
Date GETTING TO KNOW YOU AS OUR PATIENT
PATIENT NAME SOCIAL SECURITY NUMBER HOME PHONE

(            )

Home Address City, State, Zip Birthdate

/                    /
Marital Status    � Single  � Married  � Divorced   � Separated � M � F Drivers License and State

Primary Insurance Company Group Subscriber

Secondary Insurance Company Group Subscriber

Responsible Party
NAME SOCIAL SECURITY NUMBER HOME PHONE

(            )

Home Address City, State, Zip Birthdate

/                    /
Marital Status    � Single  � Married  � Divorced   � Separated Relationship to Patient Drivers License and State

Responsible Person’s Employer Occupation Work Phone

(            )

Business Address City State                    Zip

Spouse’s Name Social Security Number Birthdate

/                    /
Spouse’s Employer Spouse’s Occupation Spouse’s Work Phone

(           )
Spouse’s Business Address City State                    Zip

How did you hear about our Office?
(check only one)

Who selected this Office?      � Self     � Spouse     � Parent     � Employer

Where did you find the Phone Number to this Office? 
� Referred by a friend     � Yellow Pages        � Relative         � Insurance Plan         � Welcome Wagon         
� Other � TV/Radio Ad         � Newspaper Ad         � Direct Mailing          � Sign by Building
If you were referred, whom may we thank for referring you? 

CONSENT
•I will answer all health questions to the best of my knowledge 

Initial

After  explanation by the doctor, I hereby authorize the performance of dental services upon the above named patients and whatever procedures that the judgement of the doctor may
decide in order to carry out these procedures. I also authorize and request the administration of any anesthetics and x-rays as may be deemed necessary and advisable by the doctor.

Signature                                                                                                              Date                                                                              Relationship to Patient

TERMS AND CONDITIONS
This office depends upon reimbursement from the patient for the costs incurred in their case. The financial responsibility of each patient must be determined before treatment.
As a condition of treatment by this office, I understand financial arrangements must be made in advance. All emergency dental services, or any dental service performed without prior financial arrangements,
must be paid for at the time the services are performed.
I understand that dental services furnished to me are charged directly to me and that I am personally responsible for payment. If I carry insurance, I understand that this office will help prepare my insurance
forms to assist in making collections from insurance companies and will credit such collections to my account. However, this dental office cannot render services on the assumption that charges will be paid by
an insurance company.

Assignment of Insurance: I hereby authorize releases of any information needed and also authorize my insurance company to pay directly to this Office benefits accruing to me under my  policy. I 
understand that the fee estimate listed for this dental care can only be extended for a period of 90 days from the date of the patient’s examination. I also understand that in order to collect my debt, my credit
history may be checked through the use of my Social Security Number or any other information I have given you. I agree that in the event that either this office or I institute any legal proceedings with respect to
amounts owed by me for services rendered, the prevailing party in such proceedings shall be entitled to recover all costs incurred including reasonable attorney’s fees. I grant my permission to you, or your
assignee, to telephone me at home or at my work to discuss matters related to this form. I have read the above conditions and agree to their content.

Signed Date
There may be a charge for any missed appointments or appointments not cancelled 48 hours before the appointment time.

Dental Health Form  12/21/05  1:25 PM  Page 2

Social Media Internet

Emily Weaver

Emily Weaver
E-mail: _______________________________________                        Cell phone: (_____) ____________________



PATIENTS DENTAL HEALTH
Why have you come in to see us today? (e.g.: pain, checkup, etc.)

Previous Dentist Last Visit Date of last cleaning

Reasons for changing dentists:

What problems have you had with past dental treatment?

Are you nervous about seeing a dentist?    � Yes!     � No  If yes, please tell us why:

How often do you brush? Do you floss?        � Yes     � No How often?

(please circle each) 
Y N I clench or grind my teeth during the day or while sleeping. Y N My gums feel tender or swollen
Y N My gums bleed while brushing or flossing. Y N I have problems eating.
Y N I like my smile. Y N I have had orthodontics.
Y N I prefer tooth-colored fillings. Y N I have had a facial or jaw injury.
Y N I avoid brushing part of my mouth due to pain. Y N I want my teeth straight.

Y N I want my teeth whiter.

What are your dental priorities?
(e.g.: apprentice, dental health, financial considerations, etc.)

PATIENTS MEDICAL HISTORY

I consider my health to be (please check one)    � Excellent    � Good   � Fair   � Poor

Do you or have you had any of the following? please circle Y for yes or N for no.

1. Y N Heart Disease 22. Y N Liver Disease

2. Y N Heart Murmur/Mitral Valve Prolapse 23. Y N Jaundice

3 .Y N Stroke 24. Y N Hepatitis Type       .

4. Y N Congenital Heart Lesions 25. Y N Diabetes

5. Y N Rheumatic Fever 26. Y N Excessive Urination and/or Thirst

6. Y N Abnormal Blood Pressure 27. Y N Infectious Mononucleosis (Mono)

7. Y N Anemia 28. Y N Herpes

8. Y N Prolonged Bleeding Disorder 29. Y N Arthritis 36. Y N AIDS

9. Y N Tuberculosis or Lung Disease 30. Y N Sexually Transmitted/Venereal Disease 37. Y N Immune Suppressed Disorder

10. Y N Asthma 31. Y N Kidney Disease 38. Y N Hearing Loss

11. Y N Hay Fever 32. Y N Tumor or Malignancy 39. Y N Fainting Spells

12. Y N Sinus Trouble 33. Y N Cancer/Chemotherapy 40. Y N Glaucoma

13. Y N Epilepsy/Seizures 34. Y N Radiation Treatment 41. Y N History of Emotional or 

14. Y N Ulcers 35. Y N History of Drug Addiction Nervous Disorders

15. Y N Implants/Artificial Joints: � Hip    � Knee    � Other WOMEN

16. Y N I smoke or use tobacco.  If yes, how much per day? How many years? 42. Y N Are you taking birth control medication?

17. Y N I have consumed alcohol within the last 24 hours. 43. Y N Are you or could you be pregnant or nursing?

18. Y N I usually take an antibiotic prior to dental treatment.

19. Y N Have you ever taken Fen-Phen or Redux?

20. Y N I have had major surgery: Year Type of operation: Year Type of operation:

21. Y N Do you have any other medical problem or medical history NOT listed on this form?

Are you allergic to any of the following? Please list all medications you are currently taking:
Please circle Y for yes or N for no
44. Y N Aspirin
45. Y N Ibuprofen
46. Y N Sulfa Drugs/Sulfites/Sulfides
47. Y N Penicillin
48. Y N Codeine
49. Y N Latex, Metals, Plastics
50. Y N Local Anesthetics (Novocaine)
51. Y N Other Medications - Which ones?

