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R&Eﬂndﬁﬂ%ﬁntal Relmbursement Services, Inc.
250 Parkway Drive, Suite 168, Lincolnshire, IL 60069
SWORN STATEMENT & NOTICE OF INTENTION TO HOLD HOSPITAL LIEN

TO:

Patient: Attorney:
Ms. Amy Miner

As Parent/Guardian of Madeline M Miner

13535 Avenue M

Chicago, IL 60633

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. Anthony Hospital, Crown Point, 1201 S. Main St., Crown Point, IN 463078481, intends to hold a
Hospital Lien for all reasonable and necessary charges for hospital care, treatment, or maintenance of the above-listed patient subject to
the limits and reductions of any benefits to which the patient is entitled under the terms of any contract, health plan, or medical insurance.

Madeline M Miner was a pat , 16 due to an injuny th /16. The total charges due for
hospital care, treatment, or v @@u@!@@nﬁlﬁs § lits for payments, contractual
adjustments, write offs and a ," favor of the patient. The hen lS reducea R to limit the patient’s financial
obligation under the terms of QF t1 edl Pari h insurance has denied
reimbursement which may i that th€ entlre alance isthe patlent S respons 1ty Lienholde mend lien to limit patient

liability upon approval for paymerit b ifeits Bdwerument is the property of
1
To the best of the Hospital’s/knowledge, thsbaﬁell‘a]ﬁ'ng pggl% %Fege%tgggaims that the following named individuals

and/or entities are liable for damages arising from the patient’s illness or injury causing the hospital stay: Mr. Patrick Graham, Farmers
Insurance, P.O. Box 268994, Oklahoma City, OK 73126-8994, Claim No.: 3006383401

This lien is being filed pursuant to the Hospital Lien Law, [.C. §32-3344 in the Office of the Recorder of the County in which the Hospital
is located, within ninety (90) days after.t itient was discharged from the hospital. ] signed individual executing this
instrument, having been duly sworn upon oath, under the penalties of perjury 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 redact each Sot 121" 8&CHT Tt V‘rwl‘rﬁﬁfg“i it ited by law.
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STATE OF ILLINOIS
COUNTY OF LAKE

Subscribed and sworn to bef
St. Anthony Hospital, Crowr

Hospital Reimbursement Ser
Telephone 847-403-5870 | Facsimile 847-403- 5871| File No.: 16-167296 -



