NOTICE OF ACKNOWLEDGMENT
(This section applies to Compensation, Pension, DIC, and Accrued benefit claims onty.
Note: If we issued your decision within the past year, skip to Section Vil
73, FOR SPECIFIC EVIDENCE YOU NEED TO PROVIDE WITH YOUR GLAIM, VISIT ONE OF THESE PAGES ON www.v2.gov.

» Evidencs to support a claim for Veterans Disability Compensation and related Compensation benefits: htlps:funy, va.govidisability/how-to-file-claim/evidence-needed/,

. Bvidence to support a claim for VA pension, DIC, or accrued benefits:_hitps:/www va,anviresourceslavidence-to-support-va-pension-dic-or-accued-henefits-claims/.

| CERTIFY THAT | HAVE REVIEWED THE NOTICE OF EVIDENGCE THAT RELATES TO MY CLAIM.

JZ YES [] NO (if you check "No,” VA will send the 5103 notice ta you via mall.)

SECTION ViI: OPTION FOR VETERANS BENEFITS ADMINISTRATION (VBA TO NOTIFY VETERANS HEALTH ADMINISTRATION
(VHA) ABOUT CERTAIN UPCOMING EVENT(S) DURING THE CLAIM AND OR APPEAL PROCESS

IMPORTANT: For information on VHA health care services, visit www.va.govihealth-carelabout-va-hpalth-benefits. To learn more about VHA health care services
available related to military sexual trauma (MST), you can conlact & VHA MST Coordinator. A list Is avallable at www.mantalhealth.va.govimsthomealvha-mst-

goordinators,asp or you can contact your local VA medical facility and ask to speak to the MST Coordinator.
24 It you are filing & claim for compensation for a condition due to a personal traumalic evenl(s) involving MST and you are registered and/or enrolled for VHA health care,
you have the option for VBA 1o electronically notily VHA about certain upcoming evenl{s) during your claim and/or appeal p These (8) are any schedulsd
compensation and pension (C&P) examinalion, hearing before the Board of Velerans' Appeals, and any decision notification. When nolified, VHA will place an indicator in your
medical record to alert VA health care providers that these evenl(s) are scheduled to occur. Notifications lo VHA would only Indicate the type of eveni(s) and potential ime
frame, not any detalls specific to your claim. The indicalor in your medical record would not identify your claim as MST-related, but at this lime, only claimants filing MST-
related claims are provided this notification option. For this reasen, providers may know that the Indicator is in relalion to an MST-related claim. The decision o consent, not
t, or revoke prior \tinto the automatic notification system will not affect the status or outcome of your claim. A response is not required. If you do not

respond, VBA will not send alectranic nolifications to VHA, nor will the outcome of your claim be impacted. If you would like VBA lo send these elecironic notifications o VHA,
pleasa indicale your consent by selecting a check box below.

A | CONSENT TO HAVE VBA NOTIFY VHA ABOUT CERTAIN UPCOMING EVENT(S) RELATED TO MY CLAIM AND/OR APPEAL (Note: | understand that an
JZI Indicator for these event(s) wil appear in my VHA medical record.)

B. 1 DO NOT CONSENT TO HAVE VBA NOTIFY VHA ABOUT CERTAIN UPCOMING EVENT(S) RELATED TO MY CLAIM AND/OR APPEAL (Note: | understand that
D an Indicator for these event(s) will not eppear in my VHA medical record.)

C. ] REVOKE PRIOR CONSENT TO HAVE VBA NOTIFY VHA ABOUT CERTAIN UPCOMING EVENT(S) RELATED TO MY GLAIM AND/OR APPEAL (Note: |
D understand that in the future, notlce of these event(s) will na longer appear in my VHA medical record.)

[T] D.NOT APPLICABLE AND/OR NOT ENROLLED OR REGISTERED IN VHA HEALTH CARE

Note: You have the option to modify your previous selection at any time. Mail your correspondence to: Department of Veterans Affairs, Compensation
Intake Center, P.O. Box 4444, Janesville, Wl 53547-4444.

VA FORM 20-0995, MAY 2024 Page 6



SECTION VIII: CERTIFICATION AND SIGNATURE

| CERTIFY THAT the foregoing statement(s) are true and correct to the best of my knowledge and belief.

