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Return to: Hospital Reimbursement Services, Inc.
250 Parkway Drive, Suite 168, Lincolnshire, IL 60069
SWORN STATEMENT & NOTICE OF HOSPITAL LIEN

TO:
Patient: Attorney:
Mr. Joseph W Reeves Ms. Leigh Harmon
26824 Tan O Shnter Ct Lerner & Rowe Injury Attorneys, PLLC
Crete, IL 60417 114 E. Cermak Rd

Chicaco. 11, 60616
Lake County Recorder
2293 N. Main Street 3
Crown Point, IN 46307 Docume%ﬁ\;‘" 300
You are hereby notified that ] aNDQ IJ oQgeP‘Dl%aMem b ospital Lien for all reasonable
and necessary charges for hospital mi@]y@mﬁmeﬁ @h@rykj tgj\f tto the limits and reductions of any
benefits to which the patient is entitled underﬁle t of a contract, h la medical insurance

the Lake C ounty ecorder!

Joseph W Reeves was a patient hospitalized on 03/03/20 due to an injury that occurred on or about 03/03/20. The total charges due for
hospital care, treatment, or maintenance during the ai hospitalization(s) is $11,726.55, subject to all credits for payments, contractual
adjustments, write offs and any other benefit.in favor of the patient. Thedien is reduced fromtotal 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 er private health benefit.

To the best of the Hospital’s knowledge, the patient or the patient’s Jegal representative claims that the following named individuals
and/or entities are liable for damages ar ym the patient’s illness or injurycausing the hospital sta:

This lien is being filed pursuant to the Hospital Lien Law, 1.C. §3233:4,in the Office of the Recorder of the County in which the Hospital
is located, within ninety (90) days after the patient was discharged from{hghospital. The undersigned individual executing this

instrument, having been duly sworn upon oath, under the penaities of perjars-hereby states that the hospital intends to hold the Hospital
Lien as described above and t o.facts and matters setidith in-the=foregoing state are true and cof ind that reasonable care has
been taken to redact each Soc ity number in this document-unless required by law.
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STATE OF ILLINOIS CC / /

COUNTY OF LAKE NOTARY PUBLIC - STATE OF ILLINOIS o Daw Fi('J/ri\t,o,/ As /(ge/nt ==
MY COMMISSION EXPIRES:10/19/21
Subscribed and sworn to before me, a Notary Public, on A{_) u I , 20 X O by Dawn Fiorito, as Agent for

Franciscan Health Dyer.

Hospital Reimbursement Services, Inc., 250 Parkway Dr., Suite 168, Lincolnshire, IL. 60069
Telephone 847-403-5870 | Facsimile 847-403-5871| File No.: 20-261149

AMOUNT & 5~

CASH e CHARGE
CHECK# %739@_:
OVERAGE

CoRY,

NON-GONF

T
DERUTYea X