In the event of an emergency please contact:

Name Relationship Phone 

Name Relationship Phone 

Initial medical/dental health reviewed by:

X / / X / /
Doctor’s Signature                                                 Date                                                                                 Patient’s Signature                                               Date

Periodic medical/dental health reviewed by:

X / / X / /
Doctor’s Signature                                                 Date                                                       If patient is a minor: Parent/Guardian’s Signature                              Date

GETTING TO KNOW YOU AS OUR PATIENT

Doctor Notes Only:

Medicine Condition

Medicine Condition

Medicine Condition

Medicine Condition

Physician’s Name Phone

Address Fax 
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ȀȇȈ  łƞŋƦưŋöųö £Žöĝ yĦǚ  öƦưťĦȥ '1Ȥ ȀȈȆȁǿ ȂǿȁȤȂȁȁȤȀǿǿǿ

 �y 1k�µU�y ��kU åȧ �öưŋĦųư �ļƞĦĦůĦųư

Ɣ ÛłĦų ǥŽƺ ůöşĦ öų öƙƙŽŋųưůĦųư ǚŋưł ƺƦȥ ǥŽƺ öƞĦ ƞĦƦĦƞǗŋųļ ưŋůĦȥ ĺöĖŋťŋưŋĦƦȥ ĦƝƺŋƙůĦųưȥ
ĝŽĖưŽƞƦ öųĝ ƦưöǷ ůĦůĒĦƞƦ ĦǢĖťƺƦŋǗĦťǥ ưŽ ưƞĦöư ǥŽƺȤ uŋƦƦĦĝ öƙƙŽŋųưůĦųưƦ öĝǗĦƞƦĦťǥ öǷĦĖư
öųĝ ĝĦťöǥ ưƞĦöưůĦųư öųĝȴŽƞ ƙƞĦǗĦųư ŽưłĦƞƦ ĺƞŽů ƞĦĖĦŋǗŋųļ ųĦĖĦƦƦöƞǥ ĖöƞĦȧ ưłĦƞĦĺŽƞĦȥ ƙťĦöƦĦ
ƙƞŽǗŋĝĦ ƺƦ ǚŋưł �µ k1�ªµ ȁÛ�£fUyG'�åª ųŽưŋĖĦ ŋų ưłĦ ĦǗĦųư ưłöư ǥŽƺ ĖöųųŽư şĦĦƙ
ǥŽƺƞ öƙƙŽŋųưůĦųư ưŽ öǗŽŋĝ ö ĖöųĖĦťťöưŋŽų ĺĦĦ ɀɤȄǿɁȤ µłŋƦ ĺĦĦ ůƺƦư ĒĦ ƙöŋĝ ŋų ĺƺťť ƙƞŋŽƞ ưŽ
ƞĦƦĖłĦĝƺťŋųļ ưłĦ öƙƙŽŋųưůĦųưȤ

Ɣ ÛłĦų ǥŽƺ ůöşĦ öų öƙƙŽŋųưůĦųư ĺŽƞ öų ĦǢưĦųƦŋǗĦ ưŋůĦȥ ǚĦ ůöǥ öƦş ĺŽƞ ö ƞĦƦĦƞǗöưŋŽų ĺĦĦȤ
Ûŋưł ȁ ǚŽƞşŋųļ ĝöǥƦ ųŽưŋĖĦȥ ǚĦ ǚŋťť ļťöĝťǥ ƞĦƦĖłĦĝƺťĦ ǥŽƺƞ öƙƙŽŋųưůĦųư öųĝ ƞĦöƙƙťǥ ǥŽƺƞ
ƞĦƦĦƞǗöưŋŽų ĺĦĦȤ Uĺ ǥŽƺ ĝŽ ųŽư ļŋǗĦ ƺƦ ƦƺǸĖŋĦųư ųŽưŋĖĦȥ ǥŽƺƞ ƞĦƦĦƞǗöưŋŽų ĺĦĦ ǚŋťť ĒĦ ĺŽƞĺĦŋưĦĝȤ
uĦƦƦöļĦƦ ťĦĺư Žų ǚĦĦşĦųĝƦ öƞĦ ųŽư ƦƺǸĖŋĦųưȤ

Ɣ ÛĦ ƞĦöťŋǰĦ ŋų ůŽƦư ĖöƦĦƦ ǚłĦų ǥŽƺ öƞĦ ťöưĦȥ ŋư ŋƦ ĝƺĦ ưŽ ĖŋƞĖƺůƦưöųĖĦƦ ĒĦǥŽųĝ ǥŽƺƞ ĖŽųưƞŽťȤ
ÛĦ ǚŋťť ĝŽ Žƺƞ ĒĦƦư ưŽ öĖĖŽůůŽĝöưĦ ǥŽƺȧ łŽǚĦǗĦƞȥ ŋĺ ƦƺǸĖŋĦųư ưƞĦöưůĦųư ưŋůĦ ŋƦ ųŽư ťĦĺưȥ
ǥŽƺƞ öƙƙŽŋųưůĦųư ůöǥ ĒĦ ƞĦƦĖłĦĝƺťĦĝ ƞĦļöƞĝťĦƦƦ Žĺ ǚłĦưłĦƞ Žƞ ųŽư ǥŽƺ öƞĦ ƞĦöĖłĦĝ Ēǥ Žƺƞ
ŽǸĖĦȤ

Ɣ uƺťưŋƙťĦ ůŋƦƦĦĝ öƙƙŽŋųưůĦųưƦ Ėöų ƞĦƦƺťư ŋų öų öĝůŋųŋƦưƞöưŋǗĦ ĝŋƦĖłöƞļĦ ĺƞŽů Žƺƞ
ƙƞöĖưŋĖĦȤ

Ɣ Uų ưłĦ ĦǗĦųư Žĺ ö ĝĦųưöť ĦůĦƞļĦųĖǥȥ ǚĦ ưƞǥ ưŽ ƙƞŽǗŋĝĦ ƦöůĦ ĝöǥ ĦůĦƞļĦųĖǥ ĖöƞĦ öƦ Žƺƞ
ƦĖłĦĝƺťĦ ƙĦƞůŋưƦȤ �ťĦöƦĦ Ėöťť Žƺƞ ŽǸĖĦ öƦ Ħöƞťǥ ŋų ưłĦ ĝöǥ öƦ ƙŽƦƦŋĒťĦ öƦ ŋư ļŋǗĦƦ ƺƦ ļƞĦöưĦƞ
öĒŋťŋưǥ ưŽ ƦĖłĦĝƺťĦ ǥŽƺƞ ǗŋƦŋưȤ ªłŽƺťĝ ǥŽƺ ųĦĦĝ ƺƦ öĺưĦƞ łŽƺƞƦȥ ƙťĦöƦĦ Ėöťť Žƺƞ ŽǸĖĦ öųĝ ťĦöǗĦ
ö ǗŽŋĖĦůöŋť öųĝ ǚĦ ǚŋťť ļĦư ĒöĖş ưŽ ǥŽƺ öƦöƙȤ

