P.OBox 177

104 Main Street
Fillmore, NY 14735
Phone: (585) 567-2251
Fax: (585) 567-2541

FILLMORE CENTRAL SCHOOL

April 1, 2024

Dear Families;

Fillmore Central School will provide a Three-Year-Old Preschool Program for eligible students during the
2024-25 school year. Children born between December 2, 2020 and December 1, 2021, are eligible to
participate in the 3PK program.

The Three-Year-Old Preschool Program is a veluntary program for parents who desire a Pre-Kindergarten
experience for their children. The program
» 1s a half day session (8:05-11:15 or 12:15-3:13),
follows the Fillmore Central School calendar,
is located in the Fillmore Central School building,
1s no cost to parents,

has a certified teacher and support staff,

YV V VYV VY

provides a developmentally appropriate curriculum focusing on cognitive, social, emotional,
and physical skill development.

Unfortunately, because of additional regulations, Fillmore will not be able to provide transportation for all
students in the 3-year-old preschool. The District recognizes some families are physically or legally unable to
provide transportation. If your child is not attending due to an inability to provide transportation please contact
Mrs. Petre.

If you are interested in your child being a member of the 2024-25 Three-Year-Old Preschool Program, please
complete and return all of the enclosed Pre-Kindergarten entrance forms. In addition, please submit a copy of
your child’s immunization records and birth certificate. All paperwork must be submitted before your child may
enter the program.

Applications must be received by July 31, 2024. The 3-Year-Old preschool program is only permitted to

service eighteen students in each session. If more than thirty-six student applications are submitted, Fillmore
Central will institute a lottery system to fill the preschool openings. In District students enrolled in the 3-year-
old program will have first rights to the District’s UPK program for 4-year-old students the following year.

If you have any questions, please contact me at 567-4432. Thank you for your interest in our 3-year-old
preschool program. We look forward to receiving your child’s registration information and working with you
and your child.

Sincerely,
Sarah Petre
PreK-6 Assistant Principal






Fillmore Central School
3-Year Old Pre-Kindergarten
Entrance Checklist

Child's Name: Date of Birth:

Entrance Form

Emergency Form

Developmental and Social History Form

Health Form

Physical (completed by a physician)

Home Language Questionnaire/ Identification of Homeless Students Form.,
Immunization Records

Dental Health Certificate

Birth Certificate

Session request

Please return all forms and the checklist to:

Sarah Petre

PK-12 Assistant Principal
104 Main Street
Fillmore, NY 14735

Office use:
Date Information Received:

Preschool applications must be returned before July 31, 2024






Fillmore Central School Entrance Form

Student Number: Grade: Teacher: Bus Number:
Date Registered: First Date Attended: SSN:
Student Information
DOB: Sex: M F
Last Name First Name MI __school-age __ preschool age child
Place of Birth Circle: New Student  Former Student Year(s) Attended:
Ethnicity (Check): Is your child Hispanic/Latino or of “Spanish origin” ___ Yes ___ No
Please select one: ___American Indian or Alaskan American ___ Asian ___ White/ Other
___Black or African American ___Native Hawaiian or Other Pacific islander
o District Resident o Non-Resident o Placed by DSS/ Agency Agency Name:
Address: Telephone:
Emergency Number:
How many schools has this child attended? Previous School:
My child receives or is eligible for ___free lunches ____reduced price lunches. (if known)
My child participates in a half day vocational program. __yes (program: )
Custodial Parent/ Guardian Information
Name: Active Duty__ Relationship:
Name: Active Duty____ Relationship:

Mailing Address

(If different from above):

The child's parents are: ___ Married ___ Single Parent __ Divorced (Custody Papers: __ received __ needed)
The child is in foster care:

Non-Custodial Parent/ Guardian Information (The following people should receive information about the child.)

