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United States Bankruptey Court fer the! &Jmmnrl of ZM Q}UCL : »
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Official Form 410
Proof of Claim 04/19

Read the Instructions before fllling out this form. This form is for making a claim for payment in a bankruptcy case. Do not use this form te
make a request for payment of an administrative expense. Make such a request according to 11 U.S.C. § 503.

Filers must leave out or redact information that is entitled tc privacy on this form or on any atlached documents. Allach redacted copies of any
documsnts that support the claim, such as promissory notes. purcnase orders, invoices, iternized statements of running accounts, contracts, judgments,
marlgages, and security agreements. Do not send orlginal documents; they may be desiroyed after scanning, If tne documents are nol available,
explain in an attachment,

A parson who files a fraudulent claim could be fined up to $500.000, impnsoned for up ta 5 years, or beth, 18 U.S.C. §§ 152, 157, and 3571,

Fill In all the Information about the claim as of the date the case was filed. That date is on the notice of bankruptcy (Form 309) that you received.

m identify the Claim

1. Who is the current
credltor? : ’ [LQ*? B 4 kL = .CS_‘ M&-ég‘ e e A g
Narne of tho currént creditor (1ho parson or enlity (o B9 paid lor this cle'm)

Orther names the creditor used with the deblor

2 Has this clalm been r
No
acquired from ; ) . ‘
Yes. From whom?

someone else? — —

2 Where should notices Where should notlcas to the creditor be sent? Whare should paymants to the creditor be sent? (if

and paymants to the diffarent)
creditor be sent?

DQ, Q;;: A’ 7[1’ 9, 1 o B R
Fedaral Rule of Nama Nama
Bankruptcy Procedure g
(FRBP) 2002(a) 0(7 L/ fEQH Wi a. "3&)~Q S

N Sureel Number Strest

RS il INYBY R
Stats ZIP Code Cily Siate ZIP Cade

Contact phone ?&‘5.- !;2&5“ 3;’.3@ Conlac! phena

Gonact eman! 6)(1 ”Q SQ\’S@IW\M Contact email
(oun Cast net

Unlform glaim aentifier for elecironic payments In chapter 13 (if you use one).

Does this claim amend ‘%a

one already filed? 3 vYes

5 Do you know If anyone %Q

else has filed a proof O ves
of claim for this claim?

be

Claim number on court claims registry (it known) Filedon o
iy Do 1 YYYY

. Who macde tha eariier filing?
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Give Information About the Claim as of the Date the Cage Was Filed

'8, Do you have any number {3 No

you use to identify the
debtor?

Tay-Eb/ Un - 350900241 [Case ¥ /3 -07045°356-1]

@(es. Last 4 digits of the debtor's account or any number you use to identify the debtor:

‘7. How much is the claim? S Q :3 y é 2.3 (2Q . Does this amount Include interest or other charges?

No

Q Yes. Attach statement temizing interest, fees, expenses, or other
charges raquired by Bankruptcy Rule 3001(c)(2)(A).

. What Is the basis of the  Examples: Goods sold, money loaned, lease, services performed, personal injury or wronglul death, or credit card.

clatm?
Attach redacted coples of any documents supporting the claim required by Bankruptcy Rute 3001(c).

Limit disclosing information that is entitled to privacy, such as health care information,

[ [

¢

Is ell or part of the claim ﬁo
secured? Yes, The claim is secured by a lien on property.

Nature of proparty:

Q) Res! estate. if the claim is secured by the debtor's principal residence, file a Mortgage Proof of Claim
Attachmant (Officisl Form 410-A) with this Proof of Ciaim.

O Moter vehicie

Q) other. Describe:

Basls for parfaction:
Attach redatled copies of documents, if any, that show evidence of parfaction of a security interest (for
example, @ mortgaga, lien, carntificate of title, financing statement, or other document that shows the ften has
been filed or recorded.)

Value of praperty:
Amount of the clalm that Is securad:  §

Amount of the claim that Is unsecured: $ {The sum of the sacured and unsecured
amounts should match the amount in line 7.)

