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‘MIDWESTERN ACGOUNT CONSULTANTS. LTD.

SWORN STATEMENT AND NOTICE OF INTENTION TO
HOLD HOSPITAL LIEN

“— .

K4

’ OCT. 22' .9 19 90
70: RON LAYER

ADDRESS 5832 HOHMAN AVE. HAMMOND IN 46320

You' are hereby notified that ‘HAMMOND. PATHOLOGIST (hereinafter called "CALIMANT")
whose address is._ PO BOX 3246 ‘MUNSTER IN 46321 , intends to

hold a Hospital Lien for all reasonable and necessary charges for hospital care, treatment,
or maintenance of the above-listed patient as follows:

1. The patient was admittad to the hospital on T JaN. 1 ;19 90, and:
' discharged f1 . 30 - ..
2, The amount du ' D@@umelntblse s__two hundred
. sixty £ LIS sDolls 264, 35 ).
3. To- the best ¢ ' 1 ses: are those claimed
by the patier al representatiye to be liable fov ages arising from
the illness ¢ Iﬁ@&%ﬁ?@%&lﬁ@hﬁ fEPperty of
~ the Lake County Recorder! _
(a) IRETTA KRAMER 76 1‘_ BARING_ST. HAMMOND. IN 46320
(b)__
(e)

.-

This: lien is being filed pursuant to the Hospital Liem Law, I.C. 32-8-26 in the Office of
the Recorder of Leake Cour 4t which the .Clai is located, within ninety (90) days after
the patient was dischared from the hospital. The undersigned Claimant intends: to hold &

Hospital Lien as: decerdbed! above and that th@ facts: and matters set forth in the foregoing
statement are true and correct.
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STATE OF ILLINOIS ) > iy
¢ ) 8S: ‘?ﬂ," = R
“COUNTY ‘OF ‘COOK ) E. j z ‘2
Before me, a Notary Piblic in and for said'‘County and State, personally appe}red‘j; Gy
» ‘who acknow]:edged the execution of the foregoing. 3= no?

- Sworn’ Stat:emenc and Notice of Intention to Hold'Hospital Lien, and:who, having.-begf

duly sworn, under the penalties of purjury,.stated that the facts and matters the¥ein
set forth are true and correct.

Witness my 'hand: and Notarial Seal this: l “
My Comg;ission’ ~Expii:e.s '

: ngm%%g '
’« ' L\ STATEO Lk
‘ NOT PUB 0. W% Illinois:

312/756-7400 ¢ PO BOX 98 e 3322 COMMERCIAL AVENUE . SOUTH?CHICAGO»:HEIGHTS ILLINOIS 60411
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HEALTH INSURANCE CLAIM FORM
(CHECK APPLICABLE PROGRAM BLOCK BELOW)

FORM APCAOVID
OMB NO 0036:0008

¢
MEDICARE MEDICAID
e [ rethwm

= CHAMPUS
.| (SPONSOR'S 83N)

: CHAMPYA
). (YAFLE NO)

- FECA BLACK LUNOG
(S3N)

m%‘:’%‘?rmu ww MB

PATIENT AND INSURED:(SUBSCRIBER) INFORMATION

R e = P T R T T T i T T ——
1. PATIENT'S NAME (LAST NAME, FIRST NAME, MIDOLE INITIAL)

AMER ;. TA A

2. PATIENT'S DATE OF BIRTH

1 .. 14 |
S. PATIENT'S 8EX 1

4. PATIENT'S ADODRESS (STREET, CITY, 8TATE, 2P COOf)

7621 BARING ST
HAMMOND, IN 46320

weeevoneno.  0219) 845-6770

[ NWCI COVERAGE (ENTER NAME OF POLICYHOLDER
’ ::EWN&! AND ADORESS AND POLICY OR MEDICAL ASSISTANCE

LETTERS)

MALE D m FEMALE

: 7 PATIENT’S HELA"ONSNIP TO INSUH!D

M

omHen|’

Xl

]
'l ser SPOUSE CHILD

l INSURED'S GROUP NO (OR GROUP NAME

3. INSURED'S NAME (LABT NAME, PIRST NAME, MIODLE INITIAL)

§ INSUREDS 1D N% l'% %&M 4’1(%“5 ABOVE, INGLUDE ALL

R PECA CLAIM NO)

INSURLD 18 !MKOVID AND COVEREOD BY EMPLOYEA
HEALTH PLAN

i
i110. WAS CONDITION RELATED TO:

‘A, PATIENT'S EMPLOYMENT

ves::'. é NO. ‘

TELEPHONE NO.