U łöǗĦ ƞĦöĝ öųĝ ƺųĝĦƞƦưöųĝ ưłŋƦ öļƞĦĦůĦųư öųĝ ǚŋťť öĒŋĝĦ Ēǥ ŋưƦ ļƺŋĝĦťŋųĦƦȧ

ȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿ

�öưŋĦųư ªŋļųöưƺƞĦ ɀ�ƞ GƺöƞĝŋöųɁ

ȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿ

'öưĦ



ȀȇȈ  łƞŋƦưŋöųö £Žöĝ yĦǚ  öƦưťĦȥ '1Ȥ ȀȈȆȁǿ ȂǿȁȤȂȁȁȤȀǿǿǿ

�ĖşųŽǚťĦĝļĦůĦųư Žĺ £ĦĖĦŋƙư Žĺ yŽưŋĖĦ Žĺ �ƞŋǗöĖǥ �ƞöĖưŋĖĦƦ

Uȥ ȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿ łöǗĦ ƞĦĖĦŋǗĦĝ ö ĖŽƙǥ Žĺ ưłŋƦ ŽǸĖĦɋƦ yŽưŋĖĦ Žĺ �ƞŋǗöĖǥ �ƞöĖưŋĖĦȤ

ȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿ ȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿ

�ťĦöƦĦ �ƞŋųư �öưŋĦųưƦ yöůĦ 'öưĦ Žĺ �ŋƞưł

ȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿ ȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿ

ªŋļųöưƺƞĦ Žĺ �öưŋĦųư Žƞ Gƺöƞĝŋöų µŽĝöǥɑƦ 'öưĦ



ȀȇȈ  łƞŋƦưŋöųö £Žöĝ yĦǚ  öƦưťĦȥ '1Ȥ ȀȈȆȁǿ ȂǿȁȤȂȁȁȤȀǿǿǿ

yŽưŋĖĦ Žĺ �ƞŋǗöĖǥ �ƞöĖưŋĖĦƦ

µłŋƦ ųŽưŋĖĦ ĝĦƦĖƞŋĒĦƦ łŽǚ łĦöťưł ŋųĺŽƞůöưŋŽų öĒŽƺư ǥŽƺ ůöǥ ĒĦ ƺƦĦĝ öųĝ ĝŋƦĖťŽƦĦĝ öųĝ łŽǚ ǥŽƺ Ėöų ļĦư
öĖĖĦƦƦ ưŽ ưłŋƦ ŋųĺŽƞůöưŋŽųȤ

�ťĦöƦĦ ƞĦǗŋĦǚ ŋư ĖöƞĦĺƺťťǥȤ µłĦ ƙƞŋǗöĖǥ Žĺ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽų ŋƦ ŋůƙŽƞưöųư ưŽ ƺƦȤ

�ƺƞ ťĦļöť ĝƺưǥȦ

ÛĦ öƞĦ ƞĦƝƺŋƞĦĝ Ēǥ öƙƙťŋĖöĒťĦ ĺĦĝĦƞöť öųĝ ƦưöưĦ ťöǚ ưŽ ůöŋųưöŋų ưłĦ ƙƞŋǗöĖǥ Žĺ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽųȤ ÛĦ
öƞĦ öťƦŽ ƞĦƝƺŋƞĦĝ ưŽ ļŋǗĦ ǥŽƺ ưłŋƦ yŽưŋĖĦ öĒŽƺư Žƺƞ ƙƞŋǗöĖǥ ƙƞöĖưŋĖĦƦȥ Žƺƞ ťĦļöť ĝƺưŋĦƦȥ öųĝ ǥŽƺƞ ƞŋļłưƦ
ĖŽųĖĦƞųŋųļ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽųȤ ÛĦ ůƺƦư ĺŽťťŽǚ ưłĦ ƙƞŋǗöĖǥ ƙƞöĖưŋĖĦƦ ưłöư öƞĦ ĝĦƦĖƞŋĒĦĝ ŋų ưłŋƦ yŽưŋĖĦ
ǚłŋťĦ ŋưɋƦ ŋų ĦǷĦĖưȤ µłŋƦ ųŽưŋĖĦ ưöşĦƦ ĦǷĦĖư �ƙƞŋť Ȁȃȥ ȁǿǿȂ öųĝ ǚŋťť ƞĦůöŋų ŋų ĦǷĦĖư ƺųưŋť ǚĦ ƞĦƙťöĖĦ ŋưȤ

ÛĦ ƞĦƦĦƞǗĦ ưłĦ ƞŋļłư ưŽ ĖłöųļĦ Žƺƞ ƙƞŋǗöĖǥ ƙƞöĖưŋĖĦƦ öųĝ ưłĦ ưĦƞůƦ Žĺ ưłŋƦ yŽưŋĖĦ öư öųǥ ưŋůĦȥ ƙƞŽǗŋĝĦĝ ƦƺĖł
ĖłöųļĦƦ öƞĦ ƙĦƞůŋưưĦĝ Ēǥ öƙƙťŋĖöĒťĦ ťöǚȤ ÛĦ ƞĦƦĦƞǗĦ ưłĦ ƞŋļłư ưŽ ůöşĦ ưłĦ ĖłöųļĦ ŋų Žƺƞ ƙƞŋǗöĖǥ ƙƞöĖưŋĖĦƦ
öųĝ ưłĦ ųĦǚ ưĦƞůƦ Žĺ Žƺƞ yŽưŋĖĦ ĦǷĦĖưŋǗĦ ĺŽƞ öťť łĦöťưł ŋųĺŽƞůöưŋŽų ưłöư ǚĦ ůöŋųưöŋųȥ ŋųĖťƺĝŋųļ łĦöťưł
ŋųĺŽƞůöưŋŽų ǚĦ ĖƞĦöưĦĝ Žƞ ƞĦĖĦŋǗĦĝ ĒĦĺŽƞĦ ǚĦ ůöĝĦ ưłĦ ĖłöųļĦƦȤ �ĦĺŽƞĦ ǚĦ ůöşĦ ö ƦŋļųŋǺĖöųư ĖłöųļĦ ŋų Žƺƞ
ƙƞŋǗöĖǥ ƙƞöĖưŋĖĦƦȥ ǚĦ ǚŋťť ĖłöųļĦ ưłŋƦ yŽưŋĖĦ öųĝ ůöşĦ ưłĦ ųĦǚ yŽưŋĖĦ öǗöŋťöĒťĦ ƺƙŽų ƞĦƝƺĦƦưȤ

