
Mennonite Home

Retirement Residence

MEDICAL & PERSONAL
CARE FORMS

LEAMINGTON

Residents first - through faith-based commitment, compassion, and community.



Leasni nstoel lMes'l s!Elnite F"lome

PER$ONALtsELOhIGB}.IGs&FUR'N[TtJREAGREEMEhIT

ResBdent Naame:

! acknowledge and aEree as follows:

(a)Priortoanyfurnishing(s)beingbrouEhtto.ill|o*u,lwillconsultwiththeDirector
of Care to Lnsure that any it#;j;;;91.,r^,:*]junt 'oom 

is safe for resident and

staffuse-'o*ilinotimp'eceresidentcareinanyWay.

twiilensurethatanyappfov^ej.femswiltbedeliveredtotheF|omebetvueen
tulonday and Frida' irL*',rt A:gOanai; 3,50il anC tlraitne l-iome rryill be advised

in advanee of tnJ j*i* *r detiveryIiu"n-iurui"nc ano aEree to abide by this

guidetine.

t wi* not hang pictures, shervinE,.or other decorative items on the walls of the roon.'

Any approved iteri iliif U" inrtJieO li if"'" F-{ome's maintenance staff'

Fainting, wallpapering' carpetlng' etc of the room is prohibited'

Thesafetyoftheresidentandstaffareparamo,|lspaceandroomlayoutmay
impact significanflv-upln *rr"tv n-v?iii"? t"1?9 in the room that are deemed to

be unsafe o.n'n#Jr"uuntitn o't tt'," Home's poii"i"u' will be removed in

consultation with'th" ;='d;nt and/or resident representative'

lftheresident,sconciitiondeteriorates,lagreethatitmaybenecessaryto
rearrange o, 

'"*o'J"'jurnitrr" 
t" iu"i'rit"t" '#uty 

in ilrL opetitio* of mechanical

(c)

(d)

(e)

(b)

(T)

tifts

Resident R'ePresen
Date of Admission

tative

RelationshiP to Resident
AsofJanuary 1,2011



FERSONAL EELOhIGNNGS WASVER FCIRN'I

The Leanrington Mennonite r-.iome respects the. personar berongings of each of its

residents. The l-dome makes uuu,y"eno-f io provide a safe and secure environment for

*uuw resident and his/her property'

The r_eamington h*ennonite *.{ome does not, however, take responsibility for the

deterioration andror breakage 
"t 

nuilrg*g* cauieo by persona.r use by the resident' The

r_tome arso does ;it"rc ;e-sponsibili;;#;;r;onat artictes rost and/or mispraced by the

resident. This inciJG,;ri ii not rimiiea to eyeglasses, dentures, hearing aids, warkers,

wheerchairs, or ";;;;;; 
p*r*onur betongings of the resident.

The resident and / or resident repr-esentative hereby agrees not to.hord the l-eamington

Menrronite Home responsibre for fliu Jui*rioration, ross-andror resident misappropriation

of his/her Personal belongings'

I undei^stand and agree that t am respCInsibre for deterioration andror br^eakage of my

personal belongings

Resident a / or R,esident Representative Date
nd

As of January 1,2011



nft!r'!stsn Men norn frte Home

ELECTRIGAL ASSURAhIGE TEST

Attention : Maintenance Staff

Resident Nanre
Room #

UdLc.

APPROVEDDATEihISPECTORITErt,l
NoIVoc l--.lr vd l ,_-l

I Television NoIYes I
! Clock NoIYes !

Radio / TaPe Recorder
Yes Il lrlo

I l-amp
t{a IYes I

I Shaver NoIYes I
T VCR NoIYes I

Power Bars I C?,eater Flugs

YesI NoI
Other I

YesI No!

Yes I I lto;

Yes I f'{o I

Notes

As of June g' 2015



<' Privacy and Security: The Gollection, Use, and Sharing of Your Personal Health lnformationY
How We Protect Your Privacy

We handle and protect your personal health information in accordance with Ontario's Personal Health lnformation

Protection Act, 2004 (PHIPA) and any other laws that we are required to follow. We provide training, follow established
policies, and take other steps to ensure that our staff and anyone else acting on our behalf protects your privacy.

