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You are hereby notified that F af He MQ'A:! QAE E an /@ Iﬁ%mond’ N 463 , intends to hold a Hospital

Lien for all reasonable and ne ’Iahismiﬂm@@h@ tlﬁf e-listed patient subject to the limits
and reductions of any benefits to ,ch the %afl ntﬁ a{ﬁtlg nder the te lof an?c ntravt health plan, or medical insurance.

Olll‘l ecor
Wayman Lenior was a patient hospitalized on 10/20/17 due to an injury that occurred on or about 10/20/17. The total charges due for
hospital care, treatment, or maintenance during the a hospitalization(s) is $12,420.75, subject to all credits for payments, contractual

adjustments, write offs and any other benefitin favorofthe patient. Thedien s reduced fromrtotal charges to limit the patient’s financial
obligation under the terms of any public or private benefits to which the patient is entitled. There is no indication at this time that the
patient is the beneficiary of any public or private health benefit.

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 ar m the patient’s illness or injury causing the hospital stay: [llinois PIP MPC Team , State
Farm, P.O. Box 106170, Atlanta, GA 30348, Claim No.: 131808F33.

This lien is being filed pursuant to the Hospital Lien Law, I £5852:33- | #%¢he Office of the Recorder of the County in which the Hospital
is located, within ninety (90) days after the patient was dischz f ¢ lipspital. The undersigned individual executing this
instrument, having been duly upon oath, under the #e¥dltie aereby states that the 1 intends to hold the Hospital

Lien as described above and t ots and matters set forth in‘the-foregg _‘;; state are true and- nd that reasonable care has
been taken to redact each Soc number in this d6SUmE S TeC
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STATE OF ILLINOIS $ NOTARY PUBLIC - STATE OF \LLINOIS
COUNTYOFLAKE § My COMMISSION EXPIRES 10/19/21

Subscribed and sworn to before me, a Notary Public, on
Franciscan Health Hammond.
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