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information is 'gﬁiity' of a félbvhi/‘éf the third dégree. same damage or loss, shall incur a felony and, upon conviction,
shall be sanctioned for each violation by a ne of not less than

Indiana - A person who knowingly and with intent to defraud  ve thousand dollars ($5,000) and not more than ten thousand

an insurer les a statement of claim containing any false, dollars ($10,000), or a xed term of imprisonment for three (3)
incomplete, or misleading information commits a felony. years, or both penalties. Should aggravating circumstances

[be] present, the penalty thus established may be increased to
Kentucky - Any person who knowingly and with intent a maximum of ve (5) years, if extenuating circumstances are
to defraud any insurance company or other person les a present, it may be reduced to a minimum of two (2) years.

statement of claim containing any materially false information
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