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Initial Comments

Assisted Living Programs for People with
Dementia are defined by the population served.
The census numbers were provided by the
Program at the time of the on-site.

Number of tenants without cognitive impairment:
32
Number of tenants with cognitive impairment: 19

Total census: 51

The following regulatory insufficiencies were cited
related to Complaint #128415-C and Incident
#129285-I:

481-67.2(3) Program Policies and Procedures

67.2(3) The program shall follow the policies and
procedures established by the program.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review the Program failed to follow established
policy and procedure related to food safety and
sanitation. This potentially affected all tenants
(census of 51). Findings follow:

1. Observation on 8/20/25 at approximately 9:55
a.m. revealed foods that were opened and not
labeled in the walk in cooler, including a container
of hot sauce and salad dressing. Both containers
were opened and neither were labeled or dated.
There was also a metal container with a plastic lid
labeled chocolate syrup. It was dated 6/7/25 and
had not been discarded. In the dry storage area
there was an opened (tied off) plastic bag of
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elbow noodles. It was also was not labeled or
dated.

When observed on 8/19/25 both memory care
units also had a refrigerator/freezer in the
kitchenette areas. The documentation of the
refrigerator/freezer temperatures for both memory
care units was requested.

2. Record review on 8/20/25 of the Refrigerator
Temperature Records for both memory care units
from May to August 2025 was completed.
Documentation indicated omissions of daily
temperature checks of the refrigerators/freezers
in May 2025 and July 2025.

Continued record review on 8/19/25 of the Emery
Place Temperature Log for the main kitchen was
completed. The documentation indicated
omissions of daily temperature checks of the walk
in cooler (bulk storage) and line refrigerator
(reach in refrigerator) for May, June and July
2025. Additionally, there were recorded entries
for the line refrigerator/freezer that were above
the recommended temperatures. For example,
on 5/1/25 (for the line refrigerator/freezer) it was
documented as 42 and 38 degrees. On 5/13/25
(for the line refrigerator/freezer) it was
documented as 40 and 42 degrees.

Further record review on 8/19/25 of food
temperature logs indicated the May, June and
July 2025 logs reflected omissions of food
temperatures taken for each meal during the
timeframe reviewed. For example on 7/11/25 and
7/13/25 there were no documented food
temperatures for the three meals provided.

3. Record review of the Program's policy and
procedure for Food Safety and Sanitation
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indicated food storage would be in sealed
containers with dates and labels. Refrigerator
and freezer temperature logs would be
maintained daily. Food temperatures would be
recorded on the temperature logs for each meal.

4. When interviewed on 8/20/25 at 9:45 a.m. the
Culinary Coordinator indicated the resident
assistants (RAs) were responsible to document
the refrigerator and freezer temperatures in the
memory care units daily. In the main kitchen he
or one of the cooks checked the temperatures.
He said he was going to change it and have the
dietary staff check the refrigerators and freezers
in the memory care units. He said it would
probably change next month.

When interviewed on 8/20/25 at 2:53 p.m. the
Assistant Director confirmed all logs for
temperatures had been provided.

In summary, the Program failed to follow policy
and procedure related to food safety and
sanitation regarding foods not being labeled,
refrigerator/freezer temperatures not being
maintained daily and food temperatures not being
documented for each meal.

481-67.3(2) Tenant Rights

481-67.3 Tenant rights. All tenants have the
following rights:

67.3(2) To receive care, treatment and services
which are adequate and appropriate.
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This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to provide care, treatment and
services that were adequate and appropriate.
This pertained to 1 of 1 tenant reviewed (Tenant
#1). Findings follow:

1. Record review revealed an incident report
dated 6/4/25 at 5:30 p.m. indicated Tenant #1
requested to use a wheelchair, staff tried to move
the wheelchair for him to sit and he lost his
balance and fell. A mechanical lift and the
assistance of two staff were used to get him up
and into the wheelchair. Tenant #1 denied hitting
his head or needing to go the emergency
department (ED). Vitals were recorded and there
was no injury noted.