Amount necessary to cura any default as of the date of the petition:  $

Annual [nterest Rate (when case was filed) %
O Fixed
0 varisble
40, Is this clalm based on a %o
lease?
Q ves. Amount necessary to cure any default as of the date of the patition. S

.11_Is this clalm subject to a ‘wNo

right of setof{?
Q ves. Identify the property:

Officlal Form 410 Proof of Claim pege 2



12. Is all or part of the claim ] no
entitled to priority under

11 U.8.C. § 507{a)? Q ves. Check one: Amount entitled to priority
A claim may be partly Q oomestic support obligations (including alimony and child support) under

priority and partly 11 U.S.C. § 507(a)(1)}{A) or (a)(1)(B). S

nonpriorily. For example,

in some categories, the Q Up to $3,025° of deposits loward purchase, lease. or rental of properiy or services for

law limits the amount personal, femily, or household use. 11 U.S.C. § 507(a)(7). $

entitled to priority.

0] Wages, sslaries. ar commissions (up 10 $13,850") earned within 180 days before the
bankruptcy petition Is filed or the debtor's business ends, whichever is earlier.
11 U.5.C. § 507(a)}(4).

O Taxes or penalties owed to governmental units. 11 U.S.C. § 567(a)(8). ¢
Contributions to an employee benefit plan. 11 U,S.C. § 507(a)(5). S
-gio:her. Specify subsection of 11 U.S.C. § 507(a}(__) that applies. S

* Amounts are subject to adjusiment on 4/01/22 and every 3 years after that for cases bagun on or after the date of adjustment.

msmn Below

The person completing Check the appropriate tox:
this proof of claim must
sign and date it. | am the creditar,

FRBP 8011{b). | am the creditor’'s attorney or authorized agent,
it you file this claim O 1amthe trustee, or the debtor, or their aulhorized agent. Bankrupicy Rule 3004.
electronically. FRBP Q 1ams guaranior, surety, endorser, or other cadebtar. Bankruptcy Rufe 3005,

5005(a)(2} authorizes counts
to establish local rutes

; is:ecufymg what a signature | understand that an authorized signature on this Proof of Claim serves as an acknowledgment that when calculating the

amount of the cleim, the creditor gave the debtor credit for any payments received toward the debt.
A person who files a
fraudulent claim could be  { have exarnined the information In this Proof of Claim and have a reasonable belief that the information is true
fined up to $660,000, and correct.
Imprisoned forup to 5§

ars, or both. .
{g U.S.C. §§ 152, 157, and 1 declare under penally of perjury thal the foregoing is true and correct.

3571.
Execuled on date &_@M
W7 e . YOy

Signature

Print the name of the person who ls completing and signing this claim:

name Middle name Last name
Tite Q;)'f \:/}L &:-&4* j "\*'Ch ﬁs 5"
Company ’ '40, L_

Tlaeniityine corBorate servicer as the co ny if the sutharized agentis'a servicer.

Address . IN 90 2 s‘t Z‘[ E? "a ] {l aQ A-().e
CZAMLSAMLQILI Y233/
Contact phone 7&&&&&% Email &Lb;gh@lw;,@_
Courcast et
Aallash e popdie
Official Form 410 Proof of Claim Bql, ) (. Gpa e 3
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i B, P L P . 5‘ ‘:g_."a: .}5‘-.,, %ﬂ_m,h
;ﬁ& meriraitn REQUEST FOR PAYMENT
R N TR e —
P IMEORTAN MESSAGT B 150

Your physician chose Ameripath (o diagnose and interprat tne ab/pathology speaimen collecled at the time of your shysictan and /i
haspital visil. Professional and Technical Services are in addition 1o thoss billed by your physiclan and for hospital, Any amount not
covered by your insurance is your responsibility If the insurance information below is inaccurate or incomplele. please contact us at

B0D-880-6220 The CPT codes provided are based on AMA guldalings and without regard o specific payor requiremeits