26A.VETERANICLAIMANT'S SIGNATUR 25B. DATE SIGNED (MM/DD/YYYY)
7 2 10— 11— 2 0 2 4

SECTION IX: WITNESSES TO SIGNATURE
(Note: Only use this section if the veterani/claimant used an "X" in ltem 25A)

26A. SIGNATURE OF THE FIRST WITNESS 26B. PRINTED NAME AND ADDRESS OF FIRST WITNESS

Name:

Address:

27A. SIGNATURE OF THE SECOND WITNESS 27B. PRINTED NAME AND ADDRESS OF SECOND WITNESS
Name:

Address:

SECTION X: ALTERNATE SIGNER CERTIFICATION AND SIGNATURE (Note: Required only if Item 25A is blank.)

NOTE 1: An alternate signer signature wili not be accepted unless a valid VA Form 21-0972, Afternate Signer Certification, is of record or attached to this
request,

NOTE 2: For insurance appeals, either VA Form 21-22, Appointment of Veterans Service Organization as Claimant's Representative, VA Form 21-22A,
Appointment of Individual as Claimant's Representative, OR VA Form 21P-565, Certificate of Legal Capacily to Receive and Disburse Benefits and Fee

Autherization, needs to be of record fo allow an alternate signer to sign on behalf of the claimant.

| GERTIFY THAT by signing on behalf of the claimant, that | am a court-appointed representative; OR, an attorney in fact or agent authorized to act on
hehalf of a claimani under a durable power of attorney; OR, a person who is responsible for the care of the claimant, 1o include but not limited to a spouse
or other relative; OR, a manager or principal officer acting on behalf of an institution which is responsible for the care of an individual, AND, that the
claimant is under the age of 18; OR, is mentally incompetent to provide substantially accurate information needed to complete the form, or to certify that

the statements made on the form are true and complets; OR, is physically unable to sign this form,

} understand that | may be asked to confirm the truthfulness of the answers to the best of my knowledge under penalty of perjury, | also understand that VA
may request further documentation or evidence to verify or confirn my authorization to sign or complete an application on behalf of the claimant if
necessary. Examples of evidence which VA may request include: Social Security Number (SSN) or Taxpayer Identification Number (TIN); a certificate or
order from a court with competent jurisdiction showing your authority to act for the claimant with a judge's signature and a date/time starmp; copy of
documentatian showing appointment of fiduciary; durable power of attorney showing the name and signature of the claimant and your authority as atlorney
In fact or agent; health care power of attormey, affidavit or notarized statement from an institution or person responsible for the care of the claimant
indiceting the capacity or responsibility of care provided; or any other documentation showing such authorization.

28A. ALTERNATE SIGNER'S SIGNATURE 28B. DATE SIGNED (MM/DD/YYYY)

SECTION Xi: POWER QF ATTORNEY (POA) SIGNATURE
(Note: This section does not apply to insurance claims)

| CERTIRY THAT the claimant has authorized the undersigned representative to file this claim on behalf of the claimant and that the claimant is aware and
accepts the Information provided in this document. | certify that the claimant has authorlzed the undersigned representative to state that the claimant

certifies the truth and completion of the Information contained in this document to the best of claimant's knowledge.

NOTE: A POA's slgnature will not ba accepted unless at the time of submission of this claim a valid VA Form 21-22, or VA Form 21-22a, Indicating the
appropriate POA is of record with VA,

29A. POAJAUTHORIZED REPRESENTATIVE'S SIGNATURE 29B. DATE SIGNED (MM/DD/YYYY)

29C. ACCREDITATION NUMBER 29D, DATE LAST VA FORM 21-22 OR VA FORM 24-22A WAS SUBMITTED
' (If known)

PENALTY: The law provides severe penalties which include fine or imprisonment, or both, for the willful submission of any statement or
evidence of a material fact, knowing it to be false, or for the fraudulent acceptance of any payment to which you are not entitled.