Continued review on 8/18/25 of the Program's
Internal Investigation document indicated the date
of incident was 6/5/25 (this was noted to be an
error based on other documentation) at 5:30 p.m.
The location of the incident was the hallway by
Tenant #1's apartment. An initial report was
made to the Healthcare Coordinator at 5:30 p.m.
The description of the incident indicated Staff A
was walking with Tenant #1 from the dining room
to his apartment. Tenant #1 told Staff A that he
wanted to brush his teeth and Staff A asked if he
wanted to sit in the wheelchair and Tenant #1 said
yes. Staff Awent to get the wheelchair and when
she grabbed the wheelchair, Tenant #1 lost his
balance and fell. He landed on the ground on his
left side. Staff A called for assistance and he was
able to move this arms and legs and had no
complaints of pain. Staff A spoke with the
Healthcare Coordinator and he was assisted up
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with a mechanical lift and put into the wheelchair.
On 6/4/25 at about 8:43 p.m. staff called the
triage nurse and reported Tenant #1 had
complaints of pain to his left hip and he had
difficulty walking. Tenant #1 was taken to the ED.
It was determined he had a pelvic fracture and he
was admitted to the hospital. The investigation
document noted Staff A, Staff B and Staff C were
interviewed related to the investigation.

It was noted during the investigation the Program
determined Staff A did not use a gait belt for
Tenant #1. His service plan and task record both
reflected the use of the gait belt. The
investigation conclusion indicated Tenant #1
required the assistance of one person with a gait
belt for all ambulation. Staff A did not use the gait
belt when she ambulated him as it was indicated
in Tenant #1's service plan. It was noted if Staff A
had used the gait belt at the time of Tenant #1's
fall, she "should have been able to lower resident
to the floor, potentially preventing the hard fall
and causing the pelvic fracture." It was
determined Staff A would receive counseling on
not following Tenant #1's service plan and
re-education was provided related to the Safe
Resident Handling Policy.

The investigation document indicated a report
was made to the Department on 6/7/25 at 8:30
a.m. It was an electronic report and was
completed by the Regional Nurse Specialist with
the management company.

Further record review revealed a Counseling
Documentation Form for Staff A indicated on
6/3/25 (this was noted to be an error based on
other documentation) Staff A ambulated Tenant
#1 without a gait belt. Tenant #1's service plan
indicated he was not supposed to ambulate
without the assistance of one person and a gait
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belt. It was policy and procedure that staff
followed the service plans. Staff A signed the
document dated 6/10/25. She also received
re-education on the Safe Resident Handling
policy and procedure. The Safe Resident
Handling Procedures document indicated all
tenant tasks would be carried out in accordance
with the service plans for each tenant.

2. Staff A was not employed by the Program at
the time of investigation. An attempt was made
to contact Staff A for an interview; however, it was
not successful. Staff A's statement to the
Program indicated on 6/4/25 Staff A assisted
Tenant #1 from the dining room to his apartment.
Staff A indicated "Before ambulating with him, |
had forgotten to put his gait belt on." When they
were walking, Tenant #1 said that he wanted to
brush his teeth and asked if Staff A could use the
wheelchair to take him to the bathroom to brush
his teeth. When they arrived at his apartment,
Tenant #1 stopped at the doorway and she
moved from behind him to in front of him. That
was to try and get the wheelchair and position it
for him to sit down when he came into the
apartment. Staff A indicated when her back was
turned she heard a loud noise, turned around and
observed Tenant #1 laying on the floor on this left
side with his walker on top of him. Staff A called
for help and received assistance immediately
from the Former Director and Healthcare
Coordinator.

When interviewed on 8/20/25 at approximately
2:10 p.m. Staff C said she split a shift with Staff A
(worked 2 to 10 p.m.) and she worked 6:00 p.m.
to 10:00 p.m. Staff A told her Tenant #1 had
fallen and he had no pain and was fine. Staff A
told her that she did use a gait belt with him
(regarding the fall). At about 8:30 p.m. or 9:00
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p.m. Tenant #1 pushed his pendant. He wanted
to go to the bathroom and he had complained of
pain when attempting to stand up. He had
complaints of pain in his hips and he could not
get onto the toilet. He was also confused and
could not remember his family member's name.
She called triage and called emergency medical
services (EMS). They came and took him to the
hospital. Triage called back as they were not
able to reach Tenant #1's family member. Staff
tried from Tenant #1's phone to call the family
member and were able to reach the family
member. Tenant #1's family met him at the
hospital. She said Tenant #1 always required the
assistance of one person and a gait belt. He
used a wheelchair to brush his teeth and at times
to come out for meals. At that time he used his
walker to come out for meals.

