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Modified Form 410 
Proof of Claim 04/16

Read the instructions before filling out this form. This form is for making a claim for payment in a bankruptcy case. Do not use this form to 
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 to privacy on this form or on any attached documents. Attach redacted copies of any 
documents that support the claim, such as promissory notes, purchase orders, invoices, itemized statements of running accounts, contracts, judgments, 
mortgages, and security agreements. Do not send original documents; they may be destroyed after scanning. If the documents are not available, 
explain in an attachment. 
A person who files a fraudulent claim could be fined up to $500,000, imprisoned for up to 5 years, or both. 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. 

Part 1:  Identify the Claim 

1. Who is the current
creditor? ___________________________________________________________________________________________________________ 

Name of the current creditor (the person or entity to be paid for this claim) 

Other names the creditor used with the debtor ________________________________________________________________________ 

2. Has this claim been
acquired from
someone else?

 No
 Yes. From whom?  ______________________________________________________________________________________________________

3. Where should notices
and payments to the
creditor be sent?

Federal Rule of
Bankruptcy Procedure
(FRBP) 2002(g)

Where should notices to the creditor be sent? Where should payments to the creditor be sent? (if 
different) 

_____________________________________________________ 
Name  

______________________________________________________ 
Number Street 

______________________________________________________ 
City State ZIP Code  

Contact phone ________________________ 

Contact email ________________________ 

_____________________________________________________ 
Name  

______________________________________________________ 
Number Street 

______________________________________________________ 
City State ZIP Code  

Contact phone ________________________ 

Contact email ________________________ 

Uniform claim identifier for electronic payments in chapter 13 (if you use one):  

__  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __ 

4. Does this claim amend
one already filed?

 No
 Yes. Claim number on court claims registry (if known) ________ Filed on   ________________________ 

MM /  DD /  YYYY

5. Do you know if anyone
else has filed a proof
of claim for this claim?

 No
 Yes. Who made the earlier filing?  _____________________________

Debtor 1 __________________________________________________________________  

Debtor 2 ________________________________________________________________ 
(Spouse, if filing) 

United States Bankruptcy Court for the: __________ District of __________ 

Case number ___________________________________________ 

  Fill in this information to identify the case: 

E-Filed on 10/17/2019
Claim # 248

c/o Krieg DeVault LLP One Indiana Square, #2800

Fayette Memorial Hospital Association, Inc.

Southern District of Indiana, Indianapolis Division

18-07762-JJG-11

Riverview Health

✔

Kay Dee Baird

IN 46107

(317) 636-4341

kbaird@kdlegal.com

✔

✔

Indianapolis
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Part 2:  Give Information About the Claim as of the Date the Case Was Filed 

6. Do you have any number
you use to identify the
debtor?

 No
 Yes. Last 4 digits of the debtor’s account or any number you use to identify the debtor:  ____   ____   ____  ____

7. How much is the claim? $_____________________________.  Does this amount include interest or other charges? 
 No
 Yes.  Attach statement itemizing interest, fees, expenses, or other

charges required by Bankruptcy Rule 3001(c)(2)(A). 

8. What is the basis of the
claim?

Examples: Goods sold, money loaned, lease, services performed, personal injury or wrongful death, or credit card. 

Attach redacted copies of any documents supporting the claim required by Bankruptcy Rule 3001(c). 

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

______________________________________________________________________________ 

9. Is all or part of the claim
secured?

 No
 Yes. The claim is secured by a lien on property.

Nature of property: 

 Real estate. If the claim is secured by the debtor’s principal residence, file a Mortgage Proof of Claim
Attachment (Official Form 410-A) with this Proof of Claim. 

 Motor vehicle
 Other. Describe: _____________________________________________________________ 

Basis for perfection: _____________________________________________________________ 
Attach redacted copies of documents, if any, that show evidence of perfection of a security interest (for 
example, a mortgage, lien, certificate of title, financing statement, or other document that shows the lien has 
been filed or recorded.)  

Value of property:   $__________________ 

Amount of the claim that is secured:   $__________________ 

Amount of the claim that is unsecured:  $__________________ (The sum of the secured and unsecured 
amounts should match the amount in line 7.) 

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

Annual Interest Rate (when case was filed) _______% 

 Fixed
 Variable

10. Is this claim based on a
lease?

 No

 Yes. Amount necessary to cure any default as of the date of the petition. $____________________ 

11. Is this claim subject to a
right of setoff?

 No

 Yes. Identify the property: ___________________________________________________________________

✔

Services Performed

✔

✔

✔

13,695.82
✔

0.00
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12. Is all or part of the claim
entitled to priority under
11 U.S.C. § 507(a)?

