
 
CLAIM FORM 

 
Step One:  You must certify that you are a class member, were “indigent” at the time 
services were rendered, and were not screened for charity care.  Please fill out the 
following: 

I, ___________________________________________, hereby certify that I (or my dependent) received 

hospital-based services from either Yakima Regional Medical Center and/or Toppenish Community 

Hospital on the following date(s): _____________________________________________________________ 

(month/year is sufficient).  I certify that I (or my dependent) was not screened for charity care for 

the medical services rendered on these date(s). 

I further certify that I (or my dependent) was indigent on the date(s) these medical services 

were rendered.  There were ____________ people in my family in the year(s) services were rendered, 

and my annual household income for those year(s) was $_____________________. 

 
Step Two:  Please identify the type of claim you are making.  If you qualify, you can 
make claims for both types.  Check each box that applies: 

 I am making a Payment Loss Claim because I certify that I paid, out of my own pocket, for 

hospital services between October 22, 2007 and September 1, 2014, while I was indigent. 

 I am making a Debt Collection Loss Claim because I certify that I was sent to collections as a 

result of hospital services that I (or my dependent) received between October 22, 2007 and 

September 1, 2014 while I was indigent. 

 
Step Three:  Please state the amount of your claim. 

1. If you are making a Payment Loss Claim, please check the appropriate box and fill out the 
statement that applies to you:   
 
 I certify that I paid the following amount for hospital services at Yakima Regional Medical 

Center and/or Toppenish Community Hospital between October 22, 2007 and September 1, 

2014, while I was indigent:  $_______________________.  (If you have documentation of the amount 

you paid, such as cancelled checks or credit card statements, you should include a copy with 

this form.) 

or 

 I certify that I made payments for hospital services at Yakima Regional Medical Center 

and/or Toppenish Community Hospital between October 22, 2007 and September 1, 2014, 

while I was indigent, but that I do not recall the amount I paid.  



2. If you are making a Debt Collection Loss Claim, please check the box and fill out the following: 
  

 I certify that I had to pay the following amounts as a result of being sent to collections for hospital 
services that I (or my dependent) received at Yakima Regional Medical Center and/or Toppenish 
Community Hospital between October 22, 2007 and September 1, 2014, while I was indigent: 

Debt Collection Loss Claim:  

State the type of loss you sustained as a result of collection efforts such as 
interest charges, attorneys’ fees, court costs, penalties.  

(If you have documentation of the amount you paid, such as cancelled checks 
or credit card statements, please include copies with this form.  The Claims 
Administrator may ask for additional information.) 

Amount 
of Loss 

Date 
Paid 

   

   

   

(attach additional pages, if necessary) 
 

Step Four:  Provide your name, address and phone number. 

Print Your Name (required): ______________________________________________________________________________ 
 

Name of Person who received services (required):______________________________________________________ 
 

Current Address (required):  _______________________________________________________________________________ 
(Street or P.O. Box)  

_______________________________________________________________________________ 
(City, State and Zip Code)  

 

Telephone Number (required): ____________________________________  Email: _______________________________ 

Date of Birth:__________________  Claim ID No. (from the Class Notice Envelope):_________________________ 

Step Five:  Certify the accuracy of your claim. 

I hereby certify that the information I have provided in this claim form is true and correct to the 
best of my knowledge. I understand that my claim may be investigated by the Claims Administrator, 
class counsel or the defendants.  I also understand that the defendants will provide the Claims 
Administrator with certain information about payments that I made, or collection efforts made 
against me, as part of the verification process.  I understand that if there is a need for any of my 
protected health information to be disclosed to Class Counsel to process my claim (such as my date 
of birth), I will be given an opportunity to provide my consent to such disclosure. 
 
Signature: _________________________________________________________________  Date: ___________________________  
 
Step Six:  Mail your claim form. 

You should mail this claim form, and any supporting documentation, to:   

Lopez Claims Processing 
P.O. Box 2926 

Seattle, WA  98111 

This form must be received by April 7, 2017. 


