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' . ‘ - NOTICE OF INTENTION '
91041311 1O HOLD HOSPITAL LIEN J
- Notice is hereby given that LAKESHORE HEALTH SYSTEN, INC d/b/a )
St. Catherine Hospital, whose principal address is 4321 Fir ‘Street, ?
East Chicago, Indiana, intends to hold a Hospital Lien for all i
reasonable and necessary charges for the hospital care, treatment. i
or maintenance rendered to the Patient Named herein, in accordance: 1

f-"'

i with the provisions of I.C. 32-8-26-6, et. seq.. Said Lien shall ;
;x%ngattach to anX cause of action, suit or claim accruing to saia :
W' patient, or in the event of the Patient’s death, to his legal
representative, because of the illness or injuries that gave rise

to the cause of action, suit or claim, and necessitated the ;
hospital care, treatment or maintenance referred to herein.
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1. Patient Name and Address: Chapman, Tony 912 Alta Dr, Valpo, In

46383
John Birdzell, 540 Tyler St.
Gary, Indiana

3. Date Of Admission: 6-5-91

2. Operator of Hospital:

4. Date Of Discharge: . 6-22-91
5. Amount [ 1 C $16,060.95

6. Manes an scon BN BHIRAS dedns nt, nis -
or injujy capaing thig ficapital adpfesypns -
Name the Lake County Recosddrbss.
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etnapinsurznace Company

7. Name and AddreSs of Patient’s Attorneys: Michael J.%roumé‘giiaris
TUUT . ace

Mervl, In 46410

. I af W, under thg!/ penaltig@s for perju ‘that I anm
authorized ste this Ingtrument, ‘and that the going state-
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ments and ) ntations &re truejand corr:

N LAKESHORE HEALTH SYSTEM, INC.
/b/a St. Catherine Hospital
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Indiana Dapartment Of Insurance |
311 West Washington: Street, Suite 300 , ;
Indianapolis, Indiana 46204-2787 ;
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This Instrument Prepared By
THE LAW OFFICES -OF JANES E. DAUGHERTY

8550 Broadway
/ Nerriliville, Indlana 46410