L e .

l\ INSURED'S ADDAESS (STREET, CITY, STATE, 21P CODE)

| EMPLOYED BY. -

1

I])od‘ﬁhéieﬁ# %

IHAMPUS SPONSON'S. .o

r@ecuzso BRANCH OF SEAVICE

T2 PATIENTS OF AUTHORZED PERSONS SION "OF MEDICAL BENEFITS TO UNDERSIGNED
AUTHORIZE THE RELEASE OF ANY MEDIC/ M}I PA I tR FON SERVICE DESCRIBED BELOW.
OF GOVERNMENT BENEFITS EITHER TO MY
TION ON FILE
sonee  AUTHORe & AS 1'Hs E1bEumet DA AUTHORZED PERSON)
4. OATE OF: T LLNESS [f STMPTOM OR | M T 23 CIEie> 17 PATIENT HAS HAD SAME OR 65, F EWEROENCY
H(ACCIDENT) OFf PREGNANCY (LMP) ‘CONDITION SIMILAR ILLNESS O INJURY, GIVE DATES CHECK HERE
* '
L) M ; .
7. DATE PATIENT ABLE 10 |7 OATE: OF TOTAL DS SARTIAL DISADILITY
RETURN TO WORK fl;
N | ) I;.mnoo FROM- THROUGH
197 "NAME OF REFERRING PHYSICIAN OR OTHER SOURGE (.6, PUCLIG HEALTH AGENCY) o fORSEn: u'&‘r‘l'o.“i ;!eos TO NOBPITALIZATION GIVE
_MAUMUDAR, D M . B | . . sowinied 01— (01=-90f oscranaeo  01—-02-90
2).NAME AND ADDRESS OF FACILITY WHERE | 1VICES RENDERED (IF OT+c7 THAN HOM: OF OFFICE) 72 WAB LABORATOF ' V/ORK PERFORMED OUTSIDE YOUR OFFIGE?
ST. MARGARET HOSP I-TAL CHARGES:

3. ‘A. DIAGNOSIS OR NATURE OF ILLNESS OR |
€7C. OR DX CODE

1¥. RELATE DIACHCOSIS TO PROCEDURE i

COLUMN D BY REFE

" Pp003197512 SM

* pLACE OF SERVICE AND TYPE OF SERVICE (1.0.8) CODES ON THE BACK

HAMMOND PATHOLOGIST

oare.. . 10=15=90 .

“Hh (0 it rm

vES 'NO

" 6349 - SPON' ABORTJON: UNCOMPLIC or A mB B no
3" AHALY PLANNING YES NO
‘ TION NO. ,
oArzwétﬁVBc ] T f pﬁ'\ .cfE OE: p:g’%%g:gwummummm ORBUPPLIES: \; : of% “ H LEAVE BLANK
B ToF " o 1 OR a*
. .FROM 10" i .8ERVICE.. . .(EXPLAIN UNUSEAL SERVICES ON GIRCUMSTANCES) Q0E s i| units JiTos
. OT0I90_ 0Tl _1H_ SMA/12 95| | 5|
010190 0101} IH RE 45| 1 5]
010190 0101 IH [8294826 [GLUCOSE, FASTING 245 5|
010190 0101 IH |8573026 ARTIAL THROM. TM 4;75 : )
010190 0101f IH [8561026. PROTHROMBIN! TIME 2!05 ' i 5
010190 0101 IH [8445026 [SGOT. . e 3_,'3_5 ' 5
0101900101 IH |8299826 HCG-SERUH' QUAI; 385| [ 5
010190 0101} IH. 18502226 _ [BC . 38 | 5
‘010190 0101 IH 8830526 GRUSS/MICRD GRP 4 , 14950| b5
010190:'0101i IH [8100026 URINALYSIS | 235 | 5
01&01‘190! 0101 IH 8799926, CHLAMYDIA i 8:95ﬂ © 5
’S_}s:"-—'éeog(rgzgﬁa rs:faggggg INCLUDING DEGREESI O " T c&c&qsm?sbggn.r‘cgovmnmm .. TOTAL CHARGR i [N AMGUNT PATD 1 ?“' "BALANCE OUE
THIS BILL AND ARE.MADE A PART THEREOF). . " | i : '
3. .":"EJL amnjulu:'.—b"'llb“\‘ 7 Wy nﬂmh‘b: GROUP NA i.‘aoon" 168, ZIP CODE

AND TELEPH

'. 3. YOUR SOCIAL SECURITY NO

HAMMOND: PATHOLUGIST
8045 EUCLID

32. YOUR PATIENT'S ACCOUNT NO.

BRESIDENII Uk Abbbw.ul()N?

3. YOUR EMPLOYER (D, NO,

1 35-1640762

REMARXS:

APPROVED BY AMA COUNCIL
ON MEDICAL SERVICE 6/8)

| Pe0Os BOX 3246
(MUNSTER, IN 46321
3 6- h
farm HCRA1800'(1-84). Form' OWCP-1800
form CHAMPUG-501 Form.RRB-1800
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