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Return To: /\} Hodges & Davis, P.C.
g/?/@ 8700 Broadway, Merrillville, IN 46410
SWORN STATEMENT & NOTICE OF INTENTION TO HOLD HOSPITAL LIEN

TO: Clevon Downs
Patient: Clevon Downs Attorney:

I35 E 14deth

Harvey, IL 60426
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, Indiana 46307 Indianapolis, Indiana 46204 ~

=
You are hereby notified that THE METHODIST HOSPITALS, INC., 600 Grant Street—-y Gar&,
IN 46402, intends to hold a Hospital Lien for all reasonable and necessary char(g"e.s fon

hospital care, treatment or maintenance of the above listed patient as follows: T”"‘(
1. The patient was admitted to the hospital on July 24, 2008

and was discharged from the hospital on July 25, 2008
2. The amount due for hospital care, treatment or maintenance during the"<‘l

above hospitalization is _One Thousand Three Hundred Fourteen

(s 1,314.00 ) Dollars. & «"

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

legal representative claims that the following named individuals and/or entiti are*

liable for damages arising from the patient’s _jillneSs .or injury causing the ho§;5,1tal-" i~
stay: (o a)

This Lien is being ‘fided ppursuant Loy the| Hospital Lienglaw, I.C. Section 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 patient was discharged from the Hospital. The
undersigned indiviggdzl eseeuting this, instfument, having been.duly swlrn upon oath, under
the penalties of “periury, hereby States  thHat the Hospital intends to hold the Hospital
Lien as described abgve and that the facts amd mattersy sety forth in the foregoing

statement| are true and“correct!
THE METHODIST HOSPITALS, INC.

(1) BY
STATE OF INDIANA )
) ss
COUNTY OF LAKE )
I Angie Djukach , being a Patient Representative  for The Methodist

Hospitals, Inc., being duly sworn upon oath, says that the facts stated in the foregoing

are true and correct. @1
(2) Qo & LR Lok

e Djé}lch

Subscgribed and sworn to before me, a Notary Publlc, this {[ day of
( chm/gzz . 2008. / .
) SLG2h J)e/lé

My Commission Expires: Notary Public

g ) A Resident of Lake Courty
Alactr 24, 301 N /

I affirm, under the penalties fo a have taken reasconable care to redact LF)
each social security number in ti 3 i’ § requiraed by law.

Canp:to'n, Attorney at Law ('\‘i\o\“\q/ /,/()j C ;

dway, Merrillville, IN 46410

This Instrument Prepared By:

o PPN
Official Seal

LISA STONE ; .
Resident of Lake County, IN } &
My commission expires
March 24. 2011
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Michael A. Brown

Recorder of Deeds

Lake County Indiana
2293 North Main Street
Crown Point, In 46307

219-755-3730
fax: 219-648-6028

Certitication Letter

State of Indiana )
) SS
County of Lake )

This is to certify that |, Michael A. Brown, Recorder of Deeds of Lake County, Indiana am the
custodian of the records of this office, and that the foregoing is a full, true and complete copy of a

NOTICE OF HOSPITALLIEN

as recorded as 2008-058905 ON., .8-19-2008

as this said document was presentfor the recordation wheMichael A. Brown

was Recorder at the time of filing of said document

Dated this 25TH day of September ,2008

)

Deputy Recorder

. By

Michael A. Brown, Recorder of Deeds
Lake County Indiana
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