A claim may be partly
priority and partly
nonpriority. For example,
in some categories, the
law limits the amount
entitled to priority.

 No

 Yes. Check one: Amount entitled to priority 

 Domestic support obligations (including alimony and child support) under
11 U.S.C. § 507(a)(1)(A) or (a)(1)(B). $____________________ 

 Up to $2,850* of deposits toward purchase, lease, or rental of property or services for 
personal, family, or household use. 11 U.S.C. § 507(a)(7). $____________________ 

 Wages, salaries, or commissions (up to $12,850*) earned within 180 days before the 
bankruptcy petition is filed or the debtor’s business ends, whichever is earlier.
11 U.S.C. § 507(a)(4).

$____________________ 

 Taxes or penalties owed to governmental units. 11 U.S.C. § 507(a)(8). $____________________ 

 Contributions to an employee benefit plan. 11 U.S.C. § 507(a)(5). $____________________ 

 Other. Specify subsection of 11 U.S.C. § 507(a)(__) that applies. $____________________ 

* Amounts are subject to adjustment on 4/01/19 and every 3 years after that for cases begun on or after the date of adjustment.

Part 3:  Sign Below 

The person completing 
this proof of claim must 
sign and date it.  
FRBP 9011(b). 

If you file this claim 
electronically, FRBP 
5005(a)(2) authorizes courts 
to establish local rules 
specifying what a signature 
is.  

A person who files a 
fraudulent claim could be 
fined up to $500,000, 
imprisoned for up to 5 
years, or both.  
18 U.S.C. §§ 152, 157, and 
3571. 

Check the appropriate box: 

 I am the creditor.
 I am the creditor’s attorney or authorized agent.
 I am the trustee, or the debtor, or their authorized agent. Bankruptcy Rule 3004.
 I am a guarantor, surety, endorser, or other codebtor. Bankruptcy Rule 3005.

I understand that an authorized signature on this Proof of Claim serves as an acknowledgment that when calculating the 
amount of the claim, the creditor gave the debtor credit for any payments received toward the debt.  

I have examined the information in this Proof of Claim and have a reasonable belief that the information is true 
and correct. 

I declare under penalty of perjury that the foregoing is true and correct.  

Executed on date  _________________ 
MM  /  DD  /  YYYY

8________________________________________________________________________
Signature 

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

Name _______________________________________________________________________________________________
First name Middle name Last name 

Title _______________________________________________________________________________________________ 

Company _______________________________________________________________________________________________ 
Identify the corporate servicer as the company if the authorized agent is a servicer. 

Address _______________________________________________________________________________________________ 
Number Street

_______________________________________________________________________________________________ 
City State ZIP Code

Contact phone _____________________________ Email ____________________________________ 

13. Is all or part of the
      claim entitled to 
      administrative priority
      pursuant to 
      11 U.S.C. § 503(b)(9)?                                                 

   No

   Yes. Indicate the amount of your claim arising from the value of any goods received by 
the Debtor within 20 days before the date of commencement of the above case, in 
which the goods have been sold to the Debtor in the ordinary course of such 
Debtor's business.  Attach documentation supporting such claim. 

   $____________________

0.00

✔

0.00

0.00

0.00

0.00

0.00

✔

10/17/2019

Nicole Swiney

Nicole Swiney

VP of Ambulatory, Sports and Lab Services

Riverview Health

✔

0.00

oabellanosa
Typewritten Text

oabellanosa
Typewritten Text

oabellanosa
Typewritten Text



Attachment 1 - Administrative Expense Claim.pdf

Description -



ADMINISTRATIVE EXPENSE CLAIM FORM 
1------ Debtor: Fa ette Memorial Hos ital Association Inc. Case No. 18-Q7_762-.::..JJ.:...G.::..~...;;t_t ___ ~ 

NOTE: This form should only be used to make a claim for an Administrative Expense nrls[ng or accruing 
from Mu) I, 2019 through August JI, 2019 ONLY. 

------------·---~-- r ---------------
N11mc or Crcdllor (The pcnon or olhcr cnlily lo whom the dcblor owes mo11ey or 
Jlro~ny) 

Chock bo, ir yoq a~ •"•re thot an,-uac el"' hu nt«J • prvor or 0 daln, rdatio1 I• J•ur claim Attach copy or 11accincn1 i:Mai: 
par1kalan. 