Name: Active Duty____ Relationship:
Name; Active Duty____ Relationship:
Mailing Address: Telephone:

Census Information: Other Children in the Family

Pre-School Name: M F DOB:
Name: M F DOB:
In School Name: M F DOB:
Name: M F DOB:
Name: M F DOB:
Name: M F DOB:

Special Placement Approval
| agree to the temporary continuation of the classification and programs in which my child, , was placed in his/her
previous school prior to transferring to Fillmore Central School. My child’s program included:

___ CSE (Resource Room/ Consultant Teacher/ Special Class) __Remedial Reading __ Remedial Math
___Academic Intervention Service (Area: ) ___ Gifted and Talented Program __ Speech
Routeto:  CSE __ Psychologist _ 5-12 Office __ District Office __ Guidance Office

____ Mrs. Barber __ Cafeteria __ Attendance _ Bus _ Remedial __ Speech






Identification of Homeless Students

This questionnaire is intended to address the McKinney-Vento Act. Your answers will help the administrator determine residency documents
necessary for enrollment of this student.

1. Presently, where is the student living? Check one box:

Section A Section B
O With another family or other person because of loss of housing or asa | O Choices in Section A do not apply
result of economic hardship (sometimes referred to as “double-up™) O In permanent housing

O Other (Please specify)
O In a shelter

O In a hotel/motel, car, park, bus, train or campsite (please specify)
O Wwith friends or family members (other than parent/guardian)

O Other temporary living situation (Please Describe)

O Independently

CONTINUE: If you checked a box in Section A,
complete #2

2. The student lives with:

o | parent o a relative, friend(s) or other adult(s)
O 2 parents o alone with no adults
o 1 parent & another adult o an adult that is not the parent or the legal guardian

Home Language Questionnaire (HLQ) CR 154 A-14

Dear Parent or Guardian: TO BE COMPLETED BY SCHOOL PERSONNEL

District/ School: Fillmore Central School

In order to provide your child with the best possible

education we need to determine how well he or she [SudentName Grade
und.erstana’sf speaks, r'eads, and wrztes. Englfsh. Your S oT B Sl o Toatior Numher
assistance in answering these questions is greatly
app reciated. Country of Birth/ Ancestry
Thank You Number of Years enrolled in school outside the US
Name/ Position of school personnel completing this section
Determination:
0 Possible LEP 0 English Proficient
(\ boxes that apply)
1. Whatlanguage(s) is spoken in the student's o English o Other (specify)
home or residence?
2. Whatlanguage(s) is spoken most of the time o English o Other (specify)
to the student, in the home or residence?
3. Whatlanguage(s) does the student understand? o English o Other (specify)
4. Whatlanguage(s) does the student speak? o English o Other (specify)
5. Whatlanguage(s) does the student read? o English o Other (specify) o Does Not Read
6. What language(s) does the student write? a English o Other (specify) o Does Not Write
7. In your opinion, how well does the student understand, speak, read, and write English?
Very Well Only a little Not at all
Understands English o m 0
Speaks English | o o
Reads English a a a]
Writes English a O a]

Parent/ Guardian Signature: Date:







FILLMORE CENTRAL SCHOOL
Student Contact Information

Student Name: Grade

Home Address:

Mailing Address:

Contact 1: (resides with student)

Name: Relationship:

Home Phone: Work Phone: Cell Phone:

Email address:

Contact 2: (resides with student)

Name: Relationship:

Home Phone: Work Phone: Cell Phone:

Email address:

Contact 3: (DOES NOT reside with student)

Name: Relationship:

Home Address:

Mailing Address:

Home Phone: Work Phone: Cell Phone:

Email address:

Has Custody: Receives Mailings:

Contact 4: (DOES NOT reside with student)

Name: Relationship:

Home Address:

Mailing Address:

Home Phone: Work Phone: Cell Phone:

Email address:

Has Custody: Receives Mailings:

Contact 5: (DOES NOT reside with student)

Name: Relationship:

Home Address:

Mailing Address:

Home Phone: Work Phone: Cell Phone:

Email address:

Has Custody: Receives Mailings:



Additional/Emergency Contact Information

Contact 5:
Name: Relationship
Phone:

Contact 6:
Name: Relationship
Phone:

Contact 7:
Name: Relationship
Phone:

After School Program or Care Provider

Name:




P.O Box 177

104 Main Street
Fillmore, NY 14735
Phone: {585) 567-2251
Fax: (585} 567-2541

FILLMORE CENTRAL SCHOOL

Student:

DOB:

The 3-Year-Old preschool program is only permitted to service eighteen students in each session. If more
than thirty-six student applications are submitted, Fillmore Central will institute a lottery system to fill the
preschool openings.

