KANSAS STATE BOARD OF HEALING ARTS
235 SW TOPEKA BLVD
CTOPEKA  KS 66603-3059
PHONE: 913-296-7413

APPLICATION FOR ENDORSEMENT

a

B MEDICINE AND SURGERY [[] CHIROPRACTIC [[] OSTEOPATHIC MEDICINE AND SURGERY
PRINT OR TYPE ANSWERS TO ALL QUESTIONS CN THIS FORM IN FULL )
I. GENERAL INFORMATION

EY

/

1. name;_LEROY HARRISON CARHART,
N LAST ”

FIRST MIODLE MAIDEN

. NAME AS YOU WISH IT TO APPEAR ON YOUR LICENSE:

. MAILING ADDRESS: 48557 B, /Mo = and_doejleviae NS &S00S pHONEWEL-F9 3~ A 7d 2

z
3
4. GURRENT PLACE OF AESIDENGE: Confldent|a| Crga by #le &EILL D prone  cONfidential
5. GURRENT PLACE OF PRACTIGE: {0% &, W st/ na el feviue Ma &P oes eunne dni-1499. S
6. DATE OF BIRTH: confidential EEE ) " S8 NO. confidential
8, PLACE OF BIATH: T AC TS Hoiepr S€rSecs Hleree i

CITY STATE J COUNTRY

9. AS A RESULT OF THIS APPLICATION DO YOU INTEND TO CHANGE THE LOCATION OF YOUR PRACTICE? [JYES [JNO
If yes, give location an A?ale of inténded establishrment of practice;

0 AMERICAN BOARD ELIGIBLE

Location 1/ 4] V )4’ )' ;(}—T "T'/-]L;C’ “"'T?‘g ’:’/f fg’_ Date:
10. E.G.FM.G. NUMBER IF APPLICABLE: LA
ﬁ ;
11, PrivaRY sPeciaLTY:_(meneral. S e i’-v”‘fi ] AMERICAN BOARD CERTIFIED
’ ff AMERICAN BOARD ELIGIBLE
12. SECONDARY SPECIALTY: [0 AMERICAN BOARD GERTIFIED

13. HAVE YOU EVER BEEN LICENSED TO PRACTICE THE HEALING ARTS IN KANSAS? ' [ YES @;NO
IF YES, PLEASE EXPLAIN.

14, FOR EXPLANATION OR COMMENTS BY APPLICANT:

USE ADDITIONAL PAGES IF NECESSARY.

Il. PROFESSIONAL ACTIVITIES

LIST IN CHRONOLOGICAL ORDER ALL PROFESSIONAL ACTIVITIES SINCE GRADUATION, INCLUDING INTERNSHIPS, HOSPITAL AFFILIATIONS AND
ABSENCES FROM WORK. ALSC LIST ALL PERIODS GF NON-PROFESSIONAL ACTIVITY OR EMPLOYMENT FOR MORE THAN THREE MONTHS.
PLEASE ACCOUNT FOR ALL TIME. IF ENGAGED IN PRIVATE PRACTICE, LIST HOSPITAL AFFILIATIONS. IF NONE, PLEASE EXPLAIN. USE

ADDITIONAL PAGES IF NECESSARY.

FROM TO
MO/YR MO/YR LOCATION AND COMPLETE ADDRESS POSITION HELD
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EXPLANATION:
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lil. EDUCATION

IF YOUHAVE RECEIVED TRANSFER CREDIT OR QUIZZED QUT OF CERTAIN COURSES INANY EDUCATIONAL INSTITUTION, PLEASE EXPLAIN, USE

ADDITIONAL PAGES IF NECESSARY

EDUCATION

POST-GRADUATE TRAINING

HIGH SCHOOL: f?‘}'ﬁi’/{/ it Nt £ Y]

| posT GRADUATE: (JAA 4 = /Hithvesim Gropl) MPCPo,

ENTEF!ED

_;o__%p__
TYPE DEGREE:

