STATE OF INDIANA

| 2020-073209  _ Laxe county
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2020 Oct 14 . MICHAEL B BROWN
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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. Michael Sell

2210 E925 N

Wheatfield, IN 46392

Lake County Recorder Indiana Department of Insurance

2293 N. Main Street é Washinpton Street, Suite 300

Crown Point, IN 46307 Docum M;l) DN 26204

You are hereby notified that Franciscan HealtNQ ’EthE EIM{ [N 463078481, intends to hold a Hospital

Lien for all reasonable and necessary chasges fm ital care, treattnent, or mamtenance of the above-listed patient subject to the limits
and reductions of any benefits to whlchbrh’aﬁ Qp Ehﬁ h h plan, or medical insurance.

Michael Sell was a patient hospitalizeéd on om@me@wwmwt 09/13/20. The total charges due for
hospital care, treatment, or maintenance during the above hospitalization(s) is $27,634.50, subject to all credits for payments, contractual
adjustments, write offs and any other benefit in favor of the patient. The lien is reduced from total charges to limit the patient’s financial
obligation under the terms of any public or private benefits to which the patient isentitled. There is no indication at this time that the
patient is the beneficiary of any public or privaté 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 entitics are liable for damages arising from the patient’s illness or injury
causing the hospital stay: Ms. Melissa Kronenberger, Progressive Insurance, P.O. Box 512926, Los Angeles, CA 90051, Claim No.:
204827166.

This lien is being filed pursuant to the Hospital kien Law, 1.C. §32-33-4.in the Office of the Recorder of the County in which the Hospital
is located, within ninety (90) days after the patient was discharged 'MJJ the hospital The undersigned individual executing this

instrument, having been duly sworn upon oath, under the pena pexjuey hereby states that the hospital intends to hold the Hospital
Lien as described above and that the facts and matters set fo a state are true and correct, 2nd that reasonable care has
been taken to redact each Social Security number in this u‘ ired by law.

Franciscan Health Cré
STATE OF ILLINOIS  BY: &M@ M SOM\KW

COUNTY OF LAKE Llsa Ayers; As Agéh Joseph Splansky, As Witness

Subscrlbed and sworn to before me a Notary Public, on A

DAWN M F\OR|TD
Official Seal i

4 Notary Public - State of lllinois
S‘{r scribedandisworf toB8efore He ‘Eﬁ\%t
Franciscandealth-CrownePoint: " *™" o

, ‘ isa Ayers, as 5for
Y 2

Hospital Reimbursement Services, Inc., 250 Parkway Dr., Suite 168, Lifcotr

Telephone 847-403-5870 | Facsimile 847-403-5871] File No.: 20-269109 RV IF'SZF;:TO E
Notary Public - State of llinois >
My Commission Expires Dec 16, 2020 E,,