Gollection, Use, and Disclosure of Personal Health Information

Your request for care from us implies consent for our collection, use, and disclosure of your personal health information for
the following purposes:

o to provide and assist in the provision of health care to you through our services, programs, and facilities;

o to get payment for health care and any related goods and services provided to you, including from OHIP, your
private insurer, WSIB, and others as necessary;

o to plan, administer, and manage the operation of our services, programs, and facilities;

o to manage risk and improve the quality and safety of our services and programs;

o to educate or train our agents to provide health care;

. to conduct research activities as approved by a research ethics board;

o to comply with legal and regulatory requirements; and,

o to fulfill other purposes that are permitted or required by law.

From time to time, we may communicate about your care with your other health care providers, including collecting, using,

and disclosing your personal health information through electronic medical information systems (sometimes called

electronic health records, eHealth records, electronic medical records, etc.). lf you would like more information about the

electronic medical information systems we use, please speak with our Privacy Contact.

Any uses of your personal health information other than those mentioned above would require your express consent.

Unless you tell us not to, we share your assessment information with other health service providers who will provide you with

support, now, and in the future.
Sharing Your PHI

We use a secure electronic system to share your health information with other health service providers. This allows them to

view the information they need to provide you with the services for your needs.

lf you have agreed to share your Personal Health lnformation, the information in your assessment will be used to:

o Provide health support and services based on your needs.

o Make sure your providers have the most upto-date and complete record of your history and needs.

. Help us see where there might be gaps or overlaps so we can provide services where they are most needed.

o Make sure everyone is getting the right support and services.

Privacy & Security of Your lnformation

The personal health lnformation collected belongs to you. The privacy and protection of your PHI is a priority. We only collect
the health information we need in order to determine your service and support needs. This information cannot be used for

any other purposes without your permission.
. Your health information is kept in a secure place.

. Your health information will only be viewed by authorized people who deliver your services.

. All health service providers have signed contracts to keep your information confidential.

r \y'Vhen a person views your information, it is recorded in a log. This log is reviewed regularly to make sure there has

been no unauthorized access to your information.

. lnformation is stored and/or disposed of according to the law.

c We will investigate any suspected breach or unauthorized access to your personal health information.



Your Privacy Choices
Your Rights and Ghoices
Please speak to your usual care provider or our Privacy Officer, if you want to:

See your own assessment: You can request a copy of your assessment at any time.

Correct your own Assessments: You can ask to have information in your assessment corrected or updated.

Opt Out: You may choose not to share your assessment information with other health service providers. You may also
choose to have your basic personal information (like name, phone number, city) blocked from health care workers who view
the lAR.

By choosing to share information with other Health Service Providers, residents are:
o Ensuring relevant information is reviewed by other Health Service Provider's to provide the best possible

care/treatment.
o Avoiding potential duplication of information and extended time frames in receiving care.
o Streaming a needed referral for care and services from another Health Service Providers.

By choosing not to share information with other Health Service Providers, residents are:
o Perhaps withholding relevant and important Personal Health information that would expedite services and treatment.
o Potentially creating duplication for assessments and health status tests.
o Possibly prolonging access to needed services and treatment.

lssues or concerns

To choose to withhold your consent to share your assessment information or your basic identifying information, contact our
Privacy Officer.

lf you would like to know more about how your personal health information is handled and shared with our partner
organizations, feel free to ask our Privacy Officer. They will be happy to answer any questions that you might have.

Leamington Mennonite Home
Privacy Officer

(519) 326-6109 ext.236

The Privacy Commissioner
lf you have any issues or concerns about how your health
information is
being handled, you have the right to contact the
lnformation and Privacy Commissioner of Ontario at:

2 Bloor Street East Suite 1400 Toronto,
ON M4W 1A8

Telephone: 1 (416) 326-3333
or 1 (800) 387-0073

Online: http://www. ipc.on.ca



PROJECT
AMPLIFI
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lntegrating Ontario

St. Joseph's Healthcare Hamilton (SJHH) completed

a pilot project that enabled the sharing of resident

health information between St. Joseph's Villa Long-

Term Care home in Dundas, Ontario and the hospital

The pilot demonstrated value for residents and

health care providers, and resulted in funding to

expand health information exchange across the

province" SJHH has been tasked to lead Proiect

AMPLIFI by the Ministry of Health and Ministry of

Long-Term Care.

Our Vision

.{+;"\:'

HffiffiNNH
AMPLIFI



Benefits to LTCH Residents & Staff Project AM PLI Fl Partners

When a nesirient frs clischanged tr: the
hrospital Project AMPLIFI alli:ws ["TC :;taft' rqr

digitally ser"ld $urnffi"lary cit' care Infnrmatinlr
(such as allergies, rmedieatlorls, p:rnt:lnnnt

lists, inrrnunizatinns, etc.) to the hos;plta{"

This exchl;.]nge reduces paper
doeumentatilon exr:hange and prelvides
hmspital staff a r.d-r{:}re accural'[.e climfcafl

hlstony.

When the resirje nt netq"rnns; frorn t["le

l"rospital, Project AMPtlFt alluws; t-T{" :;taf{'
tcl imrmeejiately vIelw an eIectncrnric sutrnrn,.]rv

of the reskJent's care dr.lning their hosplt;rl
stay {f nclucJing medlcatlnns, $nnagfng arlr
lab results, consult notes, rlischange
sunnnnaries).

The electronic s{.irr}m-'}ff r'V cfrecneases tlre
need to phone/fax the l"rclspital, prevemtinfl
tnanscriptflonr errors, provilding mcre tirne tn
care for resldents, anel wlth the ultfrl,n;ete

goal nf reducing hr:spitaI readrnissiml'ls.

&Cerner MEDITECH

Contact Us
lf you have any questions, please don't hesitate to
reach out to us via email at proiectamplifi@stioes.ca

Under PHIPA, personal health informotion is collected, stored, and

shared in o way that protects the confidentiality of thot informotion,

and the privacy of individuols. lf you have questions about privocy,

p I e a s e e m a i I p tptgpJ n ryMJft@_sJj pES" ag..

l\
,(0"

Ontario @
Ministryof Heatth
Ministry of Long-Term Care

St. Joseph's
Healdrcare t iamilton

o
ffi Puint(lickCare'

ry*,

AH

iliiH,dFiil
l'l trl r:i lj,l i l AMPLIFI



Leaminqton Mennonite Home

SCHEDULE B

Dear Resident and/or FamilY,

As you are aware, the Leamington Mennonite Home always strives to ensure the health and safety of

our residents.

our Home therefore encourages every resident to receive from the Home the following vaccinations as

offered on the Ministry of Health website and skin test at no cost:

o A one-time injection of the pneumococcal vaccine and a booster will be offered in 5 years for

a total of 2 injections in a lifetime'
o A yearly influenza vaccination
o Td booster if not given in the last 10 years; if unknown history of immunizations, it is

recommended
o 2-step TB skin test done upon admission unless it has been done within the last year

Resident that has been previously exposed to TB or has had a positive test will not receive the

skrn fesf. They witl be assessed by the Physician and may require an x-ray'

The pneumococcal vaccine is to prevent bacteria illnesses. Pneumococcal disease is a leading

cause of death, pneumonia, and meningitis in the elderly. lt especially effects those with chronic lung

and/or heart disease.

The Td Booster is to protect against Tetanus and Diphtheria. Both Tetanus and Diphtheria are

infections caused by bacteria that can be very serious and life-threatening'

The lnflu enzaVaccine is recommended by the Public Health Unit for gl! residents and staff in long

term care facilities on a yearly basis to combat the flu virus. (Note: those with an allergy to eggs are

excluded). Influenza affects many frail elderly, 
".p""i"lly 

in an environment where the virus has the

potential to spread from resident-to-resident. lt can lead to severe respiratory complications'

we encourage you, as a resident or resident representative, to provide the required approval for these

vaccines by signing the enclosed forms'

i

i \^ftl"{Wnfu
Dr. R. loway
P hysi ci a n/M ed i cal Di re cto r

Jeff Konrad
Administrator

Mariel Konrad, RN

Director of Nursing Care & Seniors Services



Leaminqton Mennonite Home

VACCINATION / IMMUNIZATION PERMISSION FORM

Resident Name Room #:

Pneumococcal Vaccine

I hereby give permission for this initial injection/booster of pneumococcal vaccine
ctions in a lifetimeA booster will be offered in 5 rs for a total of 2 in

Resident or Resident Representative
Signature

\I.a44t V,v"tnol''
Director of Nursing Care & Senrors

Services

Td Booster

I hereby give permission for this immunization as an initial or booster

Resident or Resident Representative
Signature

\l,rytnttdr,
Director of Nursing Care & Senlors

Services

lnfluenza lmm unization
h rm forission h aIS nngrveereby pe alu mrm nu ization a recomS ndme ed Wthe dsoln exr/Essby

Pu bl Hc althe Med offiical rce od otn anhave al to e S

Resident or Resident Representative
Signature

I\e{,*{ \{ourod'
Director of Nursing Care & Seniors

Serylces

Note: This permission may be reviewed and/or changed by the Resident/Resident
Representative at the annuar Resident care pran meeting.