NFTENDED: MB_’-{’_

omvlfhamesd Top - o K. omlngeus  POATITES MO
g»?%nneogéaﬁ gt Yoo 60 W Tow! gg%%mep;‘gd‘” / 77;3
SPECIALTY:
PRE-PROFESSIONAL: ,ﬁy-ﬁ:»era’ - HOSPITAL S, U§ 27 Al ATz« 7o {
o Mo Bosusunicle IR New Sgrseq | o Prsienonor 555 04
MO/YR

ENTERED GF\ADUATED JAN/ Tl

: %/ 7y
SPECIALTY; G enerel. So *? erfj}

oy SR A TOANE

T r 7 L B N
PRE-PROFESSIONAL: ;)ég,ﬁdl ﬁzfg;z&z 3 [ﬁ'ﬂgjﬁé{‘jgﬁ

STATE OR

COUNTRY:__ Je&2er &

HOSPITAL A r% el Cff‘:ﬂy SN s Ceosi

STATE OR A{ 3’:

COUNTRY;

ciTY: 14?2/}%’7/“(' C’;’/%,

MOYR : MOYR J—
ENTERED: / GRADUATED: £} A/ MR AL | 16 cendiatenyuly /78
TYPE DEGREE: SPECIALTY: o o Wit prad  9ed g er]
) .
PROFESSIONAL SCHOOL: W graws (F8 COLALEdsPITAL:
STATE CR STATE OR
crrv: 6) Ft (e AD L A RCOUNTRY: @Q . CITY: GOUNTRY:
MOMYR YR MOMYR MO/YR
ENTEAED: ‘Sﬁ{? [ o8 ¥Sarens gUr\) 1A ENTERED: ! GRADUATED: /
TYPE DEGREE:; SPECIALTY:
PHOFESSIONAL SGHOOL: HOSPITAL:
STATE CR STATE GR
oIy COUNTRY:.. oITY; COUNTRY:
MO/YR / MOFYR / MOIYR / MOYR /
ENTERED: GRADUATED: ENTERED: GRADUATED:
TYPE OEGREE: SPECIALTY:
5TH PATHWAY IF APPLICABLE: HOSPITAL:
STATE R STATE OR
CITY: COUNTRY: ciTy: COUNTRY:
MOYR / MOYE , MOPYR / MOYR /
ENTERED: GRADUATED: ENTERED: GRADUATED:
TYPE DEGREE: SPECIALTY:

EXPLANATION;

I¥. PREVIOUS LICENSURE

LIST ALL STATES IN WHICH YOU HAVE BEEN LICENSED OR ARE CURRENTLY LICENSED, MAKE NOQ OMISSIONS CONCERNING PREVIOUS

LICENSURE OR ANY DISCIPLINARY ACTION.

HOW OBTAINED
STATE/COUNTRY LICENSE NO. CATE (Exam., Recip., DISCIPLINARY ACTIONS CURRENT (Circle)
Nall Bd., FLEX}
P ansuluinice MOTIS LS 1§ 74 Fiex Aope CYES NC
eLy Terses 43654 | 197p]  Recip. Ay QED  NO
Abbrssc al | /5 /i [¢79 Btz aa Ado e, CYESr MO
ceaist RA3s A /edal  Rech £ DA { ves NO
O §7v2] /987 CCim. eI & YESY  No
o 0 a2 D/0ED L33 | 993 Ry A ne. . (YES)  NO

EXPLANATION OR GOMMENTS: MJ{5 £.01ei2 S § 4

=Yl plintire N0 [ GG

- Vins.

V. PROFESSIONAL LIABILITY INSURANCE (MALPRACTICE)

1. In what company do you carry prolessional Liability Insurance?

St (e

it you are rendering professional services in Kansas, you are required by K.5.A. 40-3401-3412 to maintaln professional liability insurance of not less than
$200,000 per ocourrence (per claim) subject to not less than $800,000 annual aggregate for all clairns made during the policy period and to participate in the
Kansas Health Care Stabilization Fund.

-

case, YES

specified in Part V.

‘| 2. Have aﬁmalpracnce suits, claims or seltlements been made against you? If so, how many and prowde a letter from your attorney explaining sach

QN Qo fetley [rsn /{’fg&r»@;m?

