FORY No. 179 — LIEN ~ HOSPITAL/PH SICIAN.

COPYRIGHT 1997 STEVENG-NSS LW PUBLISHING CO., FORTLAHD, OF 7204

NT

HOSPITAL/PHVSICIAN LIEN

Mt View QOrthopedics
2307 Mt. View Blvd
Kiamath Falis OR 97601

. Hospital Lien Clalmant's Name and Address
Emily Briggs_ C/0_Sherry Briggs
19536 Apache Ln
Bend OR 97702

Injured i°aracn’s/Patinnt's Nama and Addross

SPACE RESERVE
FOR
RECOADER'S US

Aftar rocording, riturn to (Neame, Adc ass, Zip):

Mt. View Orthopedics
2301 Mt. View Blvd
Kiamath Falls OR__97601

ol Mog__Page_ <83 &

State of Oregon, County of Klamath
Recorded 6/08/99, at .2 42 p.m.

In Vol. M99 Page 22573

Linda Smith, County Clerk

Fee$ 45— _

NOTICE 1S HEREBY GIVEN that Monn_t.aizl__View_Qr_thpesijgs__&__Snoxt.i_Medjs:ine _________________________

(hereinafter called Claimant) offlamath.Falls

has rendered hospitalization

services or treatment for Fmily Briggs G/0 Shavry Brigas

a person who was injured on or about 05/3)
Kiamath County, State of ._0regon

, (hereinafter called Patient).

1999, in the City of Klamatn Falls .

_. on or about __08/31

19.99.. Claimant hereby claims a lien upon any money due or owing

or any claim for comnpensation, diumages, contribution, settle-

ment or judgment from X011y _Bricgs /0. Sherry_Briggs & Guide 1 Insurance Co.

alleged to have caused injuries and any other
injuries. The hogpitalization or treatment was rendered

1999, and _06/04. 1699,

STATEMENT OF AMOUNT DUE

person liable for the injury or obligated to compensate Patient on account of Patient’s
to the injured person between 05/31

Credit

ER Consultation

Fracture Care/1t arm

Recozder’s filing fee:

Balance Pue Claimant:

650 00

Fifteen days have not elapsed since that time (the discharge
arcinthe sum of $ 660,00 ___________. No part thereof has been paid, except 3
znd remaining unpaid thereupon, after deducting all credits and offsets, the sum of 3
hereby claimed.
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Orthopedics & Sports

of Patient from the hospital). Claimant’s demands for care and service

‘There is now due and owing
, in which amount lien 18
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- Claimant.

CFROSPITALORPHYEGIAN_ Med cine
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STATE OF OREGON, County of_Klamath
1,Rase M. Bernalda

__)ss.

(o Asst. Offif

de_Manager:

duly sworn on. oath, say: That T am Asst. Qffice Manager -Qf_,f‘fljtlﬂ;i__y.

named in the foregoing claim of lier.. I have read the same, know the conteats the
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. being first
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'0} and believe the same to be true.
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Subscribed and sworn to before me {hiy S
X

{(FFICIAL SEAL
SANIIRA L. BLLECAT
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HOTARY PUEL'S
COMKISSION RC. 31:283
MY COMMISSICN EXPIRES JAN JARY 11, 2003

Nery Public for Oregon.

ORS 87.565. When complezzd, and “not later than 15 days
offices of the county whereit such hospital is located.” Also, 11
“by registersd mail or by ceitified mai
(10 the last-know n address of the person), and “the insurance carrier which has insured the person alleged
carrier is known.”

afte - the discharge of the paticet from the bhospital.” the notix ot hen shail
jor to the date of judgment, settement or compremise, certifizd copics of
| with return receipt upon the person atleged to be responsible for causing the injury aad from whom damages are claimed.”
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My commission expires I S 00 N0 S

be fikod “wath the tevonding
the netice shall be served

1o be responsible against such linbility. if such insurance

I hereby certify that the foregoing is an exact and complete copy of the original thereof.