2 Step TB Skin Test

Resident or Resident Representative
Signature

I/\d^"'t !lrn4 'fad-'
Director of Nursing Care & Seniors

Services



!-eas'r! i mqto n Merx non ite F{os'ne

PERSONIAL CARH DECBSSON FORh'!

ADVAT{CE EARE PLAT'IhJE hJG

Resident Name Room #

It is my understanding that at all times, any appropriate intervention will be explained to me and that

informed consent (rrirne or that of my subslitute Decision Maker/Power of Attorney for Personal care)'

is required in all non-emergency situations. ln the event of an emergency situation in which I am unable

to discuss any current plan of treatment options, I understand that the attending health care providers

will foilow these Advanced Directrves, I also unclerstand that this decision will be reviewed annually'

andlor as requested by myself or my substitute Decision Maker/Power of Attorney for Personal care

ThEs doeurmesxtation is to:

- Create a new Advance Care Plan

-- Review existing Advance Care Flan

Reason fon tftEs dfrse ussfrosrjrevIew:

:- Admission
.r 

Readmission

-- Change in Condition Alert

- Resident or FamilY Request

Other

Was an Advanee eane Plan crea ted on clrange anade as a resu !t of this disculssiosr?

No

Resident declined conrrersation

- Resident/SDfid not available at this time

,- SDM declined conversation

Yes

Describe the Key Aspects of the discusston

Staff or l''leafltficare Provider leading disctlssion

Name Title

Ttr[s discu.sssion was f'leld wlt['t:

: Resident

: SDI\IIPCA
Name:

Signature Date



Advance Dfrrective Ordens in Flace:

l-evel 1 - lnterventions of the highest level. Transfer to Acute eare with CFR

I wish to be transferred to hospital for all available assessmeni and treatment interventions
deemed appropriate by the attending physician, including Cardiopulnlonary R.esulscitation
{CpR). Emergency interventions in this level of care are aimed at prolonging life and include
advanced life sLrpporl.

- Level 2 - Interventions of a Higlrer Level of Care. Transfer to Acute Cane without CpR
I do not wish to receive Cardiopulmonaql Resuscitation (CPR), but I do wish to be
transferred to hospital for all other assessment and treatment interventions deemed appropriate
by the attending physician. Emergency interventions in this level of care are aimed at prolonging
life up to, but not including, cpR or advanced life supporl.

I wish to remain in the Home with supporlive care ainred at providing comfort, syrnptom reiief,
and pain control, I would like to be offered any investigative tests/assessments thai can be done
in the Home as weil as tests done as an or-rtpatient at a hospital. Treatment recommendations
resulting from investigations will be discussed and decided on at that time.

- Level 4 - e oc?rfont Cane CInly wfthout e FR
I wish io receive paiiiative care provided in tne Home wiih suppor-iive care armed at provid!ng
comfoft' symptorn relief, and pain control. I would like to be offered any basic investigative
tests/assessments thai can be done in the Home. Treatment recommendations resulting fr-om
investigations wil! be discussed and decided on at that time.

believe that who is
thiane cl sDiviPoA) i$Jan.re cf Resicienti

incapable of providing consent would in his/her present condition consent to the plan of care noted in
the Advance Directive Record of Decision below. This most closely corresponds with his/her prior
capable wishes or if not known to me, is in his/her best interest.

DD/MNfiA/YYY

Time Resident
SDM/POA

This document is the property of the named individual a

1

2

J

-

vuishes vuiih the indrvidual
for Personal Cai'e, prior to
documenting in the char1.