Please check/choose one session:

o} the morning session (8:05-11:15)
o the afternoon session (12:15-3:13)
o either session

Please complete and return this form with your application no later than July 31, 2024.
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Pre-Kindergarten Kindergarten

Fillmore Central School
Pre-Kindergarten and Kindergarten
Developmental & Social History Form

CHILD NAME: DOB:

Parents: The questions on this form are intended to provide school staff with information
which will help us better understand your child’s development, experiences and
uniqueness. Please feel free to make additional comments in any area. Thank you.

Have you had concerns about any phase of your child’s development?

Yes No Comments:

Has your child accomplished developmental milestones at the expected ages?
(Walking, first word, speaking in sentences, toileting, etc.)

Yes No Comments:

Has your child had any persistent problems with eating, temper tantrums, sleep habits,
bedwetting, wetting or soiling clothes, thumb sucking, fingernail biting?

Yes No Please Explain:

Has your child had any persistent fears or worries?

Yes No Please Explain:

Describe how your child relates to other children:

Which hand does your child prefer to use for eating, coloring, etc.?
Right Hand Left Hand Undecided

Has your child been referred for any professional evaluation? (Hearing, vision,
psychological, or medical specialist)
Please Explain:




At what age did your child first begin to:
Walk:
Speak:

Crawl:

Has your child attended any pre-kindergarten program or out-of-home day care? If so,
approximant dates and age of your child. Name and program location:

When attended/age Name and location of program

Fillmore Pre-K
Headstart

Nursery School

Day Care
BOCES
Other

Please describe who is living in your home at this time:

__ Mother _____ Brother(s) Ages:
__ Father _ Sister(s) Ages:
___ Step-Mother ____ Step/half brother(s) Ages:
_ Step-Father _ Step/half sister(s)  Ages:
__ Other Adult(s) ____ Foster Children Ages:
__ Other Relative(s) ___ Other Children Ages:

Non-Custodial parent name:

Is this person to receive school notices and communications: Yes No

If yes, address:

Are there any social/family situations of which we should be aware? (Recent separation,

divorce, custody issue, family illness, recent loss)

What other things would you like us to know about your child?




Pre-Kindergarten Kindergarten

Fillmore Central School
Pre K and Kindergarten

Health Form
Name of Child: Date of Birth:
Place of Birth:
Custodial parents/guardians:
Address: Phone: (H)
(w-mom)
(w-dad)

Child’s Physical Health History:

1.

Did your child have a medically normal pre-natal delivery and newborn history?
Yes No (Explain)

Has your child experienced any loss of consciousness or seizures?
Yes No (Explain)

. Has your child experienced chicken pox, any serious illness, accident or head

injury? Yes No (Explain)

Has your child been diagnosed with any physical abnormality or condition?
Yes No (Explain)

Has your child experienced any ear or hearing problems that you have known or
suspected? (including frequent ear infections at any age).
Yes No (if yes, please indicate age(s) and if treated medically)

Has your child experienced any eye or vision problems that you have known or
suspected? Yes No (if yes, please indicate age(s) and if treated
medically)

Does your child wear corrective lenses? Glasses Contact lenses

Is there anything concerning your child which the school should know in order to
provide special care in the classroom or on field trips?




9. Has your child had dental care? Yes No
Most recent date seen:

10. Does your child suffer from any allergies? (e.g. food, medications, insects, sun,
cosmetics, etc) Please Explain:

Special medication, treatments: (inhalers, bee sting kit, etc.)

11. Is your child taking any regular medications? Yes No

Medication: Dose if known for condition:

Medication: Dose if known for condition:

Will the medication need to be administered in school? Yes No
Other comments:

12. Has your child been screened for Lead levels in his/her blood?
Yes No Results:

13. Please list your child’s medical professionals and locations/phone numbers.

Name Address Phone

Physician

Eye Doctor

Dentist

Specialist &Specialty

Specialist &Specialty




REQUIRED NYS SCHOOL HEALTH EXAMINATION FORM
TO BE COMPLETED IN ENTIRETY BY PRIVATE HEALTH CARE PROVIDER OR SCHOOL MEDICAL DIRECTOR
Note: NYSED requires a physical exam for new entrants and students in Grades Pre-KorK, 1,3, 5, 7,9 & 11; annually for
interscholastic sports; and working papers as needed; or as required by the Committee on Special Education (CSE) or
Committee on Pre-School Special education (CPSE).
STUDENT INFORMATION

