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

Patient: Attorney:

Ms. Magquita Megee Mr. Anthony Ivene

2027 Porte De Leau Ct Apt.104 Costa Ivone

Highland, IN 46322 311 N Aberdeen. Suite 100B

Chicago, 1L 60607
Lake County Recorder
2293 N. Main Street Indiana Department of Insurance
Crown Point, IN 46307 311 W Washington Strect, Suite 300
Indianapolis, IN 46204

You are hereby notified that Frdnciscan Health Munster, 701 Superior Ave,, Munster, IN 463214029, intends to hold a
Hospital Lien for all reasonable and nieessary charges for hospital care, treatment, ox maintenance of the above-listed patieat
subjcet to the limits and reductions ofiany benefits (o w ich the patient is entitled under the terms of any contract, health pian, or
medical insurance. Maquita Mcgee was a paticnt hospitalized on 10/11/24; 10/10/24 due to an injury that occurred on or about
10/09/24. The total charges duc for hospital care, treatment, or maintenance during the above hospitalization(s) is $4,423.00,
subject to all credits for pay , contractual adj 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 is entitled, There is no indication at this fime that the patient is the beneficiary of any public or private health benefit,

To the best of the Hospital’s knowledge, the patientor the patient’s legal representative claims that the following named
individuals and/or entitics are liable for damages arising fromi‘(he patient’s illness or injury causing the hospital stay:  Ms.
Tammy Sokolowsl unders Insurance, P.O. Box 5100, Des-Plaines, 1L 60017, Claim No.: 1000291078,

This lien is being filed pursuant to the Hospital Lien Law1.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 from the hos The undersigned
individ ual exceuting this instrument, having been duly sworn upon oath. under the penaltics of perjury hereby states that the
hospital intends to hold the Hospital Lien as described above and that the facs 2 nd matters set forth in the foregoing state are
truc and correct, and that reasonable care has been taken to redact cach Social Security number in this document, unless
required by law.

Frangiscan Health Munster
STATE OF ILLINOIS BY: [ /t_’ﬂ&}%ﬂ Wf i

COUNTY OF LAKE Martha Escobar, As Agent

Subseribed and sworn to before meya y Martha Escobar, as Agent

for Franciscan Heaith Munster.
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