HThe d UIth Pare nrofessi na m ust rsc.l TNUSS 6 nla treaof m n6 th j threflects ce anli AVtsp ressedp
r h b A rcn Stt uS a*JT

L
Una

|\/v ut l-lani U h/ln ba t?r rowe ^tpe Atto Arn v
mco letl the fo OW n Ad tlp Vd DUC rective ecoR ofrd eD CIng e on nd)g

inective Reeos.d of Dee isioilAdvanee E

Level
{eheek one}

Date asrd Time
(00:00)

Signaturre of
ResIdenUSDM/FCIA

check one

Signatulne of HeaBth
Care Fnofess6onaE

he/she moves ihrough the health care system
nd a copy must accompany that individual as



tearminEtor"l Mlen nCIu"B ite F{ome

CONS E['JT T0 TREATIUE NT

With admission tc the Leamington \4ennonite [-'{ome Retirement Residence' the resident

andlor resident representativelPGA with resident

permisston

required medical and nursing treatment with the Lea

Residence determining whieh Resident Home area i

care and treatment.

consent is hereby arsa given fcr the furr rerease of ail infcrmation, as requir-ed, for the

rnedicar treatment cf the above-nanred resident. This rerease of inforn,ation includes all

physicians, specialists. nurse practitioners, and therapists providing assessment andlor

treatnrent to the resident'

r t do not want my FGA caired fcr c.onsent for medicar treatments. 
- -initial

-r f want m5r PoA called foi'consent for medical treatments 

-initial

Resident Signature
Date

Resident RePresentatirre/POA
Date

Date

hereby give(s) Permissicn for all

mington Mennanite [-{ome Retirement

s most appropriate for each resident's

Witness
As of FebruarY 2017



Frequent DisPe n s$r'rg * Seeume rltatIortleonser"rt/!'lotifleation 
FCIrrn

OHIP No Date of Birth

Firsl Name

It is my Pro.fess ional oPinion that the Patient above req uires a more frequent medication disPenslng inierual to help himlher

achieve desireci health outco mes. as he/she is incaPable ol managing hisi he r medication regime nas a resuli o{ a:

I Complex medication reginren

D Physical imPain:reni
Details:

Nature:

nOther

Last Nqme
Patient lnformation

Pharrnacist Assessrnenl*

. gensorY imPairment

Nature:X Cognitive im pairment

Nelsre,

The disPenstng
1 4 daYs flerlery 28 daYs

levei"Y 7 daYs
is requ!reC ta vetw the ongoing fieed ro, more lrequeni dis7ensing,

''4eguiar ASSess,1".ref ll
stabilized and caPable of nanaging l0A day sttPPiies

anC ic ceierrnne il lhe pa{ient ls

risks to th€ Patient !i larger quantities v'ue!'e

The rationaler'reas onqsi for mY a-ssesslTlenl of lhe clinieal or safetY

Cispensed' isiare

OCP #
Pha rmacisi's name iPrini;

I-'to io

Signature

Address
Pharm Name

i Fax
Talephone

I consent and authorize to have mY medication(s) disPens ed in reduced quantities from whal was originallY Prescribed'

as per ihe assessmeni' rationale and dispensing reglmen outiitred aborre

i conserri tc have tnis ior-n $enf tc ihe iqt

s Narne applicable)
Date

Agent's SignatLrre (if applicable)

fa';ient's Stgnaiure

Ontario Drug Benefii

reqimen wilt be
.-l I eveq'

Dear Prescriber This notification is being sent to You io comPlY with

Act and Policies under the Ontario
wherebY i

cieterminaiion and r'ationale notec

Prescriber's Narne
Date ct l'.1otitication {DD/M MiYv^t'Y)'

reoulatlons made under the

am-t"quired to notifY You in wriiing with mY

Phafinacy lnforrnation

Patient/ Gonsent

Prescriber Notif ication

I is required to be upclale.d

pharmacY health record
Method o{ Notifica tion: I I FaX

I otner



!-eanninqton Merlnot'lEte l"{onne

PHYSICIAhJ CARE

Dr. Randy Holloway is the attending tlome Physician and provides medical care on a24-

hour basis to all i|sroents' nr. nJrio*"y maintains a regular weekly schedule and is

avairabre for consuit"tion with residenrramiries/resident re[resentatives as required'

rn onder for Dr. Horoway to assume fut medicar responsibirity of cal9 for the resident,

signature or approoails rLquired by the resident or resident representative. This signature

arso approves the rerease'ot rppropilteiecoros in the event of resident hospitalization

or specialist care

Resident or R.es ident RePnesentative - Fower of AttorneY

Date
As of January 1,2A11



E-earminstorl Mennognite l"{onne

EVAC UATI ON I I$ FE RMATEOhX

Resident lrlame

Famity fuienrber Name

1. tn ease of an emergency evacuation, I wish to have mY family member,

(name of resident) at the Leamington Mlennonite Home and

Apartments transfe rr-ed to our fanrilY

Yes f{o

/. tf yes, the following contact person and address should be identified in the Home plan as the

place of transfer:

Name:

RelationshiP to Resident:

Address:

Phone Numbers:

Home

Work:

Vlobile

Are you able to provide transportation for your family member?