P OATHNT INCORMATIO PONSUHRANCE INFORMATIOHN
Patlent Name: DALLAS HOLMES Primary insurance. SIHC
Account Numbar: LM39 26847958 Name of Insured: DALLAS HOLMES
Polley Number, XKKAX2201
P CULSTIO Insurad Date of Binth: 0326 X
For automated payment options 24 hours a day pleass coll: 800-800-6220 Secondary Insuranca: None on file
Name of Insursd
Bliling questions or inquiries please call 800-B80-6220 Polley Number:
Mon - Thurs 8:30am - 5:00pm CST, Frl 9:00am - 4:00pm CST insured Date of Birth:
b ACCQUNT SUMMARY
DATE INVOICE # DESCRIPTION CPT-MGD ACTIVITY PATIENT
BALANCE
620473836323 REFERRING PHYSICIAN: GOODRICH MD,SARAH KAY
08/06/18 PATH CONS DURNG SU B88331-26 x 1 306.00
04/30/19 SIHO PAYMENT 0.00
CONTRACTUAL ADJUST 0.00
INYOICE BALANCE 306.00
EXPENSES INCURRED AFTER
COVERAGE TERMINATED.
62047836324 REFERRING PHYSICIAN: GOODRICH MD, SARAM KAY
08/08/18 IMHISTOCHEM/CYTCHM B8341-26 x 3 363.00
08/06/18 IMHISTOCHEMICYTCHM 88342-26 x1 121.00
04/30/19 SIHO PAYMENT 0.00
CONTRACTUAL ADJUST 0.00
INVOICE BALANCE 484,00

Continuea an iext Fage

ONLINE CREDIT CARD PAYMENT (Lab Code = AMP)

To pay online by credit card, vISH w e it aln s s ey o, seleet Rlake o agnea then click on cdamt a1 et Lab Code = AMP

Please write your account # on your check.

Cermmenmmn Make your chack payable to the address below.
S STATEMENT DATE AGCOUNT #
#4 TRy i g 06/04/19 LIS 28347058

]

i
g R s o zep B e s E:J"t):
;zm&?h i ia w‘ﬁé’ lé %’"'m i? L AMOUNT BEING PAID
‘2R I I L W ¢ 4L $2.021 00 g
G BOX 6280074 £ 260.9032 '[ 4 %(4 To pay by chack. plesse indicats the smount baing paid and
AB O1 000902 61843 B 3 A O\\sj‘b\i“ vISA ... DISC_VER

piace creck in the enciosed enveiops

1O PAY ONLINE, WE AGCERT THE FOLLOWING CREDIT CARDS:

R TR S TR R L R TR TR ;
DALLAS HOUMES £:20
1808 VIRGINIA AVE i e L R L Y
CONNERSVILLE TN 47¥33-28311

AMERIPATH INDLANAPOLIS

AMERIPATH TNDIANAPGLIS £

P BOX 740875

CINCINNATI OH 45274-0975

Website amarVar o PayMyBe  Frgne elL 4

Plaasa check box it above address s Incorrect or nsurance
information has changed, and :ndicate change(s; on reversa stde