Riverview Health 
Name and address where nolicc! thou Id be tent -------t--
Kay Dee Baird, Esq., Krieg DeVault LLP, One Indiana 

1 

□ Check bos lr )OU u .. never rr<,mttl any no1kt1 rmm the 
ba nkruplC)' co11r1 in thts c11e 

Square, Suite 2800, Indianapolis, IN 46204 
N11mc and addrcs, where paymcnl !houhl be !cnl (ir dilTcrcnt): 7 

□ Ch«k bos if the INldrn, ililTcn fro111 the addrH, on 1he cndopc 
tent re )OU bi· the court. 
I 

~Tclcphancnumhc!:._(3l 7.)23&6JQ6, ________ ..i,____.__ ___________ -'III 
lu1 rour dl~Us or account or other n1nn1Mer by which credil or idcnli!iH 
debtor: 

t I. Oa,11 ror Admi•i1tra1i•• aolm 

□GNds sold □ Retiree bcoclilu1 drlintd In II USC.§ I 11-l(ol 

!xls,.-.ittsperrurm..i (invoices attached) 
□!',loner loantd 

Orenoaol Injury ,.,oai:J11I dcalh 

- 0TasH 

Oo,her 
2. Datchl debt"" incarrtd 

1-- Ma 20, 2019 - June 30,'-2_0_1_9 ___ _ 

□w•K~ talarle, end eompen,1tian 1n11 DIii bclo .. ) 
Lut rour dit:llur )OU r SS #: 
Unpaid rompcntation lor ..,nkn JlCrrormrd 

(n,m -------·•lo, ______ _ 

ltl■le) 

j l , Ir cou~ jbd11mcnt. date obtal;;;.i, 

4 TOTAL AMOU:'iT Of AO~ll'ilSTRATIVE CLAIM:S._.,l=J.._,6""9"-5"'""".8"'2=------
1h11 or port or your daim iueornl, ahe complete 11cm 5 below. 

0 Check thls bo1 lrclolm lncludet inlcmt or other chargtt in addition to the principal amount or1hc cbim Attach ilcmiud ,111rment or11ll lnlert11 nr 
ddltlo111lcllari:ct. 

Ocscriplion or Property: ______ _ 

Basis for Perrec1!on: ________ _ 

V11tu~ of l'ropcny: ________ _ 

7. Thi, A1'mlnb1n1tin PruorurCl■lm: 

IXJ1, 1hc nnt m..i 11roor or claim ••ltlentl•a tlle clllm 1111er1nl 
herein 

Oamend,/1uppl~mcn11 • proo( or claim ___ lilnl on 
____ _.or 

□ rrplacf1/su,pco1b a pron( o( dai111 lllrd on ____ _ 

1-,-_-S-up_p_o_rtl•i: Dc,,:umrn111lo11 

6. Orr.tt,. Crnllts and SclolTo: 

DAIi Payment, mode on 1his clai111 by the Debtor ho,e been rredilcil and 
Lkduc1cd frotn the 1mo11at claimed herein 

IXJn11 claim i• not tubjm lo ony .. 101T or counlcrclaim. 

I [Jyhl, claim is swbjccr lo tcloll or countercl■im u rouo,.,: 

8. Anii:11mn11 

Dir the cLlimant bas oblainctl thls claim by A1,i,:nmHI. • co11y i, olla<h•'ll tu,n,1.,. 

Filers must leave out or reduct infol'Tl'llltion thot is entitled to privacy on this fonn or on ony anochcd documents. Attnch rcdnc1cd copies of ony 
documents ihat support the cloim, such us promissory nolcs, purchase orders. invoices, ilcmizcd statements of running accoonL,, contmcts, 

judgmcnL,, mortgages, and security 11grccmcn1s. Do not send original documcnlS; they may be destroyed after scanning. If the documents ore not 
available, explain · n attachment. I 

n-;::- f lhc creditor or other person aulhorltcd lo me thi! cloim (111tach cop} or 1 



Riven·iew Hospital 
Attn: Terry Harp 
395 Westfield Road 
Noblesville. IN 46060 

Bill To: 
r- -

FAYETTE REGIONAL HEAL 111 svs·1 EM 
ATTN: PAUL HUMMEL 
1941 VIRGINIA AVE 
CONNERSVILLE. IN ,H33 I 

Invoice INV6521 
Date 6/6/2019 

Shi To: 