V. @) OJ 1am in military service and will render no professional services in Kansas outside my military duties without comp[ymg with the insurance laws

f«,?f/ o

¥ Svesedo-




Vi. DISCIPLINE

WE ROUTINELY RECEIVE INFORMATION FROM VARIOUS STATES, FEDERAL AND PRIVATE AGENGIES AND ASSOCIATIONS ABOUT ACTION
TAKEN AGAINST LICENSEES OR PRACTITIONERS, ALL INFORMATION RECEIVED WILL BE CHECKED ACCORDIMNGLY TO VERIFY THE TRUTH
AND VERACITY OF YOUR ANSWERS, IN QTHER WORDS, IF THE QUESTION IS I ANY WAY APPLICABLE, ANSWER YES AND THEN EXPLAIN IN
THE 5PACE PROVIDED.

N

1. Have you ever been rejected for membership or notified by or requested 1o appear before any medical, ostecpathic or chiropractic society?

YES @ {Clrcle cne}

2. Have you ever been denied the privilege of taking an examination administered by a licensing agency?

YES {Circle one)

3. Have you ever been denied a license lo prachce the healing arts or other health care professmn‘7

YES MO (CRR onalif ¢ sy Sl /}ypfwmau Gl fé)&wﬁ/‘@%
4 confidential

6. riave you ever DEen requesied 1o resign, Witharaw or Cinerwise Ierminate your posiugn Wiin a pannersnip, proiessional associaton, COI’DO(EUDH or other
pracifce grganization, either public or private?

YES NOY}  (Circle one)

7. Have you r, for any reason, tost American Beard certiflcation?
YES @ (Circle one)

8. Has any liggnsing or disciplinary agency limited, restricted, suspended or revaked a license you have heid?
YES 6 (Circle one)

9. Have you gver voluntarily surrendered a license issued to you by a licensing or disciplinary agency?
YES ‘ {Gircle one)

10. Haye you ever besn notified or requested to appear bsiore any licensing orélisciplinary agency?
@ NGO (Circle cne) Sﬂ«i Ni‘:'f{’@fu 58 @?ﬁfﬁrﬁﬁ—z/

11. Have you ever been notified of any charges or complainis filed against you by any licensing or disciplinary agency?

(@ NG {Circle one} o =t £ &z
12. confidential
13.
14.

15. Have you aver been denied a Drug Enforcement Administration (DEA) or stale bureau of narcotics controlled substances registration certificate or been
called belﬁor warned by any such agency ar other lawful authority concerned with controlled substances?
NO

YES {Circle one)

16. Have youever surrendered your slate or federal controlled substances registration or had it reslricted in any way?
YES @ {Circle one)

17, confidential

18. Haveyou ever been a defendant in a legal action involving professional liability (Malpractrce) or had a professional liability claim paid in your behalf ar paid

@ NO  (Circle ona) S Q. L{,Igﬁ"v P 2 {’-&’;{L/W/ f:ﬂ,[/ f{“@,” .;/f Aj /?C, 7 f __k gfwﬁ%

19, Have you ever been denied provider participation in any State Medicaid or Federal Medmare Programs?

YES {Circle one}

20. Have you ever terminated, sanctioned, penalized, or had to repay money to any Stale Medicaid or Federal Medicare Pregrams?

YES @ {Circle one)

BLANK SPACE IS PROVIDED FOR YOUR USE IN ANSWERING THE ABOVE QUESTIONS. IF MORE SPACE IS NEEDED, USE ADDITIONAL PAGE.

Vil STATEMENT OF HEALTH
confidential



VIH. CERTIFICATE OF STATE, NATIONAL BOARD OR FLEX ;

NATIONAL BOARD AND FL.EX APPLICANTS ARE TQ REQUEST A GRADE TRANSCRIPT TO BE SENT TC THE KANSAS BOARD IN LIEU OF THE
CERTIFICATION.

