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Subscribed and sworn to before me, a Notary Public,on | )0, 00mn L\ﬂ l a , 20 |—7 by Dawn Fiorito, as Agent for

Hospital Reimbursement Services, Inc., 250 Parkway Dr., Suite 168, Lincolnshire, IL 600
Telephone 847-403-5870 | Facsimile 847-403-5871| File No.: 17-204044
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