When interviewed on 8/19/25 at 2:46 p.m. Staff B
said he could vaguely remember as it was two to
three months ago. He was on break and was
coming back and heard Tenant #1 had fallen. He
was sitting on the ground at that time. He said
Staff A told him that she did not have a gait belt
on Tenant #1 when she was taking him to or from
the bathroom and he fell. He said an ambulance
came later and he was not involved with the
calling EMS. He said a gait belt was to be used
every time for transfers with Tenant #1. Staff B
said Tenant #1 required the assistance of one
person with a gait belt and walker and sometimes
a wheelchair.

When interviewed on 8/19/25 at 2:06 p.m. the
Assistant Director said the incident happened
shortly after she had left for the day. She was
told about it the next morning. She was told
Tenant #1 had fallen going out to the dining room
with Staff A. She said the Former Director
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completed the investigation process and spoke
with staff. The Assistant Director and Healthcare
Coordinator completed the counseling with Staff
A. It was regarding the use of the gait belt and
Safe Resident Handling policy and procedure.
Staff A admitted she did not use the gait belt
(regarding the incident with Tenant #1). She was
tearful and was remorseful. The Assistant
Director said Staff A was aware of the
requirement with Tenant #1 to use the gait belt
and it was on his service plan. She said Tenant
#1 had a fractured hip bone or pelvis, regarding
his injury. She said it was hopeful he would
return to the Program this week. She confirmed
Staff A had training on the gait belt, transfers and
ambulation before the incident.

When interviewed on 8/20/25 at 8:36 a.m. the
Healthcare Coordinator said a kitchen staff told
her and the Former Director that Tenant #1 had
fallen. They were both still in the building at the
time of the incident. When she responded he
was laying right outside of his apartment door on
his left side. His walker was right in front of him.
Tenant #1 had no complaints of pain, confirmed
he did not hit his head and wanted to get up. He
was assisted up using a mechanical lift and was
assisted to his recliner in his apartment. He had
gotten up to use the bathroom and was fine.
Staff A said she lost control of him, he lost his
balance and fell. The Healthcare Coordinator
asked Staff A if she used the gait belt and she
confirmed the gait belt was not used and she did
not do it. Staff A had her hand on him, went to
grab the wheelchair and let her hand off of him.
About three to four hours later Tenant #1 got up
to use the bathroom again, complained of pain
and requested to go to the hospital. She was in
contact with his family that night and it was
reported there was no injury to the hip. She
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received a text message from family that he had
a fractured pelvis. At that point she was in
contact with the hospital. She thought he was
admitted to the hospital and then went to skilled
care. He was non-weight bearing for two to three
weeks and no surgery was required. Tenant #1's
service plan (at the time of the incident) indicated
he required the assistance of one person with a
gait belt for all transfers and ambulation. She
said the gait belt was available to use. She had
never seen staff not use a gait belt with Tenant
#1. The Healthcare Coordinator said Staff A was
aware of the requirement to use the gait belt.

She was written up for it and had other issues
with attendance. Staff A was also re-educated on
the Safe Resident Handling policy and procedure.
She said the Former Director completed the
investigation and she was not involved with
reporting to the Department. Tenant #1 was
currently at the nursing facility, he was an assist
of one person at the nursing facility and at times
required the assistance of two people.