Name: Sex: OM [OF |DOB:

School: Grade: Exam Date:
HEALTH HISTORY

Allergies [1No |[JMedication/Treatment Order Attached [0 Anaphylaxis Care Plan Attached

[ Yes, indicate type|[J Food [ Insects [ Latex L1 Medication [] Environmental

Asthma [INo [ Medication/Treatment Order Attached [ Asthma Care Plan Attached
[ Yes, indicate type O Intermittent [ Persistent [0 Other:

Seizures [INo Medication/Treatment Order Attached [ Seizure Care Plan Attached

[ Yes, indicate type [ Type: Date of last seizure:

Diabetes [JNo |0 Medication/Treatment Order Attached [ Diabetes Medical Mgmt. Plan Attached
[ Yes, indicate type |0 Type 1 [ Type 2 [J HbA1c results: Date Drawn:

Risk Factors for Diabetes or Pre-Diabetes:
Consider screening for T2DM if BMI% > 85% and has 2 or more risk factors: Family Hx T2DM, Ethnicity, Sx Insulin Resistance,
Gestational Hx of Mother; and/or pre-diabetes.

BMI kg/m2 Percentile (Weight Status Category): I <5 [ 5"-49™ [0 5084t [ 85"-94™ [795™-98" [ 99"and>
Hyperlipidemia: [1No [JYes Hypertension: [[JNo [IYes

PHYSICAL EXAMINATION/ASSESSMENT T
Height: Weight: BP: Pulse: Respirations:
TESTS | Positive Negative = Date : : Other Pertinent Medical Concerns 77
PPD/ PRN O O One Functioning: [ Eye [ Kidney [Testicle
Sickle Cell Screen/PRN ] O [J Concussion — Last Occurrence:
Lead Level Required Grades Pre- K&K ~ Date O Mental Health:
O TestDone [JleadElevated >10 pg/dL ] Other:

[] System Review and Exam Entirely Normal

Check Any Assessment Boxes OQutside Normal Limits And Note Below Under Abnormalities

L] HEENT [J Lymph nodes ] Abdomen [ Extremities [J Speech

[ Dental [ Cardiovascular [ Back/Spine (] Skin [ Social Emotional

[ Neck [ Lungs [J Genitourinary ] Neurological [0 Musculoskeletal

[ Assessment/Abnormalities Noted/Recommendations: Diagnoses/Problems (list) ICD-10 Code

[ Additional Information Attached

Rev.5/4/2018 Page 1 of 2



Name: DOB:
SCREENINGS

Vision Right Left Referral Notes
Distance Acuity 20/ 20/ CIves OONo |
Distance Acuity With Lenses 20/ 20/

Vision—Near Vision 20/ 20/

Vision—Color [ Pass [ Fail

Hearing Rightds | Left dB Referral

Pure Tone Screening | [JYes O No

Scoliosis Requiredfon:‘iaf:ui\i/;grade9 Negative MMAF;;Sitive Referral

And girls grades 5827 O ] [JYes DWNO - .

Deviation Degree: Trunk Rotation Angle:

Recommendations:

RECOMMENDATIONS FOR PARTICIPATION IN PHYSICAL EDUCATION/SPORTS/PLAYGROUND/WORK

LT Full Activity without restrictions including Physical Education and Athletics.

[ Restrictions/Adaptations Use the Interscholastic Sports Categories (below) for Restrictions or modifications
[J No Contact Sports Includes: baseball, basketball, competitive cheerleading, field hockey, football, ice
hockey, lacrosse, soccer, softball, volleyball, and wrestling
[J No Non-Contact Sports Includes: archery, badminton, bowling, cross-country, fencing, golf, gymnastics, rifle,

Skiing, swimming and diving, tennis, and track & field
(] Other Restrictions:

[ Developmental Stage for Athletic Placement Process ONLY

Grades 7 &8 to play at high school level OR Grades9-12 to play middle school level sports
Studentisat TannerStage: [0 1 I 11 O Owv OV

L] Accommodations: Use additional space below to explain

] Brace*/Orthotic [] Colostomy Appliance* ] Hearing Aids
[ Insulin Pump/Insulin Sensor* [J Medical/Prosthetic Device* [J Pacemaker/Defibrillator*
] Protective Equipment [ Sport Safety Goggles ] Other:

*Check with athletic governing body if prior approval/form completion required for use of device at athletic competitions.