I, A Secretary of the

Licansing Agency
hereby certify that Dr. was granted License No.
on the day of 19_._, by the
based upon diploma and written examination in the {ollowing subjects:
o Subject . Percent Subject Percenl
fﬂ 7 s
Fal 4 = L { s %"’ AL
/7 , [ g ooy pmpgnf) WLy U i
L gL TR L el i

Genera! Averagé

{ hereby certify thal the above license is current and in good standing, has never been revoked, and thal the pholograph atiached to this form is a Irue likeness
of Dr. and the person to whom this license was issued.

SEAL Sacretary

Name of Board
Dated at

this day of e .

IX.- CERTIFICATE OF POST GRADUATE MEDICAL EDUCATION—f applicable

"This certifies that Dr. has rendered satistactory and continuous service as an intem
or resident in the hospital at

from o :

Dated

GQV%‘. ((ﬁﬁ/] Wawamdumsw

Prirl o Type Hama
SEAL A ,i/‘r ‘ﬁ’ &ft Address

State
Phone

X. CERTIFICATE OF PROFESSIONAL COLLEGE
PLEASE ENCLOSE TRANSCRIPT OF PROFESSIONAL SCHOOL AND HOTARIZED COPY OF SCHOOL DIPLOMA, TRANSLATED.

i the student ook courses or clinical dlerkships at a site, campus or hospital other than the main campus. please give location and affiliation of the institution
where the course work was taken.

A certified statement from the Dear or Registrar of the Prolessional College attended by the applicant, giving the exact number of months attended in each
year during the four year course, must follow here, over the seal of the College.

1 hereby certify that Cr. £ o il m{%
HL 7l
Lol 52 "1‘1’ fere

1st Year A FOIm to

+hamz avg ocaron tf oictessana sChodt. Ye Ma
2nd Year. from 19 to

INarna and ocabon af protessoenal school} . Mo, Yr. Mo,
3rd Year from 19 to

iMarme and ocabon of profess«onal schonl) Mo, Y, Mo
4th Year from 19 to :

WNaT2 and ocanon of professional sehood)

and was granted

Degres

day of 11 B

SCHOOL SEAL

DATED




e'-“-'_'_g:—:—':r

X. CERTIFICATE OF PROFESSIONAL COLLEGE

PLEASE ENCLOSE TRANSCRIPT OF PROFESSIONAL SCHOOL AND NOTARIZED COPY OF SCHOOL DIPLOMA,

TRANSL AT
I the student look courses or clinical clefkships al a site, campus or hospital other than the main campus, please give location and affibation ol the institution
wherg the course work was taken,
A centified statement from the Dean or Registrar of the Professional College attended by Ihe applicant, giving the exact number of months attended in each
year dunng the four year course. must follow here, over the seal of the College.
| Bouy 1. Cavhat -
| hereby certity that Dr, Le, o T L NG g attended:
) . 5/29/%0
¢ | 1stvesr  Babhnemann University vom 218169 o 1o .
fama a'::.-oc.a:od C“orc'essc-“-a F el e 4 "7 Yr PR r
Hahnemann University : 6/1/70 12/5/70
2nd Year from 19___ to 19
tHame and socauon of 'Dfoles-saoﬂal senoct) 74% Yr Mo Y.
BHahnemann University 6/7/71 3/11/72
3ed Year from 19 to 14
iName and locabon of professonal school) Ma i % Yr
Hafinemann University 6/5/72 6/7/
4th Year . from 19 o 1
\Name and ocanon '3 orolessonal sohooi] ) e, ] [ Yy
edicine .
and was graniled Doctor of Med on the Sevel’ith
] 1Degreay
73 _— .
day of June ) L2
.‘ ;SCHOD Cceal Pres<ienl. Secretary, C:ean o¢ Regisirar
' Frank Palmer; Registrar
paTED ... . .8/02/93

{ {(:‘L"\;:;}e\\;;? 3“‘ ‘u.::‘z;.-
RN ALY

N
et

& ,:1,5‘.:\_:\?:35}
k) S,




DEBRA A LIBKA

]
8
i

Xi. RECOMMENDATIONS FROM TWO REPUTABLE PHYSICIANS

1. This is to cerify that | have known Dr. LE‘I?Q_L\\! !74 4 C‘R{C—hAﬁ/] of gé }/LU / C Wt s e "7 .,

whose photograph is hereto attached, toré_': yeads; that he/she is a capable physician and is not addicted to alcohol or narcotics.