0LUM3SON00269479580020220000L0419DALLASOHOLNESOODCNOOO0O0GOS



ST VINCENT HEALTH

f ; "
Your - Sta
Your Account Status s17157.00
”_\- e ii 1! "\l' Wi ]H -?ISS. i‘_l,l'lfﬁ“ L M: Y OU VAT .i:.-t_ . Previcus Payments & Credits $0.00
:'.J ity liu».f,;. thicar plan s nrni-l- ¢S your r(h.g-:;p-.|f_\;§;§y i f P.yme'“ Due Upon Recelpt $17.157.00
VNS e Drredt c oA ! o tisi Sy ot 5
PROFESSIONAL FEES : :
Charges for seracas yendered by a provider, suchas an ezamination or explanation of results. e o
Patient Name Pravider Name Service Location ~
Dallas Hoimes Janet Rlppy, MD STVINCENT HOSPITAL ”-‘%
Payments/
Date Description Charge Status Charges Credits Patient Balance
08/03/2018 FLECTROCARDIOGRAM, ROUTINE ECG WITH AT LEAST $48.00
12 LEADS; INTERPRETATION AND R
02/02/2019 Insurance Company: Southeastern IN Health Org Not Elig $0.00
Patient Batance - Misc, $48.00
Patient Name Provider Name Sarvice Location ‘{ >? q l
Dallas Holmas Sarah Goodrich, MD STVINCENT HOSPITAL = II 0°1.
Payments/
Date Description Charge Status Charges Credits Patient Balance
08/06/2018 TLH WITHOUT 250G OR LESS $4,608.00
02/02/2019 insurance Company: Southeastern IN Health Org Not Elig $0.00
Patient Balance - Misc. $4,608.00
08/06/2018 LAPAROSCOPY BILATERAL TOTAL PELVIC $3,651.00
LYMPHADENECTOMY
02/02/2018 Insurance Company: Southeastern IN Health Org Not Elig $0.00
Fatlent Salance - Misc. $3,651.00
08/06/201& CYSTQURETHROSCOPY $591.00
Q2/02/2019 Insurance Company: Southeastern IN Health Org Not Elig $0.00
Patient Balonce - Mise. $591.00
Patlent Name Pravider Name Service Locstion . QI O‘f
Dallas Holmes Wandy M Fodstad PA-C ST VINCENT HOSPITAL ' N
Payments/ :'
Date Description Chargae Status Charges Credits Patlant Balance g
08/06/2018 TLH WITHQUT 250G OR LESS $4,608.00 =
02/02/201% Insurance Company: Southeastern IN Health Org Mot Elig $0.00
Patient Balance - Misc. $4,608.00
08/06/2018 LAPAROSCOPY BILATERAL TOTAL PELVIC $3,651.00
LYMPHADENECTOMY
02/02/2018  Insurance Company: Southeastern IN Health Crg Net Elig $0.00
Patient Balance - Misc, $3.651.00
5 ™
5‘\ 4 259
: ; “ o
any dspyteregarding thisstatemen ot an ¢ mant e suartied o waling i€
PO B 196 4915 A0 o
Totiertosetite ary dispute, regardiess of any aCOM0pARY O CHAMMIECANDN

whmittiog sayinent in an amodnt less thae the totaionthis statement shallrot «



..> MPORTANY INFORMATION

3 THANK YOU FOR YOUR BUSINESS. PLEASE SEND YOUR PAYMEHT
WITHIN 10 DAYS.

251

Paxctolt

IF YOU'VE SENT PAYMERT IN FULL, PLEASE ACCEPT GUR THANKS

FOR PROFESSIONAL PATHOLOGY SERVICES RENDERED AT CYVOMETRY SPECIALISTS INC.

>PATIENT INFORMATION > ACCOUNT SUMMARY H
Patient Name HOLMES, DALLAS A 05/23/18 IHNUNDHISTO ANTB ADDL SLIDE  88341-59x10  2300.00 &
Your Physician  TOLNAY,GABOR L 04/23/18 IMNUNOHISTO AMYB 1ST STAIN 86342-69x2 540.00
Account Number 063258749 06/23/18 TUNOR IMMUNOHISTOCHEM/MAKUAL  88360-59x2 700.00 §
Original account# 378279/CSIG 06/27/18 WICROSLIDE CONSULTATION 88322 320.00 g

Balance Due 3860.00
>INSURANCE INFORMATION
PRINARY
Insurance Name SIK0
Name of Insured HOLMES . DALLAS A
Policy Rumber 00069482201
SECONDARY &
Insurance Name None on file / /—CC) -
Policy Number C& i
ow 04 ORLG
> QUESTIONS? . @
Billing questi hangos to insu - Sue QD{‘Q
ng questions or changes to insurance :
coverage? Please contact Patient Accounts i-ss e
at 1-800-274-2158 i
Monday - Friday 9:00AM-7:00PW
>CREDIT CARD
T0 PAY YOUR BILL ONLINE, PLEASE VISIT
THANK YOU FOR YOUR PROMPT PAYMENT! -
- 124300
CHUSHEEETY MAKE CMECKS PAYABLE TO CREEHEHT™ G- 2318
CYTOMETRY SPECIALISTS INC. ") -
5700 SOUTHWYCK BLVD - Nhegr Bill .
TOLEDO,OH 43614-1509 § 244000 -
(AL MpudiBle
STATEMENT OATE PAY THIS AMOUNT ACCOUNT NUMBER
03/26/19 3860.00 063258749
gggﬂne#gum$ PABS cODE CS'G

