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Return Address
HéalthWOrks Massage Clinic
2222 Rlver31de Dr. #770
MOunt Vérnon, Wa 98273

NOTICE OF CLAlM OF LIEN FOR MEDICAL SERVICES

Indexing information required by the Washington State A_x_x.d_itor’s/Recorder's Office, (RCW 36.18 and RCW 65.04) 1/97; {please print last name first)

Reference # (If applicable): D
Claimant: (1) Healthworks Massage CllI]lC

Patient (1) __Shawn & Heidi Mnr'r‘nw T (2)
Tart-Feasor_Richard Syvbrandy, Attornev Addl'. onpg__

NOTICE IS HEREBY GIVEN that the undersignéd'claim:hnt whoseaddressis 2222 Riverside Dr. #770

Mount Vernon, Wa 98273 Massage Therapist

and who clan'ns as a has performed ser-

(State whether practitioner, physician, nurse or hospital)

vices for Shawn & Heidi Morrow e , patient, whose address is

901 27th Stp Apt. 3 Anacortes, Wa 98221 e and whose place of domicile is
(if unknown, state “Unknown to Clalmant") S

same R which services were rendered

(If same address, state “Same Address”. If unknown, state * Unkno'wn'to Claimant”.)
necessary to said patient as the result of an injury which occurred at tbe followmg place: Snohomish County

_on the 18th ~ day of December - 1998
(If unknown, state “Place Unknown to Claimant™.) - (If date unknown state “Date Unknown to Claimant”.)
throughthefault of idenity unknown to Clalmaﬂﬁpﬁmmr“mmmamhﬁsm unknown to claimant
(If unknown, state “Identity Unknown to Claimant”,) (If the address of the person guilty of the injury

is unknown, state “Unknown to Claimant”.)

The claimant claims a lien for the reasonable value of claimant’s said services which were rendered necessary by the following

described said i injury to said patient, to-wit: (State substantially the character of injury and if character of injury be unknown, state “Character of Injury
Unknown to Claimant™)

neck and back injuries due to MVA

(if claimant is an"association, partnership or corporation, sign the name of the \ A /{/7 A A -
corporation or association or the names of the partners by the name of the . By < ’é@‘ﬂ/ ! T
individual signing the claim, and give his authority therefor, either as the officer S,
of, or as agent for, thé"association or corporation, or as a member of the association

or partnership. If claimant is an individual, claimant MUST sign personally.)

Notice of Claﬁm:b:f Li'éii']?_iir Medical Services
©Washington Legal Blank, Inc., Issaquah, WA Form No.5 10/96
MATERIAL MAY NOT BE _REI?RODUCED IN WHOLE OR IN PART IN ANY FORM WHATSQEVER.
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