. , . .
{ further certify that to the best of my knowledge and belief Dr, L\ 2} oy jﬁ( (S Cr\”&#{%‘f{” is a fit and proper person for

andorsement for license by the Kansas Stale Board of Healing Ars.
(e )

fe . TR

Print or Tyne Nams

5 Address 51(3_/ (o F/-L”Gﬁ(.l
' State__ L L b LT . A
Phone BT fng H,S-ELSJ

2. Tris is to cerfity that | have known Or. zﬂ E.‘%: 1’[ ﬁM }kt °/t;/ &”//gﬂ'k&;»? A ﬁéé -

A LA
whose photograph is herelo attached, {or _z_ye!rs; that hefshe is a capable physician and is not addicled to alcoéol or narcotics.

Signed

3 7 -
| further certify that to the best of my knowledge and belief Dr. ﬁﬂ%‘b’;mmi‘ is a fit and proper person for

endorsement far license by the Kansas State Board of Healing Arts.
p Fod oo g
Signed f %b‘k—'«-— # ) L#;?éfrw/f’k

Noahwi 2 HRANE porr

Frinl &r Type Name

Address «ﬁﬂ/ = ,Mﬁﬂéf/’%;}é"

Stale Bty g dfer.
YT
Phone =z Sy e e
-V A o M W P
Xll. AFFIDAVIT
I, /;zf‘?mj o 500 (?a i f’m_r-"f‘ , being first duly sworn, depose and say that | am

the person referred to in the foregoing appiication and supporting documents.

! have carefully read the questions in the foregoing application and have answered them completely, without reservations of
any kind, and | declare under penaity of perjury that my answers and all statements made by me herein are irue and correct.
Should [ furnish any false informaticn in this application, | hereby agree that such act shail constitute cause for the denial,
suspension or revocation of my license to practice medicine and surgery, osteopathic medicine and surgery or chiropractic in

may sub}%ot exceeding $10,000 and term of imprisonment not exceeding 5 years for
TA. 2-3BE5D )

Xitl. RELEASE

stateor_ Mg orask a—

COUNTY OF __Dar @ e

THE APPLICANT Lei?mi . Cavha ot

I hareby authorize all hospitals, instiiutions or organizations, my references, parsonal physicians, employers (past and
prasent}, business and professional associates (past and present) and all government agencies (local, state, .federal or
foreign) to release to the Kansas State Board of Healing Arts or its successors any information, files or records requested by
that board in connection with this application. ! further authorize the Kansas State Board of Healing Arts or its successots.to
release to the organizations, individuals or groups listed above any informatigif which.is maleri%k{ is applicatiorrdr any
subsequent licensure. Py L A

5
N
N\

Apgilicant's Signalure

s day of "3 & ’i;r.n 19583

T - 7 7
V)b oA S i

Héary Pubfic Ao

g day of ;jé(%f;’f 'i 19-%{9




Te be Filled Out

X1 - o by Doard Office
I

. ENDORSEMENT
1' The Kansas State Board
2 of

3 \ Healing Arls

OFFICE RECOAD~—{Leave blank)
4: Name
Address
5 City.
' Shale

Reclprocat Certificate No. . .
Apphcation for Certificato lhrough Endarsomoent with

Kansas Certllicate Na.

b —d

Adé'r"dé’s lo which Certificate will be mailed.

tagued 19
Cartificates will be mailed in AUG and FERRUARY,
Please give addraess to be used al that time or
nolily Board office of change,
Namo_J.e Bow .H - C{:‘Lv %ﬁc,:-_w't'
SlrooL__ZJ?S YEL e o)
City ‘E,g ”éuk(gﬂ N - Cerlilicale Forsarded, 19
Stalo e Zip Code._. {2 A Q0%
Dale address elffective L pl €D Semt by Flrst Glass
Oy

INSTRUCTIONS FOR APPLICANTS

. Piease read instructions and application carefully. Completaly fill out application.

. All documents must be legible and in the English language, accompanied by a CERTIFIED translation where appiicable.
Translation must be made by a recognized authority in the translation of the language of the document. (DO NOT SEND
EXTRA DOCUMENTS.) (REDUCE DOCUMENTS TO 8% X11)

. Appiications must be complete with all documents and in this office before a temporary permit may be ssued,

. You must not begin to praclice your profession belore you are 1ssued either a lemporary permit or permanent license.

. You must submut an original transcripi from your professional school.

. Doctors of Chiropractic must submit proof of €0 hours (transcripts) of pre-Chiropractic college education to be sfigible for
licensure,

. A copy of the postgraduate training cerificate may be substituted for the certification. - NOTARIZED

. Recommendations—#XI. The physicians must have known you for at lsast one year belore signing the recommendation,

9. Photograph—# XIV. (1} Sign your name across lhe front of the photograph. (2] The photographer must sign name and date
photo was taken (photo must have been taken within 90 days of appiication.} (3) The thumnbprint should be placed on tha
back of the photo with the signature and title of the law enfarcement officer fisted.

10. Address—#XIV. Please lisl the address to which your certificate can be mailed in AUGUST ANl FEBRUARY.

[ R

ot oA

@ ~

** Chiropractors — Oral interview is reguired before final application approval.

NOTE: Fee must agcompany the application. Fee of $150.00 for endorsement and $30.00 for temporayy permit payable
to Xansas State Board of Healling Aris. Continuing Education is a requireme. t for renewal of license each year.
$75.00 processing and handling charge con all withdrawn applications.



4rr 7

o P s

9681 7 AT 0 Wik Ay i
e WAHSIT W vHEIQ Eﬁt .
/o Ihﬁlﬁ_hw TRg-Auyine W ¥

~ . Hm.ir_rﬂwﬂmwf o
N // »\ k A 4111?.\_“.

-

’ Ter TV,

-
i e

e e ——— hid

0681 ‘14 Aew drg witoy N ‘ P
AOHTR "M YHAMYS [
EXSEIGIN [0 HEIS-KHVION TYNINID ﬁ\

TS Y

-

\ .
risns stifert \\\.\\X‘\\\ I N N IR Yr COELPOELELL LTSS J IS TE 0 g LGP JI T 7 0 1) 12000 00 \\\

gt rrire L..C\.\C \.\\\..\v:..&..\.\\..\\\\\\\\.\\\\\\\x\n. bty DA .\.\\\.\\t\‘\..‘\\\\\...\“\\\k\\\\l\\ R/ MO LR/ A
‘ . . . . M ‘ Ve

) 2IsIII 7y 2) 1S FEPE E PSS TR LI JIEL I PP \\\ PSS .\\\.\;\\\\ IRV DYV IS
R AR A A AR Sy 7 /.

PV AN, \\\\ \\\\ \\\\\\ \\\\\.\.\\ \\\\‘.\\\\\.\\\ .\\\\\\\\\\C \\\\\\\.\.\.\\.\\.\.\.\x\.\w \\.\\A\ \.\.\\\\\\... \\\\\\ 7\\\\\:.\\\\\\: \\\.\

S OSLI0R0 T aRIIIQaE o M
( \\\\\\\.\\.\\\v\\\\\ \..\\\\\\‘..\‘\m\.‘ Q\.\.\\\‘\ .\\\\\\\..\\ ..\\\\\\\.