Explain:

MEDICATIONS

L] Order Form for Medication(s) Needed at School attached

List medications taken at home:

IMMUNIZATIONS

[] Record Attached [J Reported in NYSIIS Received Today: [1Yes [JNo
HEALTH CARE PROVIDER
Medical Provider Signature: Date:
Provider Name: (please print) Stamp:
Provider Address:
Phone:
Fax:

Please Return This Form To Your Child’s School When Entirely Completed.

Rev. 5/4/2018 Page 2 of 2




Dental Health Certificate

Parent/Guardian: New York State law (Chapter 281) permits schools to request a dental examination in the
following grades: school entry, K, 1%, 39, 5t 7t gth 3nd 11t grade. Your child may have a dental check-up
during this school year to assess his/her fitness to attend school. Please complete section 1 and take the
form to your dentist for an assessment. If your child had a dental check-up before he/she started the school
year, ask your dentist to fill out section 2. Return the completed form to the school nurse as soon as possible.
(Fillmore Central School, Health Office, PO Box 177, Fillmore, NY 14735)

Section 1. To be completed by Parent or Guardian (please print)

Child’s Name:

Birth Date: / Sex:[] Male Will this be your child’s first visit to the dentist? [JYes []No
Month Day  Year [0 Female

School: Fillmore Central School Fax# 585-567-2541 Grade:

Have you noticed any problem in the mouth that interferes with your child’s ability to chew, speak or focus on school activities? []Yes [ No

| understand that by signing this form | am consenting for the child named above to receive a basic oral health assessment. | understand this assessment is only a
limited means of evaluation to assess the student’s dental health, and | would need to secure the services of a dentist in order for my child to receive a complete
dental examination with x-rays if necessary to maintain good oral health.

| also understand that receiving this preliminary oral health assessment does not establish any new, ongoing or continuing doctor-patient relationship. Further, | will
not hold the dentist or those performing this assessment responsible for the consequences or results should | choose NOT to follow the recommendations listed
below.

Parent’s Signature Date

Section 2. To be completed by the Dentist

1. The Dental Health Condition of on (date of exam) The date of the exam needs to be within 12
months of the start of the school year in which itis requested. Check one:
[] Yes, The student listed above is in fit condition of dental health to permit his/her attendance at the public schools.

[C] No, The student listed above is not in fit condition of dental health to permit his/her attendance at the public schools.
NOTE: Not in fit condition of dental health means that a condition exists that interferes with a student’s ability to chew, speak or focus on school activities including
pain, swelling or infection related to clinical evidence of open cavities. The designation of not in fit condition of dental health to permit attendance at the public

school does not preclude the student from attending school.

Dentist’s name and address {please print or stamp) Dentist’s Signature

Optional Sections — If you agree to release this information to your child’s school, please initial here.

Il. Oral Health Status (check all that apply).

[1 Yes [] No Caries Experience/Restoration History — Has the child ever had a cavity (treated or untreated)? [A filling {temporary/permanent) OR a tooth that is
missing because it was extracted as a result of caries OR an open cavity].

[ Yes [] No Untreated Caries — Does this child have an open cavity? [At least ¥ mm of tooth structure loss at the enamel surface. Brown to dark-brown
coloration of the walls of the lesion. These criteria apply to pits and fissure cavitated lesions as well as those on smooth tooth surfaces. If retained
root, assume that the whole tooth was destroyed by caries. Broken or chipped teeth, plus teeth with temporary fillings, are considered sound
unless a cavitated lesion is also present].

[ ves [0 No Dental Sealants Present

Other problems (Specify)

11l. Treatment Needs (check all that apply)
[J No obvious problem. Routine dental care is recommended. Visit your dentist regularly.

1 May need dental care. Please schedule an appointment with your dentist as soon as possible for an evaluation.

[ 1mmediate dental care is required. Please schedule an appointment immediately with your dentist to avoid problems.