FAYETTE REGIONAL HEALTH SYSTEM 
A ITN: PAUL HUMMEL 
1941 VIRGINIA AVE 
CONNERSVILLE. IN 47331 

Price Descri tion Rate _..__ ________ ___,;;;.;;;:;==:.;..;._-------

LAB SERVICES: 5.20. 19 - 5.26.19 

so TESTS VARIABLE $2.143.93 

Total $2.143.93 



Rivervie\\ Hospital 
Attn: Terry Harp 
395 Westfield Road 
Noblesville. IN 46060 

Bill To: 

FAYETTE REGIONAL HEALTH SYSTEM 
A lTN: PAUL HUMMEL 
1941 VIRGINIA AVE 
CONNERSVILLE. IN 47331 

-
Of} Descriotion 

Inrnice INV6522 
Date 6/6/2019 

Ship To: 

FAYETrE REGIONAL HEALTH SYSTEM 
ATfN: PAUL HUMMEL 
1941 VIRGINIA AVE 
CONNERSVILLE, IN 47331 

- - ... _ 
Rate I Price 

I.AB SERVICES: 5.27.19 - 6.2.19 

59 TESTS VARIABLE $2.356.45 

I 

t 

I 

' 

I 

' 

Toaal $2.356.45 



Riverview Hospital 
Attn: Terry Harp 
395 Wcstlicld Road 
Noblesville, fN 46060 

Bill To: 

FAYE"fTE REGIONAL HEALTH SYSTEM 
ATTN: PAUL HUMMEL 
19-ll VIRGINIA AVE 
CONNERSVILLE. IN 47331 

Qty 
·-

Dcscriotion 

Invoice fNV6S23 
Date 6/12/2019 

Ship To: 

FAYETTE REGIONAL HEALTH SYSTEM 
A 1TN: PAUL HUMMEL 
1941 VIRGINIA AVE 
CONNERSVILLE. IN 4733 I 

Rate Price 

LAB SERVICES: 6.3.19 - 6.9. I 9 

64 TESTS VARIABLE $2,234.84 

l 

ToHil $2.234.84 



Riven icw Hospilal 
Attn: Terry Harp 
395 Westfield Road 
Noblesville. IN 46060 

Bill To: 

FAYETTE REGIONAL I IEALTH SYSTEM 
ATTN: PAUL HUMMEL 
1941 VIRGINIA AVE 
CONNERSVILLE. IN 47331 

()t~· Description 

Invoice fNV6524 
Date 7/3/2019 

Ship To: 

FAYETTE REGIONAL HEALTH SYSTEM 
ATTN: PAUL HUMMEL 
19.JI VIRGINIA AVE 
CONNERSVILLE. IN 47331 

Rate Price 

LAB SERVICES: 6.10.19 - 6.16.19 

7:? TESTS VARIABLE $2.891.95 

Tol:il $2.891 .95 



Riverview Hospital 
Attn: Terry Harp 
395 Westfield Road 
Noblesville. IN 46060 

Bill To: 

FAYETTE REGIONAL HEAL TII SYSTEM 
A n ·N: PAUL HUMMEL 
19-' I VIRGINIA AVE 
CONNERSVILLE. IN 47331 

o,., Descri ption 

Invoice JNV6525 
Date 7/3/2019 

Ship To: 

FAYETTE REGIONAL HEALTH SYSTEM 
A TIN: PAUL HUMMEL 
1941 VIRGINIA AVE 
CONNERSVILLE. IN 47331 

Rate Prke 

LAB SERVICES: 6.17.19 - 6.23.19 

54 TESTS VARIABLE $1.861.85 

To1at $1 861.85 



Riverview Hospilal 
Attn: Terry Harp 
395 Weslfield Road 
Noblesville. IN 46060 

Bill To: 

FAYETTE REGIONAL HEALTH SYSTEM 
A TrN: PAUL HUMMEL 
1941 VIRGINIA AVE 
CONNERSVILLE. IN 47331 

01\' Descriotion 

Invoice INV6526 
Dale 7/8/2019 

Ship To: 

FAYETTE REGIONAL HEALTH SYSTEM 
ATTN: PAUL HUMMEL 
1941 VIRGINIA AVE 
CONNERSVILLE. IN 47331 

Rale Price 

LAB SERVICES: 6.24.19 - 6.30.19 

43 TESTS VARIABLE $2,206.80 

' 

Total $2.206.80 