When interviewed on 8/19/25 at 11:56 a.m. the
Former Director said it happened close to 5:30
p.m. and supper time. She was in her office and
the beautician from the onsite salon/beauty shop
alerted her that Tenant #1 had fallen. She and
the Healthcare Coordinator went to his apartment
and he was laying on his buttocks on the ground.
He was in the hallway right outside the apartment.
They were walking back from dinner. Tenant #1
had said he wanted to brush his teeth, staff was
going to put him into the wheelchair, he lost his
balance and fell. The Healthcare Coordinator
assessed him and he was able to move his legs.
Tenant #1 was assisted up with a mechanical lift.
He was able to walk a little bit. Later that night he
had pain and he was sent out to the hospital. He
had a fracture (pelvic). The Former Director and
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Healthcare Coordinator asked the aide (staff) if
she had used a gait belt with Tenant #1 and she
had not. She grabbed the chair for a second and
he fell. The Former Director said the staff was
upset and tearful about it. The staff was written
up regarding the incident. The Former Director
said she believed Tenant #1 was supposed to
have the assistance of one staff and a gait belt.

3. Record review of Tenant #1's file revealed he
was staged at two on the Global Deterioration
Scale (GDS), which indicated very mild cognitive
decline. His service plan dated 3/16/25 indicated
staff escorted him to and from meals and
activities. He required the assistance of one
person and a gait belt. For transfers, the service
plan indicated that he required the assistance of
one person with a gait belt for all transfers. It
reflected he used a gait belt and grab bars. For
mobility/ambulation the service plan reflected
Tenant #1 might require prompts/cues for safety
but did not need hands on assistance. He
required the assistance of one person with a
walker and gait belt for all ambulation and mobility
needs. It was noted Tenant #1 had a history of
not calling for help, and he had falls. Review of
incident reports indicated Tenant #1 had falls on
3/11/25 (three falls), 4/24/25 and 6/4/25.

Continued record review revealed Progress
Notes indicated the following:

-On 6/4/25 at 8:43 p.m. staff called the triage
nurse (on-call) and reported Tenant #1 fell around
dinner time and he was now complaining of pain
in the left hip and he had trouble walking. He fell
earlier and declined to go to the ED. Tenant #1
was sent to the ED.

-On 6/5/25 it was noted a call was received from
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Tenant #1's family and the Healthcare
Coordinator spoke to hospital staff and Tenant #1
had a fracture to his pelvis. He was non-weight
bearing, would not require surgery and was
admitted.

-On 6/10/25 it was noted Tenant #1's family called
and said he would be going to skilled care.

-On 7/22/25 it was noted the Healthcare
Coordinator spoke with staff at the nursing facility
where Tenant #1 was at and the staff reported he
was fully weight bearing and would be working
with therapy five times per week. There were no
plans for immediate discharge.

-On 8/13/25 it was noted the Healthcare
Coordinator spoke with staff at the nursing facility
where Tenant #1 was at and the staff reported he
required the assistance of one person and they
were working on his posture. It was planned to
assess next week and discharge could be the
following week.

In summary, Tenant #1 sustained a fall on 6/4/25
at 5:30 p.m. Tenant #1 had prior falls and his
service plan indicated he required the assistance
of one person and a gait belt. Per staff interviews
a gait belt was available to use. Staff A did not
use the gait belt as indicated on his service plan
at the time of the fall. He was assessed and
initially declined to go to the ED but later on
6/4/25 he had complaints of pain, difficulty
walking and requested to go to the ED. It was
determined he sustained a fractured pelvis, was
admitted and surgery was not required. Tenant
#1 was discharged from the hospital and went to
skilled care. Tenant #1 had not returned at the
time of the investigation but was not discharged
from the Program. At the time of the fall Tenant
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#1 required the assistance of one person with a
gait belt for transfers and all ambulation;
however, those services were not provided at the
time of the fall. Tenant #1 did not receive
services, care and treatment that were adequate
and appropriate related to the incident on 6/4/25.
A 200 481-67.4(1)a(2) Program Notification to A 200

Department

481-67.4(231B,231C,231D) Program notification
to the department. The director or the director's
designee shall be notified within 24 hours, or the
next business day, by the most expeditious
means available:

67.4(1) Of any accident causing major injury. For
the purposes of this rule, "major injury" shall also
mean a substantial injury.

a. "Major injury" shall be defined as any injury
which:

(2) Requires admission to a higher level of care
for treatment, other than for observation