2121330 Bumalaay jo ainjeubls

6113 paonpay 1615 o314
19ZIS P|OY9ISNOH 1UBYQ MOH/SWOU| PIOYISNOH |B)0 ] awoou|
181S04/ANV L/JVYNS

Z1 X AIYIUON HZ X LHUOIN Jad 8aIm] (9T X (A]pfaam-1q) s)aap om] A1oad 125 X Afasm
{uonesijdde uo papodal aie saouanbayy awodsul ajdijnw UaYM HIAUOD AJuQ) UOISIBAUOY SWODU] [enuuy

:21eg

$S8.pPY BWOH
aUOYd YOAA
3UOU4 SWoH
:$s8JppY |[lBW3

:aanyeublg

"S)JaUSq [B3W 950] AW USIPHYD AW pUB ‘SME] [B1apa) pue 3)e)g sigedidde Japun patnoasold aq Aew | ‘uoneuliopl asiey aaib Alesodind | i pue uopeuLojul AU} Ajan
AeW S[BOIY0 00YIS DU "SPUN) [BISP9) BAIB8I ABW J00YDS BU) 0S UeAIB Buiaq ) UoiRULIoMI 3U) JBy) puBlSIepun | "polodel S awooul [je ey} pue andt st uoreoiidde iy uo uolleunojul 8y} (e Jeyl (esiwold) ANpa0 |

-uoneandde siyy ubls 1SNW JBGWIAL ployasnoy }npe uy aumeubis i

oio|o|ojoyo(o|a

»|v|e|vlevle
N

olele|e|e|vle|e
N

T RN R 7 FZ S N7 PV V)

/ $ /

~
|| PRV N 1D | D N

UBYQ MO / Junowy USY O MOH /unowy usy O Mo /unowy
sulodu| Anoag sjuswied
ON [BI00S ‘8Wwodu] Jay10 JuaWaInay ‘suoisusd Auowyly ‘Woddng pyoD

usyQ Mo /Junowry
SUOIONpap 3iojeq
ydom woly sBujuieg

~ Jaquisw pjoussnoy Jo aweN

“awoou| jeuosiad Jisyy Lodal 1SN nok "aAoqge PliYd i8)sof B Palsy| aney NoA 1| “xog #08yd
‘3WIODUI OU Jj “YUB|qQ SUI0dU] 2ALS} J0U 0 “(AUIuoWw ‘Ujuows Jad aoim) Hoam JoY1o AisAd ‘Apioem) pied ale A9yl USYO MOY PUE LYoNwW Moy ‘pjoyasnoy noA ul Buiay ojdoad (e 1si7 :awodu] SSoJS) PIOYIsnoH °¢

#3SVYO

aweN

b UBd 0} dbis UByy "@iay # ISy PUE SLWRU JIay) ISl ‘SIjauaq Hidd4 40 ANVL ‘dVYNS JaUNe SoA1e091 ployasnoy 1ok up suohue §|

siyeusy HIdQ4/dNVL/AYNS "2

O ]
O ]
O [
O 0
O ;]
O 0
swodu| PIYD
ON 19}S0 4 Iaysea] joprio |jooyos sweN uspng
{JO0UJS PUBTIE OUM PIGUSSNOL JNOA Ul USIPIY (B 1S 1
‘diay paau noAk J ‘(1equinu suoyd 100yos) B0 ‘8A0QE PalUBU [00YDS Y} O] Ji UiN}a. PUE BLleu InoA ubis 'ployasnoy Jnok 1o} wio) aue Ajuo a1a|dwod Xoeq ay} uo Suolon.sul

ay) peay o} Agenb Aew (uss)pjyo JnoA jey) speusq weibold [eiepa) pue JjelS eucppe o) ALlIqIBile suILLIeIep 0} S| U0 S "WJo4 SIY} JO uonaldwiod 4o awosul ployasnoy jo ssaipsebas abieyd ou

1B YJILW/S[eal SABD8] {[IM [00UIS 8U) Ul USIPHYD |l “JB3A 5SBQ-UoU B Ul Z UOISIADLG 10 (dT0) UoISIAOId A

wJo4 Ayjiqib113 awodu] pjoyasnoH

113 Apunwiwon ayy Ul Bunedionsed s Jooyss/aue)

1edh aseq-uou g uolsiaodd/{d3o) ucisiroid Ajqibig Apunwwo)



