PT. # 200021143

LﬁHE CO”HT
FILED FOR RECORL

2006 02491} 206 HAR 27 PH 3 30
e \, MICHAEL 4 BROWN

Return To: Hodges & Davis, P.C. RECORDER
8700 Broadway, Merrillville, IN 46410
SWORN STATEMENT & NOTICE OF INTENTION TO HOLD HOSPITAL LIEN

TO: Kyle Ruckman

Patient: Kyle Ruckman Attorney:
2219 W. 58" Ave
Merrillville, In 46410

Recorder of Lake County, Indiana Indiana Department of Insurance
Lake County Government Center 311 W. Washington Street

2293 North Main Street Suite 300

Crown Point, Indiara 46307 Indianapclis, Indiana 46204

You are hereby notified that THE METHCDIST HOSPITALS, INC., 600 Grant
Street, Gary, IN 46402, intends tco hold a Hospital Lien for all reascnable and
necessary charges for hospital care, treatmenl or maintenance of the above listed
patient as follows:

1. The patient was admitted to, thephoespitaly om February 19 , 2006
and was discharged from thelhospital “on'February- 24452006

2. The amount dugyforyhospital care;| treatmentor mgintenance during the
above hospitalization is Fgrty Nine Thousand” Nine  Hunhdred Thirty FEight 74/100
(549,938.74 y Dollars.

3. To the best of the Hospital’s knowledge, the patient or the patient’s

legal representative claims that the following named individuals and/or entities
are liable for damages arising from the patient’s illness or injury causing the
hospital stay:

This Lien is being filed pursuant te the Hospital Lien Law, I.C. 3ection 32-
33-4 in the Office of the Recorder of the County in which the Hospital is
located, within one hundred and eighty, '(180) days after the patisnt was
discharged from the Hospital. The' undersigned individual executing this
instrument, having heen duly sworn upon cath, under the penalties of perjury,
hereby states that the Hospital intends fo hold the Hospital Lien as described
above and that the facts and matters set forth in the foregoing statement are
true and correct.

THE METHODIST HOSPITALS, INC.

(1) BY: Ocmw ). eonacd

STATE OF INDIANA ) OAMIE M. LEONARD
} 8s:
CCUNTY OF LAEKE )

I, JAMIE M. TLEONARD, being a Patient Representative for The Methcdist
Hospitals, Inc., being duly sworn upon oath, says that the facts stated in the
foregoing are true and correct.

(2) O{)ﬁu} SN Aroraed

Subscribed and sworn to before me, a Notary Public, this I(?H\ day otf

N ; 2006.
My Commission Expires: Notary Public
A Resident of County
“naran Ay, Qo A 10
This Instrument Prepared By: Clyde D. Compton, Attorney at Law [;ﬂ,
8700 Broadway, Merrillville, IN 46410 Cﬂﬂ/

LS\ JEssica TORRES
& & Resident of Lake County, IN
\ My commission expires

GO warch 24, 2011

)4 F£EL RN

-




Prescribed by the County form 170
State Board of Accounts
(2003)

Declaration
This form is to be signed by the preparer of a document and recorded with each document

in accordance with IC 36-2-7.5-5(a).

I, the undersigned preparer of the attached document, in accordance with 1C 36-2-7.5. do
hereby affirm under the penalties of perjury:

1. Thave reviewed the attached document for the purpose of identifying and, to the
extent permitied by law,/Fedacting all SociallSeeutity number(s) in attached
document,

2. I'have redacted, to the extent pertnitted by law, each Social Security number in
the attached document.

I, undersigned, affirm under the penalties of perjury, that the foregoing declarations are
true.

Qam.- =48 %W/J’

Siénature of Declarant

\Jﬁm\é M. Leonaep

Printed Name of Declarant

)i 34 EH