åŽƺ ůöǥ ƞĦƝƺĦƦư ö ĖŽƙǥ Žĺ Žƺƞ yŽưŋĖĦ öư öųǥ ưŋůĦȤ EŽƞ ůŽƞĦ ŋųĺŽƞůöưŋŽų öĒŽƺư Žƺƞ ƙƞŋǗöĖǥ ƙƞöĖưŋĖĦƦȥ Žƞ ĺŽƞ
öĝĝŋưŋŽųöť ĖŽƙŋĦƦ Žĺ ưłŋƦ yŽưŋĖĦȥ ƙťĦöƦĦ ĖŽųưöĖư ƺƦ ƺƦŋųļ ưłĦ ŋųĺŽƞůöưŋŽų ťŋƦưĦĝ öư ưłĦ Ħųĝ Žĺ ưłŋƦ yŽưŋĖĦȤ

¾ƦĦƦ öųĝ ĝŋƦĖťŽƦƺƞĦƦ Žĺ łĦöťưł ŋųĺŽƞůöưŋŽųȦ

ÛĦ ƺƦĦ öųĝ ĝŋƦĖťŽƦĦ łĦöťưł ŋųĺŽƞůöưŋŽų öĒŽƺư ǥŽƺ ĺŽƞ ưƞĦöưůĦųưȥ ƙöǥůĦųưȥ öųĝ łĦöťưłĖöƞĦ ŽƙĦƞöưŋŽųƦȤ EŽƞ
ĦǢöůƙťĦȦ

µƞĦöưůĦųưȦ ÛĦ ůöǥ ƺƦĦ Žƞ ĝŋƦĖťŽƦĦ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽų ưŽ ö ƙłǥƦŋĖŋöų Žƞ ŽưłĦƞ łĦöťưłĖöƞĦ ƙƞŽǗŋĝĦƞ
ƙƞŽǗŋĝŋųļ ưƞĦöưůĦųư ưŽ ǥŽƺȤ

�öǥůĦųưȦ ÛĦ ůöǥ ƺƦĦ öųĝ ĝŋƦĖťŽƦĦ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽų ưŽ ŽĒưöŋų ƙöǥůĦųư ĺŽƞ ƦĦƞǗŋĖĦƦ ǚĦ ƙƞŽǗŋĝĦ ưŽ
ǥŽƺȤ

MĦöťưłĖöƞĦ ŽƙĦƞöưŋŽųƦȦ ÛĦ ůöǥ ƺƦĦ öųĝ ĝŋƦĖťŽƦĦ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽų ŋų ĖŽųųĦĖưŋŽų ǚŋưł Žƺƞ łĦöťưłĖöƞĦ
ŽƙĦƞöưŋŽųƦȤ MĦöťưłĖöƞĦ ŽƙĦƞöưŋŽųƦ ŋųĖťƺĝĦ Ɲƺöťŋưǥ öƦƦĦƦƦůĦųư öųĝ ŋůƙƞŽǗĦůĦųư öĖưŋǗŋưŋĦƦȥ ƞĦǗŋĦǚŋųļ ưłĦ
ĖŽůƙĦưĦųĖĦ Žƞ ƝƺöťŋǺĖöưŋŽų Žĺ łĦöťưłĖöƞĦ ƙƞŽĺĦƦƦŋŽųöťƦȥ ĦǗöťƺöưŋųļ ƙƞöĖưŋưŋŽųĦƞ öųĝ ƙƞŽǗŋĝĦƞ ƙĦƞĺŽƞůöųĖĦȥ
ĖŽųĝƺĖưŋųļ ưƞöŋųŋųļ ƙƞŽļƞöůƦȥ öĖĖƞĦĝŋưöưŋŽųȥ ĖĦƞưŋǺĖöưŋŽųȥ ťŋĖĦųƦŋųļȥ Žƞ ĖƞĦĝĦųưŋöťŋųļ öĖưŋǗŋưŋĦƦȤ

åŽƺƞ �ƺưłŽƞŋǰöưŋŽųȦ Uų öĝĝŋưŋŽų ưŽ Žƺƞ ƺƦĦ Žĺ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽų ĺŽƞ ưƞĦöưůĦųưȥ ƙöǥůĦųưȥ Žƞ łĦöťưłĖöƞĦ
ŽƙĦƞöưŋŽųƦȥ ǥŽƺ ůöǥ ļŋǗĦ ƺƦ ǚƞŋưưĦų öƺưłŽƞŋǰöưŋŽų ưŽ ƺƦĦ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽų Žƞ ưŽ ĝŋƦĖťŽƦĦ ŋư ưŽ öųǥŽųĦ



ĺŽƞ öųǥ ƙƺƞƙŽƦĦȤ Uĺ ǥŽƺ ļŋǗĦ ƺƦ öų öƺưłŽƞŋǰöưŋŽųȥ ǥŽƺ ůöǥ ƞĦǗŽşĦ ŋư ŋų ǚƞŋưŋųļ öư öųǥ ưŋůĦȤ åŽƺƞ ƞĦǗŽĖöưŋŽų
ǚŋťť ųŽư öǷĦĖư öųǥ ƺƦĦ Žƞ ĝŋƦĖťŽƦƺƞĦƦ ƙĦƞůŋưưĦĝ Ēǥ ǥŽƺƞ öƺưłŽƞŋǰöưŋŽų ǚłŋťĦ ŋư ǚöƦ ŋų ĦǷĦĖưȤ ¾ųťĦƦƦ ǥŽƺ ļŋǗĦ
ƺƦ ǚƞŋưưĦų öƺưłŽƞŋǰöưŋŽųȥ ǚĦ ĖöųųŽư ƺƦĦ Žƞ ĝŋƦĖťŽƦĦ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽų ĺŽƞ öųǥ ƞĦöƦŽų ĦǢĖĦƙư ưłŽƦĦ
ĝĦƦĖƞŋĒĦĝ ŋų ưłŋƦ yŽưŋĖĦȤ