VA FORM 20-0995, MAY 2024
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The Florida Bar

651 East Jefferson Street
Tallahassee, FL 32399-2300
850/561-5600

Joshua E. Doyle
www.floridabar.org

Executive Director

February 14, 2025

Mr. Mark T. Stinson, Sr.
777 N.W. 155th Lane
Apartment #911

Miami, FL 33169

Re: Carol Avard; The Florida Bar File No. 2025-10,267(20A)

Dear Mr. Stinson:

We have carefully considered your inquiry/complaint with all of the information available
and find no basis for further action by this office. Your inquiry/complaint involves a fee
dispute. This office has no jurisdiction over fee disputes unless the amount demanded
is clearly excessive, extortionate, or fraudulent. Your inquiry/complaint does not fall into
any of those categories.

Further questions regarding fee disputes may be directed to the Fee Arbitration program
assistant in our Tallahassee office at 850/561-3166, should you desire to arbitrate this

matter.

The Florida Bar cannot give you legal advice, and our disposition of this
inquiry/complaint has no effect on any legal remedy that you may have. If you have
further concerns about any legal issue, please consult with legal counsel of your choice.

Our file on this matter is now closed. Pursuant to the Bar's records retention schedule,
the computer record and file will be disposed of one year from the date of closing.

Sincerely,
: N 2 L
Carlos A. Leon, Bar Counsel

Attorney Consumer Assistance Program
ACAP Hotline 866-352-0707

cC; Ms. Carol Avard



OMB Control No. 2900-0886
Respondent Burden; 15 minutes
Expiration Date: 05/31/2027

LS, Department VA DATE STAMP
I of Veterans Affasrs | (DO NOT WRITE IN THIS SPACE)

DECISION REVIEW REQUEST: SUPPLEMENTAL CLAIM

IMPORTANT; Please read the Privacy Act and Respondent Burden information on page 3 before completing
the form. Use this form to submit a claim if you disagree with a decision you received. For more information
you can contact us online through Ask VA: hitps://ask.va.qov! or call us toll-free at 1-800-698-2411 (TTY:711).
If you prefer you may complete and submit the form online by ust SSES links listed in the
lnstructions, Page 1 or 2.

1, BENEFIT TYPE (PLEASE CHECK ONLY ONE BOX)
Note: If you would like to file for muitipie benefit types, you must complete a separate VA Form 20-0995 for each benefit type.

COMPENSATION [] PENSION/DIC/SURVIVORS BENEFITS [] Fibuciary
[T]EDUCATION ] LOAN GUARANTY
[CJVETERAN READINESS AND EMPLOYMENT [[] NATIONAL CEMETERY ADMINISTRATION

l:] VETERANS HEALTH ADMINISTRATION (NOTE: if checked, spedify in the space provided below, which beneiit type you are claiming for VHA. (e.g., Travel/Mileage
Relmbursement, Medical Treatment Relmbursement, Health Care Eligibliity, Clothing Allowance, etc.)

[CJLIFE INSURANGE

SECTION |: VETERAN'S IDENTIFICATION INFORMATION
NOTE: You may complete the form online or by hand. If completed by hand, print the information requested in Ink, neatly and legibly, insert one lefter per box, and completely fill

[r] [sTelzwlsloln] | | | | [ T T T[]

in each applicable checkbox to help expedile processing of the form.
2. VETERAN'S NAME (First, Middle Initial, Last)

[(m[afr[xl T T [ | | |

3, SOCIAL SECURITY NUMBER 4. VA FILE NUMBER (If applicable) 5. DATE OF BIRTH (MM/DDMYYY)
co/a-oe-@eee [ [ [ [ [ [ [ oce-eoa-taae
8. SERVICE NUMBER (!f applicable) 7. VA INSURANCE POLICY NUMBER (If applicable)
Crrrrrrrr] JECT T T T il el p T ]

8 MAILING ADDRESS (Number, strest or rural route, P.O. Box, Clty, State, ZIP Code and Country)

nos [5]7] 7] [wlw] [als]slela] {elalwlel T [ T T T T [ [ 1 1T[1]
porwnimes [o] 2] 1] | | ow [mlzlalwlz] | [ [ [ T T T T T T 1T T]
State/Province Country 2P CoderPostaiCode [ 3] 3] 1[ 6] 9] = [6] 1] 8] 0]

9. TELEPHONE NUMBER (Oplional) {Include Area Code) 10. E-MAIL ADDRESS (Optlonal)

[71ele]~[2]slo]~[7]alol¢]

Enter International Phone Number (If applicable)