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to notify the Department within 24
hours or the next business day of any accident
that caused major injury. This pertained to 1 of 1
tenant reviewed (Tenant #1). Findings follow:

1. Record review on 8/18/25 of the Program's
Internal Investigation document indicated the date
of incident was 6/5/25 (this was noted to be an
error based on other documentation) at 5:30 p.m.
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The location of the incident was the hallway by
Tenant #1's apartment. An initial report was
made to the Healthcare Coordinator at 5:30 p.m.
The description of the incident indicated Staff A
was walking with Tenant #1 from the dining room
to his apartment. Tenant #1 told Staff A that he
wanted to brush his teeth and Staff A asked if he
wanted to sit in the wheelchair and Tenant #1 said
yes. Staff Awent to get the wheelchair and when
she grabbed the wheelchair, Tenant #1 lost his
balance and fell. He landed on the ground on his
left side. Staff A called for assistance and he was
able to move this arms and legs and had no
complaints of pain. Staff A spoke with the
Healthcare Coordinator and he was assisted up
with a mechanical lift and put into the wheelchair.
On 6/4/25 at about 8:43 p.m. staff called the
triage nurse and reported Tenant #1 had
complaints of pain to his left hip and he had
difficulty walking. Tenant #1 was taken to the
emergency department (ED). It was determined
he had a pelvic fracture and he was admitted to
the hospital. The investigation document
indicated a report was made to the Department
on 6/7/25 at 8:30 a.m. It was an electronic report
and was completed by the Regional Nurse
Specialist with the management company

See 67.3 (2) for more information related to the
incident with Tenant #1.

Continued record review revealed the incident
was reported to the Department on 6/7/25 at 8:30
a.m.

When interviewed on 8/20/25 at 9:30 a.m. the
Regional Nurse Specialist with the management
company said regarding the timeliness of
reporting the incident with Tenant #1, it was
related to the Former Director's departure from
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follow:

69.28(5) Personnel who are employed by or
contract with the program and who are
responsible for food preparation or service, or
both food preparation and service, shall have an
orientation on sanitation and safe food handling
prior to handling food and shall have annual
in-service training on food protection.

This REQUIREMENT is not met as evidenced

Based on observation, interview, and record
review the Program failed to provide an
orientation on sanitation and safe food handling
prior to handling food and an annual in-service on
food protection. This pertained to 4 of 7 dietary
staff reviewed (Staff D, E, F and G). Findings

1. Record review on 8/19/25 of Staff D's (culinary
assistant) training documents indicated a hire
date of 12/29/23. The most recent food safety
and sanitation training provided was dated
1/26/24. Staff D did not have an annual training
on food protection.

2. Record review on 8/19/25 of Staff E's (cook)
training documents indicated a hire date of
5/20/24. The most recent food safety and
sanitation training provided was dated 7/10/24.
Staff E did not have an annual training on food
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her employment and no one realized it had not
been submitted. The Regional Nurse Specialist
realized it had not been reported and then
submitted the report on Saturday morning. The
Regional Nurse Specialist said she was not
aware it had not reported.
A 465| 481-69.28(5) Food Service A 465
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3. Record review on 8/19/25 of Staff F's (culinary
assistant) training documents indicated a hire
date of 8/1/25. Staff F did not have an orientation
on sanitization and safe food handling, prior to
serving food or at the time of the review.

When observed on 8/19/25 at approximately 4:30
p.m. to 4:56 p.m. Staff F assisted with serving
food in the main dining room at the evening meal.

4. Record review on 8/19/25 of Staff G's (culinary
assistant) training documents indicated a hire
date of 7/11/25. Staff G did not have an
orientation on sanitization and safe food handling,
prior to handling food or at the time of the review.

5. When interviewed on 8/20/25 at 9:45 a.m. the
Culinary Coordinator said he had completed
training verbally and worked with Staff F and Staff
G; however, he did not have training sheets or
procedures. He said there were videos staff
completed and Staff F and Staff G were still
completing the videos. He confirmed Staff F and
Staff G had served food. Regarding the annual
training for Staff D and Staff E, he said staff
completed the videos annually prior to their
review. The Culinary Coordinator said Staff E
prepared food and at times helped serve. He
said Staff D helped prepare food for the salad
bar.