µŽ åŽƺƞ Eöůŋťǥ ɕ EƞŋĦųĝƦȦ ÛĦ ůƺƦư ĝŋƦĖťŽƦĦ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽų ưŽ ǥŽƺ öƦ ĝĦƦĖƞŋĒĦĝ ŋų ưłĦ �öưŋĦųư
£ŋļłưƦ ƦĦĖưŋŽų Žĺ ưłŋƦ yŽưŋĖĦȤ ÛĦ ůöǥ ĝŋƦĖťŽƦĦ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽų ưŽ ö ĺöůŋťǥ ůĦůĒĦƞȥ ĺƞŋĦųĝ Žƞ ŽưłĦƞ
ƙĦƞƦŽų ưŽ ưłĦ ĦǢưĦųư ųĦĖĦƦƦöƞǥ ưŽ łĦťƙ ǚŋưł ǥŽƺƞ łĦöťưłĖöƞĦ Žƞ ǚŋưł ƙöǥůĦųư ĺŽƞ ǥŽƺƞ łĦöťưłĖöƞĦȥ Ēƺư Žųťǥ ŋĺ
ǥŽƺ öļƞĦĦ ưłöư ǚĦ ůöǥ ĝŽ ƦŽȤ

�ĦƞƦŽųƦ UųǗŽťǗĦĝ Uų  öƞĦȦ ÛĦ ůöǥ ƺƦĦ Žƞ ĝŋƦĖťŽƦĦ łĦöťưł ŋųĺŽƞůöưŋŽų ưŽ ųŽưŋĺǥȥ Žƞ öƦƦŋƦư ŋų ưłĦ ųŽưŋǺĖöưŋŽų Žĺ
ɀŋųĖťƺĝŋųļ ŋĝĦųưŋĺǥŋųļ Žƞ ťŽĖöưŋųļɁ ö ĺöůŋťǥ ůĦůĒĦƞȥ ǥŽƺƞ ƙĦƞƦŽųöť ƞĦƙƞĦƦĦųưöưŋǗĦ Žƞ öųŽưłĦƞ ƙĦƞƦŽų
ƞĦƦƙŽųƦŋĒťĦ ĺŽƞ ǥŽƺƞ ĖöƞĦȥ Žĺ ǥŽƺƞ ťŽĖöưŋŽųȥ ǥŽƺƞ ļĦųĦƞöť ĖŽųĝŋưŋŽųȥ Žƞ ĝĦöưłȤ Uĺ ǥŽƺ öƞĦ ƙƞĦƦĦųưȥ ưłĦų ƙƞŋŽƞ ưŽ
ƺƦĦ Žƞ ĝŋƦĖťŽƦƺƞĦ Žĺ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽųȥ ǚĦ ǚŋťť ƙƞŽǗŋĝĦ ǥŽƺ ǚŋưł öų ŽƙƙŽƞưƺųŋưǥ ưŽ ŽĒŜĦĖư ưŽ ƦƺĖł ƺƦĦƦ
Žƞ ĝŋƦĖťŽƦƺƞĦƦȤ Uų ưłĦ ĦǗĦųư Žĺ ǥŽƺƞ ŋųĖöƙöĖŋưǥ Žƞ ĦůĦƞļĦųĖǥ ĖŋƞĖƺůƦưöųĖĦƦȥ ǚĦ ǚŋťť ĝŋƦĖťŽƦĦ łĦöťưł
ŋųĺŽƞůöưŋŽų ĒöƦĦĝ Žų ö ĝĦưĦƞůŋųöưŋŽų ƺƦŋųļ Žƺƞ ƙƞŽĺĦƦƦŋŽųöť ŜƺĝļůĦųư ĝŋƦĖťŽƦŋųļ Žųťǥ łĦöťưł ŋųĺŽƞůöưŋŽų
ưłöư ŋƦ ĝŋƞĦĖưťǥ ƞĦťĦǗöųư ưŽ ưłĦ ƙĦƞƦŽųɋƦ ŋųǗŽťǗĦůĦųư ŋų ǥŽƺƞ łĦöťưłĖöƞĦȤ ÛĦ ǚŋťť öťƦŽ ƺƦĦ Žƺƞ ƙƞŽĺĦƦƦŋŽųöť
ŜƺĝļůĦųư öųĝ Žƺƞ ĦǢƙĦƞŋĦųĖĦ ǚŋưł ĖŽůůŽų ƙƞöĖưŋĖĦ ưŽ ůöşĦ ƞĦöƦŽųöĒťĦ ŋųĺĦƞĦųĖĦƦ Žĺ ǥŽƺƞ ĒĦƦư ŋųưĦƞĦƦư ŋų
öťťŽǚŋųļ ö ƙĦƞƦŽų ưŽ ƙŋĖş ƺƙ ǺťťĦĝ ƙƞĦƦĖƞŋƙưŋŽųƦȥ ůĦĝŋĖöť ƦƺƙƙťŋĦƦȥ ǢȸƞöǥƦȥ Žƞ ŽưłĦƞ Ʀŋůŋťöƞ ĺŽƞůƦ Žĺ łĦöťưł
ŋųĺŽƞůöưŋŽųȤ

uöƞşĦưŋųļ MĦöťưłȸ£ĦťöưĦĝ ªĦƞǗŋĖĦƦȦ ÛĦ ǚŋťť ųŽư ƺƦĦ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽų ĺŽƞ ůöƞşĦưŋųļ ĖŽůůƺųŋĖöưŋŽųƦ
ǚŋưłŽƺư ǥŽƺƞ ǚƞŋưưĦų öƺưłŽƞŋǰöưŋŽųȤ

£ĦƝƺŋƞĦ Ēǥ köǚȦ ÛĦ ůöǥ ƺƦĦ Žƞ ĝŋƦĖťŽƦĦ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽų ǚłĦų ǚĦ öƞĦ ƞĦƝƺŋƞĦĝ ưŽ ĝŽ ƦŽ Ēǥ ťöǚȤ

