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Return to: Hospital Reimbursement Services, Inc.
250 Parkway Drive, Suite 168, Lincolnshire, IL 60069
SWORN STATEMENT & NOTICE OF INTENTION TO HOLD HOSPITAL LIEN

TO:

Patient: Attorney:
Mr. Andre Wells

1518 174 St

Hammond, IN 46324

Lake County-Recorder
2293 N. Main Street m t\’\i\sx 1 300
Crown Point, IN 46307 Docu e#r?dlanapo ISHIN 4¢

You are hereby notified that ! getet 2 IM]Q@SQOEEIQ:}IAJH\! 46320 tends to hold a Hospital Lien

for all reasonable and necessary che O8Di i b b tient subject to the limits and
reductions of any benefits to wh .n;f;)!l?lieg ge%m It %%?%%Q{:%ﬁalgga runedical insurance.

A the Lake County Recorder!
Andre Wells was a patient hospitalized on 08/25/15 due to an injury that occurred on or about 08/25/15. The total charges due for
hospital care, treatment, or maintenance during the above hospitalization(s) s $1,920.00, subject to all credits for payments, contractual
adjustments, write offs and any other benefit.in favorofthe patient. Thedien is reduced fromptotal charges to limit the patient’s financial
obligation under the terms of any public or private benefits to which the patient is entitled. There i3 no indication at this time that the
patient is the beneficiary of any public or private health benafit.

To the best of the Hospital’s knowledee, 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: Ms Ashley Postin, Founders
Insurance, P.O. Box 5100, Des Plaines, Il:-60017, Claim No.: 10001064:16:

This lien is being filed pursuant to the Hospital Lien Law, L4 =334 anithe Office of the Recorder of the County in which the Hospital
is located, within ninety (90) days afier the patient was disghiarg ‘the'ligspital. The undersigned individual executing this
instrument, having been duly 1upon oath, under thepegaltiestifperjiaszibereby states that the 1 | intends to hold the Hospital
Lien as described above and | acts and matters setforch in-the-forsgOiRg state are true and nd that reasonable care has

been taken to redact éach So number in this dol t s§ reguired by lav
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STATE OF ILLINOIS 2\, apy pjsLic - STATE OF ILLINOIS § BY: Lt (fagtT——
COUNTY OF LAKE MY COMMISSION EXPIRES: 10197~ ¢ Robin Saydak, As Agent
EAAAALARARARPAIRAIARIAIRAR AN -
Subscribed and sworn to before me, a Notary Public, on E\:mu\_/ | ,20_ | by Robin Saydak, As Agent for St.

Margaret - Hammond.
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