MSTINSON1@BELLSOUTH.NET

SECTION il: CLAIMANT'S IDENTIFICATION INFORMATION
(Complete this section ONLY IF the claimant is NOT the veteran)
11. CLAIMANT'S NAME (First, Middle Initial, Last) (if other than veteran)

EEEEEEEEEEENIEIEEEEEEEEEEEEEEEEEE

12. SOCIAL SECURITY NUMBER 13. VA FILE NUMBER (If applicable)
(Trd=(T-[T T T I T TTLL1]]

14, DATE OF BIRTH (MM/IDD/YYYY) 15 VA INSURANCE POLICY NUMBER (If applicable)

Ci-~f1=Cr 11 (LT T T T I T T T T T I ] L] I [ 1]

16. RELATIONSHIP TO VETERAN (Check one)
[Tspouse [Tjemuo [Jeouciary [JPARENT [ JOTHER (Specify)

17. MAILING ADDRESS (Number, street or rural route, P.O. Box, City, Stats, ZIP Code and Country)

wos T T [ [ [T [T T T T TTTTTTTTITIT I T

v [ 1T 1 1 1] o L L LT T T T TT T TTT T
State/Province |:|:, Country I:l:l zpcoasrpostaicode | | | | | | —=[ [ [ [ |

16. TELEPHONE NUMBER (Optional) (Include Area Code) 19, E-MAIL ADDRESS (Optional)

T T1-CIT T 1-C 1 1 11

Enter International Phone Number (If applicable)

WA FORM . i Page 4
viavaose 20-0995 SUPERSEDES VA FORM 20-0995, SEP 2022, g



SECTION Hii: HOMELESS INFORMATION

IMPORTANT: The following questions (ltems 20A through 20D) should ONLY be completed if you are currently homeless or at risk of becoming

homeless, If this item does not apply to you, skip to Section IV.

20A. ARE YOU CURRENTLY HOMELESS OR AT RISK OF BECOMING HOMELESS?

[:]YES (If"Yes,"” complete ltems 20B through 20D regarding your Iiving situation)

NO  (If"No," skip to ltem 21)

20B. WHICH OF THESE STATEMENTS BEST DESCRIBES YOUR LIVING
SITUATION? (Select all that apply)

) LIVE OR SLEEP IN A PLACE THAT IS NOT MEANT FOR REGULAR
D SLEEPING (e.g., a car, park, abandoned building, bus station, train station,
airport or camp ground)

| LIVE IN A SHELTER (e.g., a hote! or motel that is meant for temporary
stays)

| AM STAYING WITH A FRIEND OR FAMILY MEMBER, BECAUSE | AM
UNABLE TQ OWN A HOME RIGHT NOW

IN THE NEXT 30 DAYS, | WILL HAVE TO LEAVE A FACILITY, LIKE A
HOMELESS SHELTER

IN THE NEXT 30 DAYS, | WILL LOSE MY HOME

Note: This selection includes any house, apartment, trailer, or other living
space that you own, rent, or live in without paying rent, any hotels or
motels that are meant for temporary stays, or a living space that you share
with others.}

[] NONE OF THESE SITUATIONS APPLY TO ME

Ooo

Note: We understand that you may have other houslng risks not listed here. If
you feel comfortable sharing more about your siluation, you can check "other’
and specify in the space provided. Or you can check "olher' and not include any
details. We will use this information only to prioritize your request

[[] OTHER (Specify)

20C. POINT OF CONTACT (Name of person VA can contact in order to get in touch with you)

20D. POINT OF CONTACT TELEPHONE NUMBER (Include Area Code)

Enter International Phone Number
(If applicable)

SECTION IV: ISSUE(S) FOR SUPPLEMENTAL CLAIM

24 YOU MUST LIST EACH ISSUE DECIDED BY VA THAT YOU WOULD LIKE VATO REVIEW AS PART OF YOUR SUPPLEMENTAL CLAIM (Note: Refer
ta your deciglon notice(s) for a list of adjudicated issues. For each Issue, Identify the date of VA's decision.)

If you are responding to a State
In the modernized review system

ment of the Case (SOC) or a Supplemental Statement of the Case (SSOC): By submitting this form, | agree to participate
for the following issues decided in @ SOC or SSOC. | am withdrawing the eligible appeal issues listed in Item 21A in their

entirety, and any associated hearing requests, from the legacy appeals system. | understand | cannot retum to the legacy appeals system for the issue(s)

withdrawn.