LINJWILVLS LIV ADVARId

"weuBoid sIU) 104 SWOdY] SE PRIAPISUOD 84 JoU PiNoys
sweiboid a1ed Iy Ysiy 1 PUB 4NV ‘JUBISD %00|g Juswdoeraq puUB aien) Py sy} JSPUN aJBa YONS 10} PeLINaUl S)S00 JOf JUSWESINGWISI 1O 81D Pl Yans 1o} juswAed
se paiaoal Junowe Aue 1o ‘pabuewie Jo papinosd ased pliyo Aue Jo anjea 3y "xoq 3y} joayo ‘ewosul ou 3| Ajuzuow ‘Yuow Jad x Z ‘(Apjeom-1q) Yaom 1eyjo Aiaae ‘Appam
‘PBAIaJ2) SI JuUnowre auiodul sIy} ualo moy Apsads ‘swodu; [ensn s,uosiad Jey) alum BNSN UBY) SS8] JO 810W SEM SWIOOUI JUSLING S} | "3WO0DUI JaYI0 puB suoisuad
‘aJejiom 'sBujues se Uons ‘WOl SWED J) 313ym 3Je3Ipul PUE N0 UaXe; s asjo BUILAUR 0 SBXE) 210Jaq ‘SSAIZ8. JSGLUSI PIOUSSNOY YIES SWODL] JUSLIND JO JUNOWE 8y ajIpy  (2)
“aoeds aiow pesu noA J Jsded Jo soard seyjoue asny “ployasnoy inok ul Buiay ajdoad pajejsiun pue psiejal 18yj0 pue ‘sjustedpuelb
'a8n0ds JnoA ‘Lalpiiyd JeLo ie 1of uLo) sy Buniejdiuos ase noA ualpjiys au ‘Jjasinok apnjou] “awooul 196 Ay} 10U 10 JaLpaUM ‘PloyasnoY Jnok Ul suckisns Jo saweu sy s (1)

‘¥ ONV € SLdVd 40 TV 313TdIN0D LSNIN SATOHISNOH ¥3HLO TV

¥ ¢ SLuvd

“18qUINU Yidad 10 INV.L ‘d¥NS B 18I NOA §t WO 10 S15qUISW PIOYSSNOY JO SAWEU IS 10U 0F - £ 18Vd dIMS "7 LHVd Ul Wio} sy ubls 1snw Jaquiaw pjoyssnoy Jnpe uy  (z)
1818] 148Usq INOA U0 pepiAcid S JaqUNU SSBS 81 "P4eD JysUsy JNoA Lo Jequinu 11BIp-g| U3 SN J0U 0( PIOYSSNOY ok Ui BUlA sLOAUE JO JoquINU BsED (SUOHEAISSEY

uelpu) uo we.fioid uoRNqUISIa Pood) ¥ida4 4o (saljiwe ApssN Joj sourisissy Aieiodws|) ANV ‘(WeiBold s9UR)SISSY UOILINN [ElusWs|ddng) JyNS ueLna elsr (1)

‘v LdVd NOIS ANV ¢ L4vd 3131dWOD GTNOHS ¥idad ¥0 INVL ‘dVNS ONILLID SG10HISNOH

7 Ldvd

"3UI00Ul OU Llim PJIYS Y3es 10} XOg 8U) 08yD pUE ‘ployasnoy JnoA ut Buiall piyo Js)so) e sieoipul 0} xog a4 doeud (€

"|0oyds pue apeud JiayiisiT (7)

"ulio} duo uo Buifjdde ale NOA WoYM JO} ‘US4P|IYD J3}SO) BuIpNjoUl ‘USIPIYD BY) JO SeWEU aul g ()

"07I0HASNOH YNCA ¥Od4 WYO4 INO NVHL YO LNO 1114 LON OQ "'NOILYIWYOSNI INIANLS J137dWOD LSNIN SATOHISNOH 11V

SNOILONYLSNI Uilog awwodu] pjoyasnoy lesj aseg-UoN Z UOISIACIG/d3D

I 1¥vd