Yes No

? rf you do not feer that your famiry..member is capabre of joining you or a member of your

famiry, prease 
"nu*u' 

t,ro to qreition #1. rn this case, your roved one will be transferred to

a designated evacuation site in case of an emergency'

Signature of Fami ly Member

As ofJanuary 1,2A11



rrninq ton [1J! nmCIEl frte ldome

REs!DEhJTPi{OToUSECol.isENTFCIRNI

[ {-xhlDERSTAi{D that photographs and/or videc andlor audio recordings of me may be cii^culated wiciely

and that, if posted oi in* vrJnoonit*Ho*e.ccm **nuiiu unJpublisned' in either the HonreFront chatter

ortheResidentrqu*ur*tt*r,theywillbeavailabletothepubiic.

r further uncierstand that the Leamington fu4enno'lite, Home has no control over, and is not responsible

for, the use or,..,,.,isuse of materiaru 
"ui,tu 

ou*b*it* ancic, p*Llications (HomeFront chatter and Resicent

!{ewsretter), incruding my photograph andror video and/or audio reccrdings of me' Fficase e[reek the

box below that aPP[ies to You

Resident First and Last Name (Print)

FoR. T[-rE ptiRFosE srA'ED AtsovE, t cohrs=r{T to be photographed andior to be videa andior

audio recorded b;;;l-;;ingtan Mennonite Home or its authorized representatives.

IAL[:ow the l_eamington fvnennoniie f{ome sr its-representatives to use, reprcduce, publish'

transmit, distribute, b,roadcasi anc oisptay any-ptrctogratjh and/or yid?? and/or audio recording that

cantain my image-uno/o' voice arong vuittr my nan're.i,..,lJ'v rln*nnonite Hcme pubiicatian' nrr:ltimedia

prodi-reticrr, videc, cn_norot, nvu'ors;irt; advertisemlnt and/or on the l-eamingtcn isennonite

Home,s website or other socia! **oirr'we"b sites vvittrout furlher notice or my approrral of finished

lf'r"t"gt"ptrs anCior video andlor audio recordings'

I DO hloT Al-!_ow the Leamington h4ennonite Home or its representatives to use, reproduce'

publish, transmit, distribute, broaJcast and display any photograph an6ior video andlor audio

'ecor-ding 
ihat contain my inrage unclo,. voice arong with mir name in any Mennoniie Home

pubiication, muttimeJia pioduction oiJ"o' Cn-ROr'n' bVD' ciisplay' adverlisement andlor on the

Leamington Mennonite Home,s vsebsite or other saciai medial we"b sites without further notice or

rny approrrai of fini;h;; prrotogi"aphs andlor video andlor audio recordings

Resident or APP licable PCA Signature

Date

with Secti Jo (Z ) of the r
I rA d om +

I nform ation a nd
Y !" PnVEcy n accord att ia on

Froteeti ng CI u
nclud rmages cl nd reco .,Jtu ngs n

of P Act ( 1 oon ) person a I nfo rm clti n tnv
ndP rotect o n rrvacy

of th Lea n ton M A n n n il ite H on're d

with th fo co lected U nd the cX, tl th o Itv e m
co n necii O n IS i'm e

Lea to MA n non ifo H om e a n d its
b t IZ I ng r n

f- n n n t
Lh m ng n

be ed fo I nr romo ng P u
lf h VE a nv q u eiio NS

d trativ ed UC ational (J r resea rch p u rp C> v u a
^^+d,vL iti d nd fo r d m n S e

ttT
I na n fo rm atiU n n n n

a L
U U ut the G ctio n U pe rS o

p n u rth 5 fo rm cd SE CO
{L̂d ^+tJL o Administrator

by the Lea m ngtn Men o ite ome refe ren ced on