�ĒƺƦĦ Žƞ yĦļťĦĖưȦ ÛĦ ůöǥ ĝŋƦĖťŽƦĦ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽų ưŽ öƙƙƞŽƙƞŋöưĦ öƺưłŽƞŋưŋĦƦ ŋĺ ǚĦ ƞĦöƦŽųöĒťǥ
ĒĦťŋĦǗĦ ưłöư ǥŽƺ öƞĦ ö ƙŽƦƦŋĒťĦ ǗŋĖưŋů Žĺ öĒƺƦĦȥ ųĦļťĦĖưȥ Žƞ ĝŽůĦƦưŋĖ ǗŋŽťĦųĖĦ Žƞ ưłĦ ƙŽƦƦŋĒťĦ ǗŋĖưŋů Žĺ ŽưłĦƞ
ĖƞŋůĦƦȤ ÛĦ ůöǥ ĝŋƦĖťŽƦĦ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽų ưŽ ưłĦ ĦǢưĦųư ųĦĖĦƦƦöƞǥ ưŽ öǗĦƞư ö ƦĦƞŋŽƺƦ ưłƞĦöư ưŽ ǥŽƺƞ
łĦöťưł Žƞ ƦöĺĦưǥ Žƞ ưłĦ łĦöťưł Žƞ ƦöĺĦưǥ Žĺ ŽưłĦƞƦȤ

yöưŋŽųöť ªĦĖƺƞŋưǥȦ ÛĦ ůöǥ ĝŋƦĖťŽƦĦ ưŽ ůŋťŋưöƞǥ öƺưłŽƞŋưŋĦƦ ưłĦ łĦöťưł ŋųĺŽƞůöưŋŽų Žĺ �ƞůĦĝ EŽƞĖĦƦ ƙĦƞƦŽųųĦť
ƺųĝĦƞ ĖĦƞưöŋų ĖŋƞĖƺůƦưöųĖĦƦȤ ÛĦ ůöǥ ĝŋƦĖťŽƦĦ ưŽ öƺưłŽƞŋǰĦĝ ĺĦĝĦƞöť ŽǸĖŋöťƦ łĦöťưł ŋųĺŽƞůöưŋŽų ƞĦƝƺŋƞĦĝ ĺŽƞ
ťöǚĺƺť ŋųưĦťťŋļĦųĖĦȥ ĖŽƺųưĦƞŋųưĦťťŋļĦųĖĦȥ öųĝ ŽưłĦƞ ųöưŋŽųöť ƦĦĖƺƞŋưǥ öĖưŋǗŋưŋĦƦȤ ÛĦ ůöǥ ĝŋƦĖťŽƦĦ ưŽ
ĖŽƞƞĦĖưŋŽųöť ŋųƦưŋưƺưŋŽųƦ Žƞ ťöǚ ĦųĺŽƞĖĦůĦųư ŽǸĖŋöťƦ łöǗŋųļ ťöǚĺƺť ĖƺƦưŽĝǥ Žĺ ƙƞŽưĦĖưĦĝ łĦöťưł ŋųĺŽƞůöưŋŽų
Žĺ öų ŋųůöưĦ Žƞ ƙöưŋĦųư ƺųĝĦƞ ĖĦƞưöŋų ĖŋƞĖƺůƦưöųĖĦƦȤ

�ƙƙŽŋųưůĦųư £ĦůŋųĝĦƞƦȦ ÛĦ ůöǥ ƺƦĦ Žƞ ĝŋƦĖťŽƦĦ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽų ưŽ ƙƞŽǗŋĝĦ ǥŽƺ ǚŋưł öƙƙŽŋųưůĦųư
ƞĦůŋųĝĦƞƦ ɀƦƺĖł öƦ ǗŽŋĖĦůöŋť ůĦƦƦöļĦƦȥ ƙŽƦưĖöƞĝƦȥ Žƞ ťĦưưĦƞƦȤɁ

�öưŋĦųư ƞŋļłưƦȦ

�ĖĖĦƦƦȦ åŽƺ łöǗĦ ưłĦ ƞŋļłư ưŽ ťŽŽş öư Žƞ ļĦư ĖŽƙŋĦƦ Žĺ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽųȥ ǚŋưł ťŋůŋưĦĝ ĦǢĖĦƙưŋŽųƦȤ åŽƺ
ůöǥ ƞĦƝƺĦƦư ưłöư ǚĦ ƙƞŽǗŋĝĦ ĖŽƙŋĦƦ ŋų ö ĺŽƞůöư ŽưłĦƞ ưłöų ƙłŽưŽĖŽƙŋĦƦȤ ÛĦ ǚŋťť ƺƦĦ ưłĦ ĺŽƞůöư ǥŽƺ ƞĦƝƺĦƦư
ƺųťĦƦƦ ǚĦ ĖöųųŽư ƙƞöĖưŋĖöťťǥ ĝŽ ƦŽȤ ɀåŽƺ ůƺƦư ůöşĦ ö ƞĦƝƺĦƦư ŋų ǚƞŋưŋųļ ưŽ ŽĒưöŋų öĖĖĦƦƦ ưŽ ǥŽƺƞ łĦöťưł
ŋųĺŽƞůöưŋŽųȤ åŽƺ ůöǥ ŽĒưöŋų ö ĺŽƞů ưŽ ƞĦƝƺĦƦư öĖĖĦƦƦ Ēǥ ƺƦŋųļ ưłĦ ĖŽųưöĖư ŋųĺŽƞůöưŋŽų ťŋƦưĦĝ öư ưłĦ Ħųĝ Žĺ
ưłŋƦ yŽưŋĖĦȤ åŽƺ ůöǥ öťƦŽ ƞĦƝƺĦƦư öĖĖĦƦƦ Ēǥ ƦĦųĝŋųļ ƺƦ ö ťĦưưĦƞ ưŽ ưłĦ öĝĝƞĦƦƦ öư ưłĦ Ħųĝ Žĺ ưłŋƦ yŽưŋĖĦȤɁ

'ŋƦĖťŽƦƺƞĦ �ĖĖŽƺųưŋųļȦ åŽƺ łöǗĦ ưłĦ ƞŋļłư ưŽ ƞĦĖĦŋǗĦ ö ťŋƦư Žĺ ŋųƦưöųĖĦƦ ŋų ǚłŋĖł ǚĦ Žƞ Žƺƞ ĒƺƦŋųĦƦƦ
öƦƦŽĖŋöưĦƦ ĝŋƦĖťŽƦĦĝ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽų ĺŽƞ ƙƺƞƙŽƦĦƦȥ ŽưłĦƞ ưłöų ưƞĦöưůĦųưȥ ƙöǥůĦųưȥ łĦöťưłĖöƞĦ
ŽƙĦƞöưŋŽųƦ öųĝ ĖĦƞưöŋų ŽưłĦƞ öĖưŋǗŋưŋĦƦȥ ĺŽƞ ưłĦ ťöƦư ȅ ǥĦöƞƦȥ Ēƺư ųŽư ĒĦĺŽƞĦ �ƙƞŋť Ȁȃȥ ȁǿǿȂȤ Uĺ ǥŽƺ ƞĦƝƺĦƦư ưłŋƦ



öĖĖŽƺųưŋųļ ůŽƞĦ ưłöų ŽųĖĦ ŋų ö ȀȁȸůŽųưł ƙĦƞŋŽĝȥ ǚĦ ůöǥ ĖłöƞļĦ ǥŽƺ ö ƞĦöƦŽųöĒťĦȥ ĖŽƦưȸĒöƦĦĝ ĺĦĦ ĺŽƞ
ƞĦƦƙŽųĝŋųļ ưŽ ưłĦƦĦ öĝĝŋưŋŽųöť ƞĦƝƺĦƦưƦȤ

