
GITY OF I,IEST ffLLIS
15 SEP'?S nult:4E CLAIMANT CONTACT INFORMATION

Vp
lA2 Email:

334-ooTtName:
Address:

INSTRUCTIONS
Complete this form and sign it, and serve a hard copy upon the West Allis City Clerk. lf you

have questions about how to fill out this form, please contact a private attorney who can assist
you.

NOTICE OF CLAIM

Date of it

Location
Time of day: 0o 3o P/h

Describe the circumstances of your claim here. You may attach additional sheets or exhibits.
Some helpful information may be the police report, pictures of the incident or damage, a
diagram of the location, a list of injuries, a list of property damage, names and contact
information for witnesses to the incident, and any other information relevant to the
circumstances
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damages at this time (comPlete Claim Amount section below) 5.7 *16

damages. This claim is not complete and J/
for damages on a later date.
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a claim for
will

Signed Date:

To complete this claim, attach an itemized statement of damages sought. lf any damages are

for repair to property, include at least 2 estimates for repairs.

The total amount sought is: $ 
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Thank you for choosing Aurora Health care. we appreciate your prompt payment for full Amount Due on this statement.

Gracias por elegir Aurora Health Care. Agradecemos su pronto pago del monto total adeudado en este estado.

statement Date: 0g/08/20 Guarantor Account Number: s66go7 page 3 of 3

Charges Payments/ Balance Due
Date of
Service

Description

nt Name : SWANSBY,GARY M
191664317

ustments

-467.60
-4,023.94

PHARMACY - GENERAL CLASSIFICATION
MEDICAL/SURGICAL SUPPLIES AND DEVICES .
GENERAL CLASSIFICATION
LABORATORY . GENERAL GLASSIFICATION
RADIOLOGY - DIAGNOSTIC. GENERAL
CLASSIFICATION
PHYSICAL THERAPY - GENERAL CLASSIFICATION
EMERGENCY ROOM . GENERAL CLASSIFICATION
PHARMACY - EXTENSION OF O25X - SINGLE SOURCE
DRUG

Location : AWAMC Emergency Services
9.80

240.00

71.00
1,761.0C1

580.00
1,690.00

229.74
I) 08t28t20

08t28t20
AARP Medicare Advantage payments
AARP Medicare Advantage Adjustments
Your Regpgnsibility
New Activity Balance Due - --. ..$-e"g--o-gi. $90.00i

Total Amount Owed to Aurora of this Stateme nt)

ftfuhdvocateAurora
MyAdvocateAurora is a free, personalized patient account that tets you manage your health online from absolutelyanywhere. Message your doctor, view test results, schedule appointments, andpiy your bill online - all from a secure,personalized dashboard.

Claim your MyAdvocateAurora account now (2-mlnute sign-up)

1 . Go to myadvocateaurora.org/activate

f . lnter your activation code: sFgzp.23FDM-wHMsz (expires on 9lzi21z1l
3. Follow the on-screen prompts to set up your free accbunt.

Together let's make healthy happen.
Find out how we're expanding your access to wortd-class care

as one of the 10 largest not-for-profit,
integrated heatth systems in the United States.

Vis it AdvocateAuroraHealth.org

# eg AdvocateAu rora He#[rh
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uro-ra Heolth Care.
PO Box 091700
Milwaukee, W 53209-8700

Shtement of Hospital and physiclan Services

Statement Date: 09/08/20 page 1 of 3

Options:

El Pay Online: aurora.org/bilting

Q Phone: {€00.326.22fl)
Mail: PO Box 809418 Chicago, lL 6O6gO€4ig

Guarantor Name: SWANSBY,GARY M
Guarantor Account Number: 56690z
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Gary M Swansby
1508 S 75th St Apt 102
West Allis Wl 53214-5718EE

1'11llilt1rrl1t1l1tr11lu1tltl1;rltrl;,rrtlllltr!11.rltltltlttl,

Customer Care Hours: Monday - Friday B:00am -

Accourrt lrrfornratiorr

Charge, payment, and adjustment detail can
be found stafting on Page 3

Payment Plan Amount Due
Amount Due not on Payment plan

$e0.00TotalAmount Owed

$0.00
$0.00
90.00

$0.00
$90.00

Payment Plan lnformation
Monthly Amount:
Payment Plan Balance:
Overdue:

Guarantor Account Sumnna

rhank gou for choosing
Aumra Heatth Care

for gour heal.th care needs!

Sign up forPaperless Biil,s
. Get emait reminders when

uour statement is readg
. Pag gour biLts ontine
. Save time, checks & postage

Visit:
mgadvosateaurora.org
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5:00pma Please contact us for questions, or to discuss a possible payment
plan or financial assistance based on need.

a Para espafiol favor llamara a 1-86G,629-6033

Make check payable to Aurora Health Care

AURORA HEALTH CARE
PO Box 809418
Chicago lL 60680-9418
,lrrrr,r';l,l;;,;llhlh,hhll,thl,,llllpllh!grlrr1t1,111lll1

Contact us: I €00-32G-2250
customereervice@aurora. org

e€Au roro Heolth Core,
Account Acct # Date Due

Statement Date
09rc8120

Amount lam Paying

$
Selec{ One: tr Payment Enctosed or Choose Cal(t Betow:trffi trEi trttr@

Card #
Exp. Date
Print Cardholdefs Name
Signature

Amount Due
$90.00
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