91018859

NOTEICRE OF LNDENLTION
TO HOLD HOSPITAL. LIEN

Notice: {8 ‘héfeby given that LAKESHORE HEALTH-SYSTEN, INC d7/b/a.
St. Catherine Hospital, whose: principal address: is 4321 Fir Street,

East Chicago, Indiana, irténds to' hold a
reasonablé and nécéssary charges for the hosp
or maintenance rendered to the Patient Named:
with: the .provisions of I.C, 32-8-26-6, et.
attach- to any cause ‘of action, suit or cla

patient,

Hospital Lien for all
ital care, treatment
herein, in accordance:
seq.. Said Lien..shall.
m accruing to saiadl

171/

or In the event of the Patient’s -death, to his legal

representative, because of ithe illness or injuriesi that gave rise:

to: the :causée o

£ action, suit or claim, and necessitated tha:

‘hospital care, treatment or maintehancer reférred' to herein.

YVETTE NOBLE

1i Patlent Name :and!Addresss 1409 - 175TH‘ST, HAMMOND, IN' 6343

2. Operator of Hospital:

3. Date Of Admisgion:
4. Date' Of Discharge:

5. Afoufit. Due: For Hospital -Charqges:

John: Birdzell, 540 Tyler :St.
.Gary, Indiana

FEBRUARY.. Dy 1901 oo o

FEBRUARY. '8, 1991

‘5188 .60¢

V OF THERAPY

6. 1l Deen trpsson: rient; his.
-] zpresenta m?i}r his Atto aims. is i"‘éf'é'gjqii-j'
* £ m%ﬁ@%]}{t b8 rom the illness
i .cy causing;this Hospital Admiss! ‘
This Document is the property of
Name the Lake County Recordeéiddress
i [ad
7+ Nane ard Address of Pati s Attorney: Q% ¥ LOW.
5055 BROADWAY ‘
MERRILLVILLE, IN 46410
I affixn, under “she venaliities for perjucy, that I i
authorize suta this Ingtryment’ and: that sregoing; :state=
ments ang antations7greytxle and Cori
. LAKESHORE HEALTH. SYSTEM|, INC.
d/b/a St. Catheé

e iHospital

By: & ‘ ""w ol dved
. MARCH '14,. 1991
Title
| o e
. . i3 . Ca e e ‘-'..m' W . _ N
cosi Indiana Department Of Insuramce =~ T 5eD
L1 West' Washingtoh Street, siuiteé 300 2" T TRA
Andiaifapolis, Indidha 46204-2787 8% (D <0k
R iz
in oo ST
T ;-f._?,,
o 3ZX AN
This Instrument Prepared. By S8z
THE LAW OFFICES OF JANES E. DAUGHERTY 5 — '
8550 Broadway .

Nerrillville, Indlana: 46410
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