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SWORN STATEMENT & NOTICE OF INTENTION TO HOLD HOSPITAL LIEN

TO:

Patient: Attorney:

Mr. John J Green

14302 Jay Street

Dyer, IN 46311

Lake County Recorder Indiana Department of Insurance
2293 N. Main Street 311 W Washington Street, Suite 300
Crown Point, IN 46307 Indianapolis, IN 46204

You are hereby notified that St. Margaret - Dyer, 24 Joliet Street, Dyer, IN 46311, 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:

John J Green was a patient hospitalized on 06/01/13 due to an injury that occurred on 06/01/13. The amount due for hospital care,
treatment, or maintenance during the above hospitalization(s) is $1,913.25.

To the best of the Hospital’s knowledge, the patient of the patient’s Icgal representative claims that the following named individuals
and/or entities are liable for damages arisingnfrony the patient’s illness eninjury eausing the hospital stay: Ms. Karen Bryan, United Auto
Insurance, P.O. Box 3099, Oak Brook, 1L, 60523; €laim No.:" 1000023088-002-G25.

This lien is being filed pursuant to the Hospital Lien Law, 1.C. §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 individual
executing this instrument, having been duly sworn upon oath, under the penalties of petjury hereby states that the hospital intends to hold
the Hospital Lien as described above and that the facts and matters set forth in the foregoing state are true and correct, and that reasonable
care has been taken to rgdagl g i SRcUE sCiataisgocument, unless required by law,
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OFFIGIAL SEAL
DAWN W FIORITQ

Notary Pubfie - State of Hfineis

My Commissioh Expires Dee 16, 2016

St. Margaret - Dyer
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Camille M. Zucchero, Reimbursement Representative
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Subscribed and sworn to before me, a Notary Public, 01(; W/ é / / / , 20/ 9by Camille M. Zucchero, fyﬁnd on

behalf of said hospital.
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