£ĦƦưƞŋĖưŋŽųƦȦ åŽƺ łöǗĦ ưłĦ ƞŋļłư ưŽ ƞĦƝƺĦƦư ưłöư ǚĦ ƙťöĖĦ öĝĝŋưŋŽųöť ƞĦƦưƞŋĖưŋŽųƦ Žų Žƺƞ ƺƦĦ Žƞ ĝŋƦĖťŽƦƺƞĦ Žĺ
ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽųȤ ÛĦ öƞĦ ųŽư ƞĦƝƺŋƞĦĝ ưŽ öļƞĦĦ ưŽ ưłĦƦĦ öĝĝŋưŋŽųöť ƞĦƦưƞŋĖưŋŽųƦȥ Ēƺư ŋĺ ǚĦ ĝŽȥ ǚĦ ǚŋťť
öĒŋĝĦ Ēǥ Žƺƞ öļƞĦĦůĦųư ɀĦǢĖĦƙư ŋų öų ĦůĦƞļĦųĖǥɁȤ

�ťưĦƞųöưŋǗĦ ĖŽůůƺųŋĖöưŋŽųȦ åŽƺ łöǗĦ ưłĦ ƞŋļłư ưŽ ƞĦƝƺĦƦư ưłöư ǚĦ ĖŽůůƺųŋĖöưĦ ǚŋưł ǥŽƺ öĒŽƺư ǥŽƺƞ łĦöťưł
ŋųĺŽƞůöưŋŽų Ēǥ öťưĦƞųöưŋǗĦ ůĦöųƦ Žƞ ưŽ öťưĦƞųöưŋǗĦ ťŽĖöưŋŽųƦȤ ɀåŽƺ ůƺƦư ůöşĦ ǥŽƺƞ ƞĦƝƺĦƦư ŋų ǚƞŋưŋųļȤɁ åŽƺƞ
ƞĦƝƺĦƦư ůƺƦư ƦƙĦĖŋĺǥ ưłĦ öťưĦƞųöưŋǗĦ ůĦöųƦ Žƞ ťŽĖöưŋŽųȥ öųĝ ƙƞŽǗŋĝĦ ƦöưŋƦĺöĖưŽƞǥ ĦǢƙťöųöưŋŽų łŽǚ ƙöǥůĦųư
ǚŋťť ĒĦ łöųĝťĦĝ ƺųĝĦƞ ưłĦ öťưĦƞųöưŋǗĦ ůĦöųƦ Žƞ ťŽĖöưŋŽų ǥŽƺ ƞĦƝƺĦƦưȤ

�ůĦųĝůĦųưȦ åŽƺ łöǗĦ ưłĦ ƞŋļłư ưŽ ƞĦƝƺĦƦư ưłöư ǚĦ öůĦųĝ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽųȤ ɀåŽƺƞ ƞĦƝƺĦƦư ůƺƦư ĒĦ
ŋų ǚƞŋưŋųļȥ öųĝ ŋư ůƺƦư ĦǢƙťöŋų ǚłǥ ưłĦ ŋųĺŽƞůöưŋŽų ƦłŽƺťĝ ĒĦ öůĦųĝĦĝȤɁ ÛĦ ůöǥ ĝĦųǥ ǥŽƺƞ ƞĦƝƺĦƦư ƺųĝĦƞ
ĖĦƞưöŋų ĖŋƞĖƺůƦưöųĖĦƦȤ

1ťĦĖưƞŽųŋĖ yŽưŋĖĦȦ Uĺ ǥŽƺ ƞĦĖĦŋǗĦ ưłŋƦ yŽưŋĖĦ Žų Žƺƞ ǚĦĒƦŋưĦ Žƞ Ēǥ ĦťĦĖưƞŽųŋĖ ůöŋť ɀĦȸůöŋťɁȥ ǥŽƺ öƞĦ ĦųưŋưťĦĝ ưŽ
ƞĦĖĦŋǗĦ ưłŋƦ yŽưŋĖĦ ŋų ǚƞŋưưĦų ĺŽƞůȤ

¢ƺĦƦưŋŽųƦ öųĝ ĖŽůƙťöŋųưƦȦ

Uĺ ǥŽƺ ǚöųư ůŽƞĦ ŋųĺŽƞůöưŋŽų öĒŽƺư Žƺƞ ƙƞŋǗöĖǥ ƙƞöĖưŋĖĦƦ Žƞ łöǗĦ ƝƺĦƦưŋŽųƦ Žƞ ĖŽųĖĦƞųƦȥ ƙťĦöƦĦ ĖŽųưöĖư ƺƦȤ

Uĺ ǥŽƺ öƞĦ ĖŽųĖĦƞųĦĝ ưłöư ǚĦ ůöǥ łöǗĦ ǗŋŽťöưĦĝ ǥŽƺƞ ƙƞŋǗöĖǥ ƞŋļłưƦȥ Žƞ ǥŽƺ ĝŋƦöļƞĦĦ ǚŋưł ö ĝĦĖŋƦŋŽų ǚĦ ůöĝĦ
öĒŽƺư öĖĖĦƦƦ ưŽ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽų Žƞ ŋų ƞĦƦƙŽųƦĦ ưŽ ö ƞĦƝƺĦƦư ǥŽƺ ůöĝĦ ưŽ öůĦųĝ Žƞ ƞĦƦưƞŋĖư ưłĦ ƺƦĦ Žƞ
ĝŋƦĖťŽƦƺƞĦ Žĺ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽų Žƞ ưŽ łöǗĦ ƺƦ ĖŽůůƺųŋĖöưĦ ǚŋưł ǥŽƺƞ Ēǥ öťưĦƞųöưŋǗĦ ůĦöųƦ Žƞ öư
öťưĦƞųöưŋǗĦ ťŽĖöưŋŽųƦȥ åŽƺ ůöǥ ĖŽůƙťöŋų ưŽ ƺƦ ƺƦŋųļ ưłĦ ĖŽųưöĖư ŋųĺŽƞůöưŋŽų ťŋƦưĦĝ öư ưłĦ Ħųĝ Žĺ ưłŋƦ yŽưŋĖĦȤ
åŽƺ öťƦŽ ůöǥ ƦƺĒůŋư ö ǚƞŋưưĦų ĖŽůƙťöŋųư ưŽ ưłĦ ¾ȤªȤ 'ĦƙöƞưůĦųư Žĺ MĦöťưł öųĝ Mƺůöų ªĦƞǗŋĖĦƦȤ ÛĦ ǚŋťť
ƙƞŽǗŋĝĦ ǥŽƺ ǚŋưł ưłĦ öĝĝƞĦƦƦ ưŽ ǺťĦ ǥŽƺƞ ĖŽůƙťöŋųư ǚŋưł ưłĦ ¾ȤªȤ 'ĦƙöƞưůĦųư Žĺ MĦöťưł öųĝ Mƺůöų ªĦƞǗŋĖĦƦ
ƺƙŽų ƞĦƝƺĦƦưȤ