6. When interviewed on 8/19/25 at 2:06 p.m. the
Assistant Director confirmed Staff F and Staff G
were serving food on their own and training had
not yet been completed. She also confirmed the
most recent food safety training was provided for
Staff D and Staff E.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
C
S0351 B. WING 08/20/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
901 SOUTH MENTZER ROAD
EMERY PLACE
ROBINS, IA 52328
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 465 | Continued From page 14 A 465

DIVISION OF HEALTH FACILITIES - STATE OF IOWA

STATE FORM

6899

T6X611

If continuation sheet 15 of 15




‘mbj 3103s Jo suoisinod
ay1 Aq paiinbai s 31 asnp2aq A|3{0S Painlaxa 10/pup paipdaid s) uoi123.4103 fo upd 3y *sapuapiffnsut A101oinbai fo JUaWIIDIS 3Y] Ul Y1J0f 135 SUOISNIIUOD
10 pabajjo s1opf ay1 fo y1ni3 3yl fo 13pinoid ay3 AQ 3UaWa316D JO UOISSIUPD 3INYISUOD JOU S0P UOI1231103 Jo upjd sjy1 Jo uoiInIaxa Jo/pup Uojipibdaid

‘Aueqd
9|qisuodsay

8ujoduQ

1aleq
uol1a|dwo)

520Z/10/60
:31eQ
uoneluaws|dw|

"Ajauapuadapul Suiyiom o3 Joiid
8ujuieuy palajdwod Ajn)ssadons aaey
[IIm pue 93uSisap Jo 3sinu wesdoud
941 Aq pa1e8ajap aq ||Im Jje1s mau ||y
'sa4npadoud pue sapjjod uo Sujuies
panl2dal pue SZ0Z/T0/60 Uo paJly
Sem J010341IQ SAIINDDXT wesdoid MaN
'S20C/10/60 U0 pauolsuel]
Auedwod Juawafeue|n man

"~ 5202/LT/90 jo se weidoid
oY1 Aq paAojdwa 428uoj ou sty 1je1s

‘papaau se pue aJy uodn

98esn 399 Hed pue siajsue.] JUIPISDL
Jadoud uo pajedajap aq |Im HEIS ||V

o9tV

juswWleal) ‘a.ed spirosd 01 pajiej weuadold
29U} M3IADI pJ0OI3J pue MIIAIUI UO paseq
:Ag

pa2uspIAS Se 19w Jou st INFINFHINDIY SIYL
‘aiej doudde

pue ajenbape aJe YdIym S33IAI3S

pue JudwWieal] ‘a4ed dAI9I34 0] (2)E°L9
53481 Buimo||o) 3yl aAey slueUR] || "S1YS1
jueua| €/9-T8% sysiy 1ueua] (Z)€'£9-T8Y

09TV

asusisap

1o J032311Q
SAIIN23X3
:Aneq
ajqisuodsay

8ujo8up

121eq@
uona|dwo)

§202/10/60
191eQg
uonejuawalduwy|

‘Ajiep s8oy dwial 1ipne

0110312341Q 9AIIN29%3 /1030341 Adeurn)
'se/1e/ot

uo paNPUOD 3q 03 SulISaW HJB1S-||Y
U0 1030341Q SMINI3XT

Aq papinoad uoieanps jje1s Aeun)
'sainpadold pue saijjod uo Sujuresy
paAIa33l pue SZ0Z/T0/60 Uo padly
SeMm 1030941Q 2A1IN23xX] weldold maN
"S20Z/10/60 U0 pauollsues}
Auedwod JuawaBeuely maN

a13)dwoduy sboj aimpiadwia; pooo

(ow)
Spi03al dway Aj1bp 137331f/101013611faYy

papipIsIp jou
pup paiidxa 1nq pajop pup pajagp| poo

pa1op 40 pajaqp| 10U poo
JIA pue Ty ul $182331} pue siojesad|iyal
J1e uo a2e(d ul 1nd 3aJe s8o| aunjesadwal
‘lesw