21A. SPECIFIC ISSUE(S)

21B. DATE OF VA DECISION NOTICE

T DISAGREE WITH THE VA DESCISON MADE ON JUNE 5, 2024, TO PAY

$30,659.95 *SEE FORM 21-4193%*

06— 05~ 2024

VA FORM 20-0895, MAY 2024

Page 5



SECTION V: NEW AND RELEVANT EVIDENCE

IMPORTANT: To complete your application, you must submit new and relevant evidence to VA or tell us about new and relevant evidence that VA can assist you In
gathering In support of your supplemental claim. If you have records In your possession, attach the records to this form. List your name and file number on each
page. If you would fike VA to obtain non-Federal records, review your decision notification letter or read the instructions for this section on Page 3 that lists the
appropriate forms to complete and submit those forms to VA with this request form. Note: Unless your supplemental claim is based on a change in law, you'll
need to submit supporting evidence that's new and relevant for your application to be complete. You can also identify evidence you'd like us to gather for you.

227, IDENTIFY WHERE YOU HAVE RECEIVED TREATMENT (Check all that apply)
D PRIVATE HEALTH CARE PROVIDER (including non-Federal records)

[] VAVETCENTER

[[] COMMUNITY CARE (Paid for by VA)

VA MEDICAL CENTER(S) (VAMC) AND COMMUNITY-BASED OUTPATIENT CLINICS (CBOC)
[(] DEPARTMENT OF DEFENSE (DOD) MILITARY TREATMENT FACILITY(IES) (MTF)

D OTHER (Specify):

Note: VA has access to VAMG, CBOC, and MTF records. A consent form is not needed. However, If you would like VA to attempt to obtain your private provider,
(excluding community care (paid for by VA)) or VA Vet Center health records, VA requires your consent by completing VA Forms 21-4142, Authorization to
Disclose Informatlon to VA, and 21-4142a, General Release for Medical Provider Information to VA, VA forms are avallable at www.va.govivaforms.

Note: If treatment began from 2005 to present, you do not need to provide in ltem 22C the date(s) of treatment.

22B. NAME AND LOCATION OF THE ( /fzfégﬂfé?a gz gzi’f“’“fa'ﬂe) 22D. CHECK THE BOX IF YOU DO NOT
TREATMENT FACILITY pp oep HAVE DATE(S) OF TREATMENT
(MM-YYYY)
— [7] Don'thave date
pres [] Don'thave date
e ] Don't have date

SECTION Vi: 5103 NOTICE OF ACKNOWLEDGMENT
(This section applies to Compensation, Pension, DIC, and Accrued benefit ciaims only.
Note: If we issued your decision within the past year, skip to Section VI
23. FOR SPECIFIC EVIDENCE YOU NEED TO PROVIDE WITH YOUR CLAIM, VISIT ONE OF THESE PAGES ON www.va.gov.

. Evidence to suppoart a claim for Veterans Disability Compensation and related Compensation benefits: _https.iwvew.va.govidisability/how-to-file-claim/evidence-needed/.

+ Eyidencs to support a claim for VA pension, DIC, or accrued benefits: https: /i, va goviresources/evidenca-to -support-va-pension-dic-or-accrued-benefits-claims/.

| GERTIFY THAT | HAVE REVIEWED THE NOTICE OF EVIDENCE THAT RELATES TO MY CLAIM.

YES [:] NO (if you check "No," VA will send the 5103 notice to you via mail.)

SECTION ViI: OPTION FOR VETERANS BENEFITS ADMINISTRATION (VBA) TO NOTIFY VETERANS HEALTH ADMINISTRATION
(VHA) ABOUT CERTAIN UPCOMING EVENT(S) DURING TH CLAIM AND OR APPEAL PROCESS

IMPORTANT: For information on VHA health care services, visit wvnw.va.govihealth-care/about-va-health-benefits. To leamn more aboul VHA heallh care services
available related to milltary sexual trauma (MST), you can contaet a VHA MST Coordinator. A list is available at vww tathealth.va.govimsthomelvha-met-
coordinators.asp or you can contact your local VA medical facility and ask to speak to the MST Coordinator,