’ ’
\\\‘\_..:\\\\\ \\_‘.\\\\\\\\\ \\\.\\\\.x\\\\.\\.\.\‘\\.\\\Q rrrp \\.\\,\\\\x \x\\\\\\\?\\\.\.\.\\\\\\\\ \.\\\.\\\\\\.\ \\\\\\\\; \\\.\\\\\s\:\\ Frit \\

WI
\\\.\\M@

...\.\\\

JIRYIRY) UOSLURGE ROYFIFE

.«3 ﬁ ”\Wl. j ﬁ,, \\3...\\\"\ \k\\:._.\ .‘..\\:C\. fptre \\\\\\.\\.\:.\\\\\\\ .
%\NM&\ _ﬂe\s\ Q%h R .\\\.\,\\\\\\\\*\& [, iR ed \.”.\\\\\ res \..?.\\. .m\\\\‘\.\:.?\_ \.\ .\.\\\,m\\:.:\\\.\.\.\\\\.\\w\\\.\\n\\\\\ ’ \_

HER, {.U. mrumﬁ 'y \\\\.\\.\\ .\.\\\.\.\\.\\\\\.\k \\\\ \\\.\\\\\;.\\\.w\a \\\\\\\\\\ ?\.\.\‘\,\\\\ .\\\.\.\ \\\\\\\\\\\\\N \\\ \\\.?. .f\\\\\.\h /

&R Jw“w P w2}
Ww\mw\\\\%w\\\\.; L\.\.\ \\\.\\M \\\\.\.\.\\P.\\\ .a.x\.\\\.x.\‘.\\\. \\\.\\\\I.\\\R\n VLSS .\\.\\\\\.\\\.\\.\ \\\\\.(\\\\;.\?\\\\\\\\\ (4 eddd \\Q:\ a }:‘\\.\\
i m - | . _ :
@ X . . - —
MO LTS
Y - ﬂ N l_.v. » “ flf — ¢\\.
A S VA B

7 ( =N l_.t”
{

1 A STEMSHA S3 LN ISHFSG STYIAELT S¥HE SHATNINO m 11l
AT T YT b i ey e v ST
e QUL QU e 1) 223 w Ll

- ! [ T -~ T e Ta !
.. 14 .\\5.:0 - - \r\ TR W.n
TR e B e aﬁ?
S N 1 1 n.x..m@yw R R AT T et e \M\. Ak wﬂw _.M 2
S TRALYE. » ¥ ‘M H&w. b ; k ““ _..Mm mﬁ@“ﬁm _C“r, W e
d. - i M FETBOMIET -~



Q="

| geaT 'z Ay D3 we) AW vl
WS Y YHEIE0 :
; ‘_ﬁﬁﬁ E msw._ﬁ&.& .gmmmw

uoijniuasasd o 3Pg

L6l 8unf |2

JapuUDWIoD J8jue) |DIIpaW

P I

EO_.UUDTN MUCO_MWG*OLQ jo 1042340

R\\x\ s A

D ' ‘uopburysen asey m.ﬁom ny smaipuy
‘12ju2)) [eAPAY] £VSI mo1fy wjosely 2y} e
HZ6SUNT 0% 0) S Z6T AP T Wo1f ‘ONINIVYL TVOIQ3W 3LVNAVH9LSOd

109 45| 21} pajo]durod fijaogoefsyes sey
Q"W 'HoyIoD) H Aoy
ER w& , rey} fijy12o 0} stsiyQ

o A R ETRY
& 1 R




;- NP P Forg s L2 e 4%V e v g 9BBI'Z AIr tUNE wEed A empiviegm.
\nvu\\gwﬁ S A A AN ek 7 VST vigza

T Qe ey .ﬁEEuu.ﬁ.. : "SIouIINOE) J0 g1y ‘pagisagf m TYsiany .E umbm »x%em .w..mwmwm e

W tzmmry roren,

7 S

RSOy . uoRINGR RAGY JOAopIg

gL6T ‘amf o fieg il : &
Eﬁ JROS QUR HAURL MO YIRYGR A0 JOSTAQ SSAUPRE UF ,

8267 ‘Of amff oy 267 ‘Tg Auwmmp
Rrafimg raauag) m uaQaay Jadjp Que amaf) g e ﬁ&b

SR WO Eﬁmﬁmm_wm@ MBI\, 3] 10 QanIas sny

WA Laniany) i Boxarng
ey A of 1 sy

lamsp mapy ‘App npegy