yoea je pays|dwod aq o) s3o| aunjesadws)
Jeaw Ajiep Joj adejd u) ind siapulg

01V

SjuRUS] ||e pal1daye Ajlenualod

SIyL ‘uojieyjues pue Alajes pooy 0l

paje|al sainpadoud pue saia1jod paysijqelss
M0||0} 01 p3|ie} Weidold Y1 ‘MIIASS

pJ0331 pue ‘MIIAIDIUI ‘UOIIBAIBSGO UO paseq
:Aq

pa2uapIAs se 13w Jou sI INJNTHINDIY SIYL
weJsSoud ay:

Aq paysiiqelsa sainpadoud pue saldijod syl
Mmo||04 ||eys wesdoud ay| (£)7 29 Soinpadodd
pue salajjod weusold (€)2'£9-T8Y

0STv

ilva
NOLI1dWNOD

‘aJn3ny ay3 ul ueldwod urejuiew ||1im Japinoid ay;
Moy Jnoqe uoljewaojulapndu] *(s)saniels aij1oads
3Y3 Yitm soueljdw oo aunsus 03 apew aJamsasyoesd
PuB SWd3sAs s Jopiaodd ay3 03 sadueys jeym Ajiquap|

AJN31D1430 ILVIYdOUddV FHL OL aIHYI4IY
-SSOYD 38 @TNOHS NOLLDY JALLIIHYOI HOVI)
NOLLIIHYOD 40 NV1d

ovl
XId3yd ai

(NOLLYINHOANI ONIAJILNIAI D57 YO AYOLVINDIY
1IN A9 303338d 39 INOHS ADN3IDI43A HOV3)
S31DLN312133a 40 LNIINILVIS AHVINIAINS

ovl
Xi43¥4d ai

q20¢7/02/80D

*AIAYNS 40 IdAL/AILITdWOD AFANNS 31Va

TSE0S

*HIGWNN ISNADIT/HIANNN NOILYIIAILNIANI ¥3IAIAOYd

SNOILIIYYO0I 410 NV1d ANV
S31DN31D143d 40 LNJNILVIS

NOILI3HYOI 40 NV1d

< o2 9T|Q\ :332q uondauio) so uejd

aje|d AJaw3 :aweN Ajunwwo)



"Mbj 31bis Jo suoisinoad
ay1 Aq paiinbai s 3 asnpaaq A|3j0s painiaxa 40/pub paiodaid s| U01123.1100 Jo ubid ay| sapPudIffnsur A1030nbaJ fo JuaWIaILIS 3YF Ul YLIOS 13S SUOISN|IUOD
40 pabajjv so0f ay3 Jo yaniy ay3 fo 13pinold ayy Aq 1uaWaa160 410 UOISSIWIPD 31NYISUOI 10U SIOP U0I3334102 fo ubjd siy3 fo U)INIAX3 40/pup UOIDIDAIl]

uoI12310.4d POOJ UO 3IIAIIS-UI [BNUUE

ue pue pooy Suipuey 03 Jolud Sujjpuey
o0} 3jes pue uoile)IUBS UO UONEIUSII0
ue apiaoad 01 pajie} wieldo.d ayl malaal

SElBISEp pJ0231 pue ‘M3JAJI3UI ‘UOIIBAISSGO UO paseq
10.Jopauq ‘Ajlenuue Aq
9AI1N39X3

| L, pue asy uodn uuiesy saAojdwa ypne P33U3pIAS SE 19W 10U S| ._.2m_>_m_m._30m_m slyL

Slqeuodsay Il 23UBisap 40 10323.1p uteiBoid 004 UO SujuleJ} 3IAIIS-UI _mﬂm_wwwwm.““

St/1e/for __mvcm Mcm _uomu,.mc___uc.mr_ 0} L.o_E Buipuey

8uioduo Uo p31Npuod aq 0} 3uN33W Jels-y poOj 9jeS pUE UOIE}HUES UO UO3RIUDLIO

:ajeq *'saunpadold pue sapjjod uo ujuieny ue aney [jeys ‘a1A13s pue uopesedaid pooy

uonajdwo) paAaiadal pue Sz0z/T0/60 uo paJy ‘wJojiejd ujuies 430q 40 ‘2210135 10 uopeseda.d pooy 1oy

