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SWORN STATEMENT & NOTICE OF INTENTION TO HOLD HOSPITAL LIEN
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2293 North Main Street
Crown Point, Indiana 4
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(1)
STATE OF INDIANA
COUNTY OF LAKE )

I Angie Djukich , being a Patient Representative for The
Methodist Hospitals, Inc., being duly sworn upon oathf |says that the facts stated in the
foregoing are trué and correct.

(2) ALl .@f R (e
Agzie Dju@ﬁ
Subscribed and sworn to before me, a Notary Public, this / day of
WZ , 2016. / -
7 w9 /1. SO

My Commission Expires:

Y lneh Dy, 29!9

I affirm,

under the penalties for perjury,
each social security number in this g

Notary Public

A Resident of Lake County

that I have taken reasonable care to redact

ument, unless required by law.

This Instrument Prepared By:

Earle F. Hites,
8700 Broadway,

Attorney at Law
Merrillville, IN 46410
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Resident ot Lake County. IN
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My commission expires
March 24, 2019
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