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You are hereby notified that em QWEOQ]E E}Lﬁ%uh, \ 481, intends to hold a Hospital

Lien for all reasonable and n oo Enggges Tor fespitalcase fr damdh i fEf 2bo ited patient subject to the limits
and reductions of any benefits 10 which the patient is ntitleéunder the t%EE of aty on%act, health plan, or medical insurance.

(& e County ecorder.
Robert P Peterson was a patient hospitalized on 02/08/17 due to an injury that occurred on or about 02/08/17. The total charges due for

hospital care, treatment, or maintenance during the al hospitalization(s) is $3,893.00, subject to all credits for payments, contractual
adjustments, write offs and any other benefit in favorof theppatient. Thedlien is reduced fromitotal charges to limit the patient’s financial
obligation under the terms of any public'or private benefits to which the patient is entitled. The patient’s health insurance has not yet
provided information to determine the credits for payment and contractual adjustment. Li der contirlues to pursue such information.

To the best of the Hospital’s knowledge, the patient or the patient’s legal representative claims that the following named individuals
and/or entities are liable for damages arisi om the patient’s illness or injury causing the hospital stay:| Indiana PIP MPC Team , State
Farm, P.O. Box 106120, Atlanta, GA 30348, Claim No.:149B90053. .

R R G >
This lien is being filed pursuznt to the Hospital Lien Law,g‘{\{}s}é%-—%@gﬁ;the Office of the Recorder ofthe County in which the Hospital
is located, within ninety (90) days after the patient was discharged from"‘ﬂiégospital. The undersigned individual executing this

instrument, having been duly n_upon oath, under thgr,?-{na]ties of pcrj‘&;?y;hereby states that the'l al intends to hold the Hospital
Lien as described above and facts and matters scij forth in the Horegoing state are true and and that reasonable care has
been taken to redact each So ~number in this c"i‘p/cilm_ent, ngleég required by Iz
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STATE OF ILLINOI§ _ CAW A
NOTARY PUBLIC - STATE OFLLINOIS
COUNTY OF LA MY COMMSSION EXPIRES:1019/17

Subscribed and sworn to before me', a'I\Iotary Public,on - o 20 V7 by Dawn Fiorito, As Agent for
Franciscan Health Crown Point.
Hospital Reimbursement Services, Inc., 250 Parkway Dr., Suite 168, Linco;nshire, IL 600.69: ? %

Telephone 847-403-5870 | Facsimile 847-403-5871| File No.: 17-182552
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