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

TO: Jason Thomas

Patient: Jason Thomas Attorney:
132 E 82nd Ave #149
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, Indiana 46307 Indianapolis, Indiana 46204

You are hereby notified that THE METHODIST HOSPITALS, INC., 600 Grant Street, Gary,
IN 46402, intends - 3K s :cessary charges for

hospital care, trea % Drﬁecﬁﬂiéﬂf iLs Q follows:
1. The pat wl b e o ] jite 2014
and was discharged Jui 1 QTDW

2. The amo e for hospital care, i;atment or mainter during the

above hospitalization A ’Ehss cument jssthe property of ‘

($ 1,066.00 y %H@Lakék@bmgtﬁécﬂibd ggd to reduction for any benefits
to which the patient 4is entitled under the terfis of any contract health plan, or medical
insurance, and credits for all payments, contractual adjustments, write-offs, and any
other benefit.

3. To the pbest ¢of thegHospital’''s knowlédge, the tient or e patient’s
legal representative [claims“ that the following named adividuals and/or entities are
liable for damages| arising m the patient/s 1illness Lnjury causing the hospital
stay:

This Lien 1is ing ! pursuar to the ktal lien Law, I.C., Section 32-33-4 1in
the Office of the Recorder '©of the County in which the Hospital is located, within ninety
(90)days after the tient was dlschargQQ”t#éthhe Hospital. The undersigned individual
executing this instrument, . n upon oath, undér the penalties of
perjury, hereby states that the HospLjéﬁ intends’™~to hold the Hc ital Lien as described
above and that the § and mattersﬁiﬁt forth =lthe foregoing tement are true and
correct. E 3

p‘ ‘THE MFTHOD{i? HOSPITE .
’//1 \ k«'“;\\’ ’ » |
(1) B&},'l\.w MY YR

STATE OF INDIANA

) ss
COUNTY OF LAKE )

I Angie Djukich , being a Patient Representative for The
Methodist Hospitals, Inc., being duly sworn upon oat@/ says that the facts stated in the
foregoing are true and correct. (}Z N, /Q/

(2) Savid Af’m@td '

le DJj 9?]
§;;: Subsiiigfd and sworn to before me, a Notary Publlc, this Q;ij day of
) 21+l , 2014. % b

7 wog 1 S/fora.

My Commission Expires: Notary Public

. A Resident of Lake County
[itdy Y2009

I affirm, under the penalties for perjury, that I have taken reasonable care to redact
each social security number in thls<fiiiment unless required by law.

This Instrument Prepared By:
' Earle F. Hites, Attorney at Law
' 8700 Broadway, Merrillville, IN 46410
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