24 If you are filing a claim for compensation for a condition due to a personal traumatic event(s) Involving MST and you are registered andfor enrolled for VHA health care,
yau hava ths optlon for VBA to electronically notify VHA about cartain upcoming mnt{g} during your claim and/or appeal These (s} are any scheduled

compensatlon and pension (C&P) examination, hearing before the Board of Appeals, and eny devision notification. When notified, VHA will place en indicator in your
madical record to alert VA health care providers that these eveni(s) are scheduled o occur. Notifications to VHA would anly indicate the type of aveni(s) and potential time
frame, not any details specific to your claim, The indicalor in your medical record wotlld not Identify your claim as MST-related, but at this time, only claimants filing MST-
related claims are provided this notification option, For this reason, providers may know that the indicator is in relation to an MST-related claim. The decision to consent, not
consent, or revoke prior consent into the automatic notification system will not affect the status or outcome of your claim. A response s not required. If you do not
respond, VBA will not send elecironic notifications to VHA, nor will the cutcome of your claim be impacted. Il you would like VBA to send these eleclronic notifications to VHA,

please Indicate your consent by selecting a check box below.
A1 CONSENT TO HAVE VBA NOTIFY VHA ABOUT CERTAIN UPCOMING EVENT(S) RELATED TO MY CLAIM AND/OR APPEAL (Note: | understand that an

Indicator for these event(s) will appear In my VHA medical racord.)
B. 1 DO NOT CONSENT TO HAVE VBA NOTIFY VHA ABOUT CERTAIN UPCOMING EVENT(S) RELATED TO MY CLAIM AND/OR APPEAL (Note: | understand thal
D an indicator for these event(s) will not appear in my VHA medical record )
C. | REVOKE PRIOR CONSENT TO HAVE VBA NOTIFY VHA ABOUT CERTAIN UPCOMING EVENT(S) RELATED TO MY CLAIM AND/OR APPEAL (Note |
D understand that in the future, notice of these event(s) will no longer appear in my VHA medical record.)
[} D.NOT APPLICABLE AND/OR NOT ENROLLED OR REGISTERED IN VHA HEALTH CARE

Note: You have the option to modify your previous selection at any time. Mail your correspondence to: Department of Veterans Affairs, Compensation
Intake Center, P.0O. Box 4444, Janesville, Wi 53547-4444.

VA FORM 20-0905, MAY 2024 Page 6




SECTION Viill: CERTIFICATION AND SIGNATURE

| CERTIFY THAT the foregoing statement(s) are true and correct to the best of my knowledge and belief.

25A. VETERAN/CLAIFANT'S SIGNATURE 25B. DATE SIGNED (MM/DD/YYYY)
7 4 09 — 25 = 2 0 2 4

SECTION IX: WITNESSES TO SIGNATURE
(Note: Only use this section if the veteran/claimant used an “X" in ltem 25A)

26A. SIGNATURE OF THE FIRST WITNESS 26B. PRINTED NAME AND ADDRESS OF FIRST WITNESS
Name:

Address:

27B. PRINTED NAME AND ADDRESS OF SECOND WITNESS
Name:

27A. SIGNATURE OF THE SECOND WITNESS

Address:

SECTION X: ALTERNATE SIGNER CERTIFICATION AND SIGNATURE (Note: Required only if Item 26A is blank.)

NOTE 1: An aliemate signer signature will not be accepted unless a valid VA Form 21-0972, Altemnate Signer Certificatlon, is of record or attached to this
request,

NOTE 2: For insurance appeals, either VA Form 21-22, Appointment of Veferans Service Organization as Claimant's Representative, VA Form 21-22A,
Appointment of Individual as Claimant's Representative, OR VA Form 21P-555, Certificate of Legal Capacity fo Receive and Disburse Benefits and Fee
Authorization, needs 1o be of record to allow an alternate signer to sign on behalf of the claimant.