SEM JO123JI( 9AIIN23X] weldoud MmaN 29A0|dWd Mdu Ul pajjoJua Jjels ||V a|qisuodsau ase oym ucm.EEon ay1 yum

mSN\"ﬁwou\mmm 'S20Z/T0/60 Uo pauolysuesy ‘pajusws|dwi 19211U02 10 Aq paAc|dwa ase oYM [aUUOSIad
uonejusWwa|duu| Auedwod Juawadeue|n maN 3|npayas uoljelualo asAojdwd maN os17AvS (5)87'69 @21A13S pood (5)8Z° 69-T8Y SoP Y

3audisap ‘Aanfu| Jofew pasnes jey} Juap|ode Aue

Jo Jo3a311q JO Aep ssauisnq 1Xau ay} Jo sINoy pz Ulyim

SSaU||9M uswiliedaq ayl Ajnou o3 pajle) weldold

pue 9y} M3IABL PI0IBJ pUR MIJAJISIU] UO paseq

:Aq

;Hﬂ_.m__ww_m pa2uapIAS se Jaw jou sI INFWIHINDIY SIYL

o _ouu.w__n_ 3Jed JO [9A3] Jaysy e 0} udissiwpe

w>_§umv.m_ ‘Ajjles1uoJdala saJinbay (g) :yalym Asnfur Aue se pauiyap

e S1UapidUl [|e Yodal 0] ssadde 3q Jjeys ,Aunfu) Jofey, "e "An{ul |enjuelsgns

Slaisustiay sey pue jeiod Suiodas auluo ayy e ueaw osje |jeys ,Ainful Jofew, ‘B|nJ siyy

0] 553908 PAAIDIAI J01IAUI] DAINIDXT Jo sasodind sy} o4 *Ainfu) Jofew Suisned

Jua8uo 'suope|ndaJ BuiA] palsIsSy pue 'SIN0OY 7 ulylm Juswpedap waptooe Aue 4o (1)y'L9 “m_n\m__m>m suesw

! snopipadxa 1sow 3yl Aq ‘Aep ssauisng

i31eq sainpadoud pue sapijod uo Bujutesy | ay3z o3 papodal aq [Im sJuapIUl Jofey 1X3U 343 JO SINOY PZ UIUHM PaLROU 3G

uon|dwon PaAI933.1 pue SZ0Z/T0/60 Uo paJly '33uBISap 40 1019341 SAIINIDXT lIeys 23u8isap 5,10193.1p mﬁ.hm ._ot.w.__v ayl

Sem 10103J1Qq SAIIND3X3 weldoid maN | 3yl 0} papodal aq jjim syuaplaul Jofey .HcmEbmamu_ ay: 8. uolneaynou Em.hmo#_

s 'S20Z/10/60 U0 pauoiysue.} ‘|lea-uo asunu (QTEZOTEL'ATET)"£9-T8Y JudwIedaq
uopejusWa|duw) Auedwod Juswadeuely maN 91 01 payodai aq ||Im s3uappul ||y 00zv 0} uonedynoN wesdold (z)e(1)y'£9-187 | 00TV

aaudisap
EMMH_U_H% ‘a3eludoadde

19 ey

pue a)enbape aJam eyl SIIIAIBS pue




‘mpj 31p3s Jo suoysinoid
ay1 Aq pasinbai sj 3 asnpaaq A]3jos pa3ndaxa j0/pup paindaid sj u01323.1103 fo upjd ay| “sapuapLffnsul A101ojnbal fo Juawa}bis 3yl Ul yiof 13s SUOISNIIU0I
10 pabayp sy0f ay1 Jo yani ay3 fo uapinoid ay) Aq Juawaaibo 10 UOISSILPD 3INYISUOD 10U SI0P U0[13.1403 Jo ubjd sjy3 fo uoINIAX3 J0/pup uo)IPIDdaId