7 FORWARDING S ERTERE TSRS REMIT 10 RS
ORI R AD

)
[0l ebslfgg Voot ool e LoglLeebedfesghospifHumeli b
- 5
CONNERSVILLE IN 47331-2831 OLEDD Ol 43614-1509
O Please check box If addrass I8 incorrect or Insurance information Please detach and return this portion with payment.

has changed and Indicate chango(s) on reverse side,



( 6100 W 96TH ST Statement Date 02/“ 2/19 o
- ) STE 126 T
INDIANAPQLIS, IN 46278 Account Number 46978
Payment Due Date 02126119
1[2 ~~~~~ et ey e o oo o
Pay Thls Amount 35667 00

Billing Questions? Call (868) 771-5257 or
T A L L P O P R T T YT (317) 715-1800

‘@ Dallas A Hoimes We comply with applivable Federal civil rights laws andt do s

= 1809 VIRGINIA AVE diserimmate on the hasis af race, color, natinnal ofigi. age, disability
3 @ CONNERSVILLE. IN o <ox. Language assistance avalable: Espaital, Kreyol Ayislen,

g‘ R + 47331-2831 Ticug Vigt, Portuguds, §3¢, fenngais, Tagalog, preceni, U b,
~

{taliana, Deutsche , 31204, Polskie, Gujarati, W\, BN, < e
STATEMENT - CANGER CARE GROUP PC

Date Description Amount  Insurance  Patient Balance
Balance Balance
1009118 ENCOUNTER 489234 FOR DALLAS WITH LIEBROSS WD, ROBERT - v
10105/18 99205 - OFFICEIOUTPATIENT VISIT, NEW 466.00 465 00
ENCOUNTER TOTAL 465.00 46600  465.00
4
10M7H8  ENCOUNTER 460196 FOR DALLAS WITH DUGAN MD, THOMAS
1012118 §7156 - INSERTION OF VAGINAL RAD AF TERLOAD APP FOR 320.00 320.00 j 18187
BRACHY
1012118 7777026 - HOR INTERSTITIAL INTRACAVITARY 1 CHANNEL 425.00 425.00
ENCOUNTER TOTAL 74600 74500 74500
10748 ENCOUNTER 460197 FOR DALLAS WITH TUMATI MD, VASU
10/10118 77263 - RADIATION THERAPY PLANNING 496.00 496.00
101018 7747026 - PROF SPECIAL RADIATION TREATMENT 395.00 395.00
1010118 57156 - INSERTION OF VAGINAL RAD AFTERLOAD APP FOR 320.00 320.00
BRACHY
101018 7777026 - HOR INTERSTITIAL INTRACAVITARY 1 CHANNEL 425.00 425.00
101018 7731826 - PROF BRACHY ISODOSE PLAN SIMPLE 445.00 445.00
ENCOUNTER TOTAL 2001.00 208100 2081.00
1022318 ENCOUNTER 460764 FOR DALLAS WITH DUGAN MD, THOMAS
10117118 57156 - INSERTION OF VAGINAL RAD AFTERLOAD APP FOR 320.00 320.00
BRACHY
1017118 7777028 - HDR INTERSTITIAL INTRACAVITARY 1 CHANNEL 425.00 426.00

Please pay your balance as Indicated at the bottom of this statemant. Thank you for your prompt payment
Mon-Thur 8am-5:00pm Friday Bam-4:30pm

PLEASE DETACH AT THE PEREORATION AND MAIL THIS PORTION WITH wOUR PATMENT

e B ERR.
MASTERCARD & DISCOVER mEXi

Canoer Care Group is pleased to announce

Bill Payment online; please go to: C
| piont

hitps:iipatients.availity.conv

r;'l ZSUNT pare

i Statemant D: 69547835 a‘ UR& -

i
5
l o _ Please remit payments to: At BEGES~
{
!

o A Access Code: 2E2160
o ) T o CANCER CARE GROUP
] Dallas A Holmes ; 69547835 DEPT 78725
DI R bavhza | EnatE PO BOX 78000
$5567 00 45978 02/26/19 DETROIT, Ml 48278-0725

1]

w10

- 129284237-303533-C1;

Qibil:

W
o