1 CERTIFY THAT by signing on behalf of the claimant, that | am a court-appointed representative; OR, an attomey in fact or agent authorized to act on
behalf of a claimant under a durable power of attorney; OR, a person who is responsible for the care of the claimant, to include but not limited to a spouse
or other relative; OR, a manager or principal officer acting on behalf of an institution which is responsible for the care of an individual; AND, that the
claimant I under the age of 18; OR, Is mentally incompetent 1o provide substantially accurate information needed to complete the form, or to certify that

the statements made on the form are true and complete; OR, is physically unable to sign this form.

| understand that | may be asked to confirm the truthfulness of the answers to the best of my knowledge under penally of perjury. | also understand that VA
may request further documentation or evidence to verify or confirm my authorization to sign or complete an application on behalf of the claimant if
necessary. Examples of evidence which VA may request include: Social Security Number (SSN) or Taxpayer Identification Nurnber (TIN), a cerlificate or
order from a courl with competent jurisdiction showing your authority to act for the claimant with a judge's signature and a date/time stamp; copy of
documentation showing appointment of fiduciary; durable power of attorney showing the name and signature of the claimant and your authority as attorney
in fact or agent; heaith care power of attomey, affidavit or notarized statement from an institution or person responsible for the care of the claimant
indicating the capacity or responsibility of care provided, or any other documentation showing such authorization.

28A. ALTERNATE SIGNER'S SIGNATURE 26B. DATE SIGNED (MM/DD/YYYY)

SECTION XI: POWER OF ATTORNEY (POA) SIGNATURE

(Note: This section does not apply to insurance claims)
1 CERTIFY THAT the claimant has authorized the undersigned representative to file this claim on behalf of the claimant and that the claimant is aware and
accepts the information provided in this document. | cerlify that the claimant has authorized the undersigned representative to state that the claimant
certifies the truth and completion of the information contained in this document to the best of claimant's knowledge.

NOTE: A POA's signature will not be accepted unless at the time of submission of this claim a valid VA Form 21-22, or VA Form 21-22a, indicating the
appropriate POA is of record with VA.

20A. POAAUTHORIZED REPRESENTATIVE'S SIGNATURE 20B. DATE SIGNED (MM/DD/YYYY)

— —

26C. ACCREDITATION NUMBER 29D. DATE LAST VA FORM 21-22 OR VA FORM 21-22A WAS SUBMITTED
(If known)

PENALTY: The law provides severe penalties which include fine or imprisonment, or both, for the willful submission of any statement or
evidence of a material fact, knowing it to be faise, or for the fraudulent acceptance of any payment to which you are not entitled.

VA FORM 20-0985, MAY 2024 Page 7




Jennifer Rogers 9015775576 {01/07) 08/30/2022 07:59:47

Macvin A, Bienvea Jr GATTI, KELTNER, BIENVENU & MONTESI, PLC 319 Adee Aveause

Memaphds, TN 38103

Michsai E. Montosl Attorneys ot Law
i —— — {901) 526-2126
Coxil G, Kelimer (1919-2012) (888) $265.2126
Ricoo Gattl, Jr. 1922-2008) Pax (90)) 5T-5424
RBugsoo E Picclrlli anw
Charles . Richardoon, 11
W, David Chook® Sookst Sazurity Canandtanty
Jumes B, Stephens, 11 C. Greg Catss, BATY,, ADR
J. Phillip Redey® it TN 4R
Bradford T, Sploer® = Liensed In TN, MB &1 AR
0f Conpael:
D. Reld Wamble'
Misalastppl Office

FAX MESSAGE SENT 8/30/2022 7:59 am
To: SSA
Company: Social Security Administration
Voice Phone: (855) 782-9155 FAX: 833-950-3789
FAX From: Jennifer Rogers
Sender’'s Phone: 901-577-4006 FAX: 901-577-5576

Sender's E-mail:

Our File No: 75475
Our Client: MARK STINSON K- vl

Enclosed is Form SSA-1695 in the case of Mark Stinson. Once you have entered the appropriate
data Into SSA’s computer system, please send us a lstter acknowledging receipt of the SSA-1695 in

accordance with the requirements of POMS GN 039010,042A.1, Step 3.

Thank you, Jennifer Rogers

The Information contained in this facsimile message is intended specifically for the use of the
individual or entity named above. If the reader of this message is not the intended recipient, or the
employee or agent responsible for the delivery to the intended recipient, notice Is hereby given that
any dissemination, distribution, or copying of this information is strictly prohibited. [f you have
recelved this communication in error, please notify us by telephone, and mail the original message to

us at the above address.