ÛĦ ƦƺƙƙŽƞư ǥŽƺƞ ƞŋļłư ưŽ ưłĦ ƙƞŋǗöĖǥ Žĺ ǥŽƺƞ łĦöťưł ŋųĺŽƞůöưŋŽųȤ ÛĦ ǚŋťť ųŽư ƞĦưöťŋöưĦ ŋų öųǥ ǚöǥ ŋĺ ǥŽƺ
ĖłŽŽƦĦ ưŽ ǺťĦ ö ĖŽůƙťöŋųư ǚŋưł ƺƦ Žƞ ǚŋưł ưłĦ ¾ȤªȤ 'ĦƙöƞưůĦųư Žĺ MĦöťưł öųĝ Mƺůöų ªĦƞǗŋĖĦƦȤ

 ŽųưöĖư �ǸĖĦƞȦ UļųöĖŋŽ ØȤ GŋƦƙĦƞưȥ 'ȤuȤ'Ȥ µĦťĦƙłŽųĦȦ ȂǿȁȸȂȁȁȸȁȂǿȂ



ȀȇȈ  łƞŋƦưŋöųö £Žöĝ yĦǚ  öƦưťĦȥ '1Ȥ ȀȈȆȁǿ ȂǿȁȤȂȁȁȤȀǿǿǿ

MU���

�öưŋĦųưɋƦ yöůĦȦ ȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿ µŽĝöǥɋƦ 'öưĦȦ ȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿ

'��Ȧ ȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿ

uöųǥ Žĺ Žƺƞ ƙöưŋĦųưƦ öťťŽǚ ĺöůŋťǥ ůĦůĒĦƞƦ ƦƺĖł öƦ ưłĦŋƞ ƦƙŽƺƦĦȥ ƙöƞĦųưƦ Žƞ ŽưłĦƞƦ ưŽ Ėöťť öųĝ ƞĦƝƺĦƦư
ŋųĺŽƞůöưŋŽų ŋųĖťƺĝŋųļ öƙƙŽŋųưůĦųư ĝöǥƦ öųĝ ưŋůĦƦȥ ưƞĦöưůĦųư ƙťöų ŋųĺŽƞůöưŋŽųȥ ƙöǥůĦųư ŋųĺŽƞůöưŋŽųȥ öųĝ
ƺƙĝöưĦƦ Žų ĖöƞĦȤȤ ¾ųĝĦƞ ưłĦ ƞĦƝƺŋƞĦůĦųưƦ ĺŽƞ MU���ȥ ǚĦ öƞĦ ųŽư öťťŽǚĦĝ ưŽ ļŋǗĦ ưłŋƦ ŋųĺŽƞůöưŋŽų ưŽ öųǥŽųĦ
ǚŋưłŽƺư ưłĦ ƙöưŋĦųưƦɋ ǚƞŋưưĦų ĖŽųƦĦųưȤ Uĺ ǥŽƺ ǚŋƦł ưŽ łöǗĦ ǥŽƺƞ ƙƞŽưĦĖưĦĝ łĦöťưł ŋųĺŽƞůöưŋŽų ƞĦťĦöƦĦĝ ưŽ ö
ĺöůŋťǥ ůĦůĒĦƞ ǥŽƺ ůƺƦư ƞĦǗŋĦǚȥ Ǻťťȸŋųȥ öųĝ Ʀŋļų ưłŋƦ ĺŽƞůȤ åŽƺ łöǗĦ ưłĦ ƞŋļłư ưŽ ƞĦǗŽşĦ ưłŋƦ ĖŽųƦĦųưȥ ŋų
ǚƞŋưŋųļ ĦǢĖĦƙư ǚłĦƞĦ ǚĦ łöǗĦ öťƞĦöĝǥ ůöĝĦ ĝŋƦĖťŽƦƺƞĦƦ ŋų ƞĦťŋöųĖĦ Žų ǥŽƺƞ ƙƞŋŽƞ ĖŽųƦĦųưȤ µłŋƦ ĖŽųƦĦųư ǚŋťť
ƞĦůöŋų ŋų ĺŽƞĖĦ ƺųưŋť ƞĦǗŽşĦĝ Žƞ ƞĦƝƺĦƦưĦĝ ŋų ǚƞŋưŋųļ Ēǥ ǥŽƺȥ Žƺƞ ƙöưŋĦųưȤ

Uĺ ǥŽƺǚŋƦł ưŽy�µ łöǗĦ łĦöťưł ŋųĺŽƞůöưŋŽų ĝŋƦĖťŽƦĦĝ ưŽ öųǥŽųĦȥ ƙťĦöƦĦ ŋųŋưŋöť łĦƞĦ ȿȿȿȿȿȿȿȿȿȿȤ

U öƺưłŽƞŋǰĦ GŋƦƙĦƞư Eöůŋťǥ 'ĦųưŋƦưƞǥ ưŽ ƞĦťĦöƦĦ ŋųĺŽƞůöưŋŽų öĒŽƺư ůǥ ĖöƞĦ ŋųĖťƺĝŋųļ öƙƙŽŋųưůĦųư ĝöǥƦȴưŋůĦȥ
ưƞĦöưůĦųư ƙťöų ŋųĺŽƞůöưŋŽųȥ ĖöƞĦ ƺƙĝöưĦƦ öųĝ Ēŋťťŋųļ ŋųĺŽƞůöưŋŽų ưŽ ưłĦ ĺŽťťŽǚŋųļ ŋųĝŋǗŋĝƺöťƦȦ

ȀȤ ȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿ '��ȿȿȿȿȿȿȿȿȿȿ £ĦťöưŋŽų ưŽ �öưŋĦųưȦ ȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿ

ȁȤ ȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿ '��ȿȿȿȿȿȿȿȿȿȿ £ĦťöưŋŽų ưŽ �öưŋĦųưȦ ȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿ

ȂȤ ȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿ '��ȿȿȿȿȿȿȿȿȿȿ £ĦťöưŋŽų ưŽ �öưŋĦųưȦ ȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿ

ªŋļųöưƺƞĦ Žĺ �öưŋĦųưȴGƺöƞĝŋöųȦ ȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿȿ


