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HEALTH HISTORY: ) - E o e

To our patients: Although oral surgeons primaridy.__ i the area in and argund your mou'!‘ yow mouth i$ et of your emlre body Heaa'rn pfccle"'t; t
may have, or medications that you may be taking, could have an important interreizionship with the care that you witi be recewing 77
for answaering the foilowing questions. Your answers are for our records only and will be censidered confidential

Reason for today’s office visit?

Yes No
Height__ _____ Weight_____________ Areyouingoodhealth? . ... ... .. .. .. BRI | =
Have there been any changes in your general health in the past year?. . 3 -
Are you under the care of @ phySiCIBN? . . . ... .. .v et Dateoflastvisit _________ O 4
If so, for what are you being treated? S e
4. Have you had any iliness, operation or been hospitalized in the past five years? d i
If so, describe i s i
5 Do you have unhealed / recurrent injuries or inflamed areas, growths or sore spots in or around your mouth?. .. .. 0 &
If so, describe where — _—
8 Do you have a prosthetic joint /implant?. .. ..... . ....... If so, describe where = =
7. Have you had a heart valve replacement or vascular graft?. . ... ... .. Ll 3 |
3 Have you ever had general anesthesia?. .. .......... s Sy s e BT Wi At Sk AT W (. J
3 Have you, or a family member, had any unusual or serious reactions to general anesthesia? ... ... . .......... ey Q d
10. Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? . .., .. . J 5
NOTES
’ i nh@‘-"“a Jcﬁf*“-‘j’f[?__ 38. Fainting spelis?
‘ 12. Damaged heart vawesf mitral valve 39. Comui;ignsfepi;apsy? Mh”:— ;
- ,'_?Ef??ﬁi S | 40. Stroke? C
13, Heart murmur ) i ; -
g S e e Rl {141 Thyroid trouble? (-
|14 High bood pressure? _ | [%2 Detews? ]
[‘ 15 mLE‘ivaloodﬁprassue? | 43. Low blood sugar? |

i 16. Chest pamfangma> !

i | 44, Kidney trouble?
"7. _Heart atack{s}?

s . ... (% : 45. High cholesterol?
18 I rcgutar heart beat? |

4B, Are you on dna:ys s? !

1 9 Lardsac gacemaker?

e e st | 47. Swollen ankles / artaritis / joint di sease’ i
120, H feart sufger\f? ‘ ———
- g& Os:ec;)orosnsi osteopenia? i =

| i i 43, Osteonecrosis? _
22 -«c'“""a/ | - R

- s S s ] 50. Acid reflux?
| 23 Hay ‘ev@n Sinus prabsems? !
: 51. Stomach /Gl troubles / ulcers / IBS / colitis

24, r*ormg? ( :
3 e | 52. Cocntagious diseases? i i ;
1 25, Slesp apnea / CPA?? N i

et o 53. Sexually transmitted diseases? P
| 26 |)|Ff|CL.It breathmg/other ung trouble? © i 54 Pm’bl’“‘* h A A
b et - {164 ems with immune system? | i
ot B e s —— - |, Possibly from medication / surgery, etc. |
8 Emprysema? e d | |55 Delay in healing? -
L 29 f:h you smoke ;,r vape? ‘ 56 A turror or growth? V T
H | S0, J"Q‘fv mdl.', Na da\( i e R LR i i e el e
e P 57 Can"erlradla‘:on merapv/ chemotherap\ﬂ i
; ] 58K Chronig !atigue_{_mgm sweats?
adced 3 | 59. Are you on a diet? ! :
i ' - ..‘ ik
60. A history of alcoho! abuse? | ¢
Lo -
61. A history of manjuana or other dr ? i
3 eed ing tende"cv i abnormai bleed? | % 82 G WE : g — —d
Z - Contact lenses ?
ce. of liver disease? | —— e N
36 i e - - ma—m“ . ng;f Al SO W 1) 62. Eve disease / glaucema? :
= Ui U G S -
e gl i M th rr q H
o ocer:.o'..me? ! | 64 Viental bea!hpcb@errs!anxety/dwes&cq_’ i
T MR, : i | 65. Aremovable dental appliance? !
WOMEN ONLY: (QUESTIONS 67-70; *66' Hegddgctimetenening? | |
gﬁ lrs there i r.:ogss.osh.v of }pregnancy? co....DYes T No 69, Are you nursmg7 o 7 .. .OYes I
8  Expected del 7 B '
Xp vary date e . 70. Are you taking birth control s,lis? RN i Qi [

Note: Anupiotics isuch as peniciiin) ; ¢ .
<h as peniciitin] may alter the effectveness of birth control piis. Lonsult your physician / gynecologist for assistance regarding other methods of b
= b o ner ods of b




ARE YOU ALLERGI
179 Local anest

' 80 Penicillin?

NOTES OR HAD A REACTION TO;|VES| NO |
inumbing meds.i? i

inners (Coumadin, Plavix,

g :. | 81 Other antibiotics? NEICIPU N S
e e | |81 e S

' 82. Suifa drugs?

ou ever taken diet pills? i } - e
SIS : ) T i { 83, Sodium pentothal / Valium jother ranguilizers? i
= ;ra’ proguct, herba! | et S

ment or homeopathic remedy? ! j ; 84. Aspinn?

g o

akng, o have you ever takenbone | | | i 85. Amoxiciliin?
agrsity mads, RANKL inhibitors or bisphos- 5 ‘
phonates such as Denosumab, Fosamax, !

; ‘ 87. Latex?
Boniva, Actonel, IV-Zometa, Aredia, Reclast, ! .

86. Codeine or other narcotics?

ar Evista in the past 12 years? | 88. Soy? ,
i A — = ek RSSOV e e et ok
3. Tranguilizers, sleeping pills, anti-depressants, and/or narcotics on a | 89. Eggs/yolk? :
reguiar basss? If so, please hist f 3 . g
: i 90. Sulfites? 3
R y 81. Do you have any known altergies? R
if you are under the care of a physician for pain management, or ! - . . : S el
. il
recoverng from drug addiction, select the medication you are currently | 92, Please list any allergies other than drug aliergies

93. Piease list any cther medication of antibictic you ars aliergic 1

Medication |Dosage|Frequency Nk SOV bGDARE RGN TN oL RR anyhing ts el orsiin)
o in the fast 6 isix) hours? J Yes T No
) ; VIO 5 VNG VO POMIBY ocovoiscismiammsssisans s
o ] ; B is there a family history of:

QCancer QT Diabetes 1 Heartdisease O Anesthesi orobles

Is this visit related to an acadent? J Yes J No
i If Yes, what type of accident? 1 Automobile O Waork related 0t
""""" Date of injury
Insurance company handling the claim
o - N o Name of attorney / adjustor_____
Jo you wish 1o speak to the Dr prwaté-!v about an\;t;\:;xg? | Yesnswﬁ;:a 21 E N [N

s there any condition concerning your health that the Doctor should
e told asout? O Yes O No - i Yes, describe

e Cl@imnumper.

NOTES ..

certify triat | nave resd and | undarsiang the questions abova | acknowledge that my guestions, it any, abou? the inquinies set forth above have been 4
satisfaction

Wil not hoid my doctorn, or any other member of his / her statf, rasponsible for any arrors o omissions that | have made in the compietion

X X X X

Signature of patient (Parent or Guardian if Minor) Date Reviewed by Date

FEES & PAYMENTS
Ve make every effort to keep down the cost of your care. You can help by paying upon completion of each visit. Other arrangements can be mace with o

nanager depending upoen spacial circumstances. An estimate of the charge for any procedure or surgery you may require will be given 1o you upan request |f
iny dents: and/or madical insurance we will be glad to fill out the proper ‘orms, but please complete the dentifying information on this form

Ylease rernember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and 15 not a substitute for payment. Some compar &2 pay
ixed allowances for certan procedures and others pay 8 percentage of the charge. It is your responsibility to pay any deductible amount, co-insurance or any
sther balance not paid for by your insurance company. You will be responsibie for alt collection costs, attorneys fees. and court costs

X

Signature of patient (Parent or Guardian if Minor]

Y

X

Date
thonization for the release of information necessary to process my claim. | hereby authorize payment 10 this goctor named of tha benetrs

“his signaiure on file is my au
Twise payable 1o ms

k_

X

Signature of patient: (Parent or Guardian if Minor) Date o

AUTHORIZATION
2ulnorze my surgeon ang his / her designated staff, 1o perform an oral and maxiiofacial examination, for the purpose of diagrosis and ¥ !
‘urthermere. | authorize the taking of sl x~rays required as s necessary part of this examination. In addition, if medicailv necessary, | authorize the reiease o
nation aceuired it the course of my examination and treatment to my other doctors and/or msurance carriers. | permit messages 1o be left on my phene an
& COnRgemning my appointmaent

X X X X e
Signature of patient {Parent or Guardisn if Minor]  Witness Doctor Date

-4
9

hereby acknowiedge that a copy of this office’s Notice of Privac
westions © may have regarding this Notice

K.

Signature of patient (Parent or Guardian if Minor) .

y Practices has been made available to me. | have bean given the apportunity 1o ask a

Date

040819 » Copyright ¥ 2013 PBHS inc.  To Re-Order Ca' (300 782-4952




Dr. Dante ! Gulino, Jr., DDb.,MD, PC

Diplomate, American Board of Oral and Maxillofacial Surgery
Fellow, American Association of Oral and Maxillofacial Surgeons

495 Gold Star Highway, Suite 205
Groton, CT 06340 ;
Phone: 860-449-1023 Fax: 860-326-5187

TREATMENT CONSENT FORM

This disclosure is meant to explain the potential risks that can he assoclated with oral surgeries and treatments.
You nave the right to be Informed of your dlagnosis and treatment In order to make a consclous decision as to
whether you wish to undergo the procedure(s).

ki

Cracking and brulsing of the molith, lip andJaw: area are possible with extended opening and stretching of the mouth
during oral procedures,

Swelling, Brulsing, end Paln can occur with any surgery and can vary from patlent to patient.

Trismus is & limited opening of the jaw dus to Inflammation and/or swelling of the muscles. This is most common with the
remcoval of impacted wisdom teeth but Is possible with any surgery.

infection s aiso possible with any surgery and may require medication or further surgery If this does occur

Drug Interactlons such as nausea, rash, anaphylactic shock, dlarrhea, and/or death can occur with any medications. Ve

as tnat you list any allergles to medications on your patient form as this Information is critical to properly treating vou
Blegding is usual with most surgeries and is normally controlled by following the instructions that are given to you
Signfizant bleeding can occur during and after the surgery but Is not common.

2ry Socket causes significant pain in the jaw and ear dus 10 loss of the blood clot and mostly occurs after the removai of
cwer wisdom teeth but is possible with any extraction.

Damage to other teeth or fillings Is possible dus to the close proximity of the teeth.

Bone splcules or sharp ridges on the socket may coms through the gum after an extraction. This may require another
office vislUsurgery to remove the splinter or smooth the area.

humbness, ingling, Ioss of taste or a burning sensation may occur on the lower Ip, chin, teeth, tongus andior gums

zgpending on the location of the nerves underlying the lower testh and tongue. In rare occasions, these symptoms may
e permanent

""PLEASE READ AND SIGN CONSENT FORM CONTINUED ON NEXT PAGE**




“*TREATMENT CONSENT FORM CONTINUED*

TMJ Dysfunction occurs when the Temporomandibular Joint or jaw joint may not function properly after surgery ang
zitreugh unusual, may require treatment to regain normal function.

Sreaxage of the Jaw can occur on exiremely rare occaslons of oral treatment,

$.nus Invojvement due 1o the close proximity of the roots of the teeth to the sinus area, especially the rear upper tesir
o'e that an opening may develop from the mouth to the sinus cavity or that a root may displace into the sinus.
touic cause a sinus infection for which medication maybe prescribed or the possibility that the opening could becoms
permanent in which case additional surgery may be needed to repalr the area.

i.ocaland General Anesthesla both pose certain risks’ é{t{,\?ugh these are uncommon, Local anesthesia can cause pain
swelling, bruising, infection, nerve damage Idiosyncratic and/or allergic reactions. General anesthesia may cause
nzusea, pain, sweliing, inflammation of the vein, and/or bruising of the Injection site. in rare cases there could be rare

damage 1o the arm, ellergic or lgiosyncratic drug interactions, pneumonia, heart attack, stroke, brain damags, and/cr
death

nos o

-

ow

'8

w

| nave been advised of and understand the possible risks as listed on this form that may occur with any oral surger
ireatment and although good results ars expected, the possibllity of complications cannot be predetermined and :"e'e‘:-e

there are no guarantees as to the resuits of the procedura(s).

Fatienl Name:

' hereby authorize Dante E, Gulino, Jr. or other maxlliofaclal surgeon working with/for him to perform the foliowing

-

procedures: . and to adminlister anesthesia If necessary for

my lreatment. | understand that upon treatment the doctor may discover conditions that may require different or adgitionz
procedures than those that were planned. | authorize that these procedures be performed per the doctor's professicns

juggment.

‘L.

Patent/Guardian Slgnature: Daie;

Date:




Drs Stadeimann and Guilino Inc. - -~
QUR FINANGIAL POLICY }) / g <

Thank you for choosing us as your health care provider. We are cpmmi;i(ed to
your treatment being as comfortable and successful as we can provide PFiease
understand that payment for services rendered is part of your treatment. ?he fgﬂngng Ifsj
a statement of our Financial Policy, which we require you to read and sign prior tc any

treatment.

FULL PAYMENT 18 DUE AT TIME OF SERVICE UNLESS
PRIOR ARRANGEMENTS HAVE BEEN MADE.
We accept CASH, CHECKS, VISA, MASTERCARD, AMEX and DISCOVER.

REGARDING INSURANCE: Your insurance policy is a contrac! betwaen you and your
insurance company. We are not part of that contract. Ypu are responsible E?r !Hef
payment of services provided to you by the doctor, We will fill out the provider section of
your claim form and submit the claim in your behalf at no charges. You must provide us
with the appropriate information so that we may help you receive the maximum possible
benefit from your coverage. Plans where we are participating, we agree to abide by the
terms of our contract with the carrier, All co-pays and deduclibles are due as services
are rendered.

ESTABLISHED PATIENTS: May assign benefits to the office is a prior authorization and
estimate of benefits has been received prior to treatment. A consuitation and pre-
detsrmination is required prior to treatment, Please bs aware that some, and perhaps all
the services provided may not be covered under your Insurance policy. It is important
that you read and understand your policy. Your carrier can only provide specific answers
as to \he extent of coverage and reimbursemant schedules.

PAYMENTS ARE.ALWAYS DUE IN FULL FOR CONSULTATIONS.

USUAL AND CUSTOMARY RATE (UCR): Qur practice is committed to providing the
best ireatment for our patients and we charge our patlents what is reasonable anc
customary In our area for that level of service, Insurance carriers determine their own
UCR, which may nol match our office UCR. You are responsible for payment of our
office fees regardiess of the insurance company's arbitrary determination of UCR.

A notice of § business days Is required for eppolntment canceliation.
Failure to comply will result in 2 $60.00 cancellation fee.
An office charge of $25.00 plus any bank fees charged to this office will be
applled to all NSF chack.

Thank you for understanding our financial policy. Please let us know if you have any
question or concerns

| have read and understand this financial policy. | understand my insurance as it
reiates to my treatment. This signature acts as my permanent insurance signature and
allows the release of records to the insurance compeany and direct payment of insurance
t the doctor's office. When applicable it is this office policy to charge a finance fea of
1 5% per month on balances outstanding more than 30 days (18% Interest per year). If
my account must be turned over to an attorney for collection, 1 will be held responsible
for legal and collection fees. | understand the term and agree to abide by this policy

'DATE - SIGNATURE OF PATIENT or RESP, PARTY
T you are paying by check we require a valid criver's license # State




MD, PC

B te E. Guling, Jr, DDS§, ! -
A % I T T T 4 ) Z ' Q’f\
8% Beach Strest, 3idg & 498 Route 184, Suite 205 &
westerly, R 928§ Groton, €Y 06340
Olficel 401-596-0337 Office: 8604491023
Faxi 401 .39%8-0349 Faxi 860-328-5187

FINANCIAL POLICY

thank you for ¢hoosing us as vour health care provider, We are
committed to your treatment belng as comfortable and successful as we can provide, Pieass
Jngerstand that payment for services rendered Is also part of your treatment.

Wwerequire you to read and sign prior Financlal Policy before any treatment s
performed,

ve sccept Cash, Checks (with a valld driver’s license on flig) Visa, Mastercard, American
xpress, Discover and Care Credit,

~

v

e
e event & balance Is due after Insurance payment, consent Is given to use any previous
Credit /gebit card on file to pay your balance off to ero baiance.

DENTAL INSURANCE: Your dental Insurance policy Is 8 contract between you and your
insurance company. We are not part of that contract,

You are responsible for payment of services provided to you by the doctor on the day
services are rendered,

We will fiie your claim form and submit the clalm In your behalf at no additional charge,

You must agree to provide us with the appropriate information asked by our dental staff so tha
we may heip you recelve the maximum possible beneflt from your coverage. Please be aware
thal some and not all services will be covered under your Insurance policy,

Plans where we are a participating provider, we agree to abide by the terms of our contract with
the carrier. Oental plans that wiil only relmburse the subscriber directly wlil be filed
on your behalf but payment In full wiif be pald prior to your dental treatment belng
performed by the doctor,

MEDICAL INSURANCE;

We:do nGeipaKtGSIEATANY, mgdisetplanss Therefore, you must pay on day of service
In full as any clalms submitted on your hehalf depending on your treatment (If
applicable) wlll be pald to us as an out-of-network provider.

Medicare does not cover tooth extractions. We will provide you with a statement if you
wish to pursue relmbursemert from your medical carrier, A/ Insurance companies quotes us
the terms of your policy, howaver payment Is not guaranteed until your claim s
actually submitted and reviewsed by your Insurance carrier’s reviewers for
determination of payment,

Your estimate will be based on your Insurance pollcy and any payment due after your
Insurance has pald a benefit to us on your behalf Is due upon recelpt of our statement to you,

CO-PAYS AND DEDUCTIBLES ARE DUE AT TIME SERVICES ARE RENDERED

We also raserve the right to assess 8 cancellation fee for broken appointments without a prior twe (2) day
netica, | have read and understand this Nnanclal policy. This signature acts as my permanent Insurance slignature and

aligws Ihe release of records 10 the Insurange company snd direct payment of insurence 1o the doctor’s office, It ls eiso
the office policy thal & finance charge will be assessed of 1.5% per month on balances more than 0 days (18% Interest
ot year). I your account Is forwarced to our attorney for collection, any sppilcable legal and colisction fees will alse be
your responsioliity to pay. | understand this policy and 1 agree te ablde by this policy.

patient | Guardlan Signature; Date:

™~y



Dr. Dante E Gulino Jr.
Westerly 401-596-0337 * Groton 860-449-1023 *Cell 401-741-3224  drdantegulino@gmail.com

PRESCRIPTION MONITORING PROGRAM NOTIFICATION

BY SIGNING THIS FORM, YOU CONFIRM THAT YOU HAVE BEEN NOTIFIED IN WRITING, THAT
F YOU RECEIVE A PRESCRIPTION FOR A CONTROLLED SUBSTANCE (NARCOTIC DRUG
FROM EITHER OF OUR OFFICES AND FILL THAT PRESCRIPTION YOUR NAME AND
PERSONAL INFORMATION WILL BE ENTERED INTO A SECURED STATE MAINTAINED
PRESCRIPTION DRUG MONITORING (PMP) DATABASE. STATE LAWS REQUIRS
PHARMACIES TO REPORT INFORMATION ABOUT CONTROLLED SUBSTANCE
PRESCRIPTIONS FILLED TO THAT STATE'S PMP AND DEPARTMENT OF HEALTH.

THIS DATABASE IS USED TO PREVENT ABUSE OF CONTROLLED SUBSTANCES. THE DATA
BASE IS FOR NARCOTIC BASED CONTROLLED PRESCRIPTIONS ONLY. SUCH AS BUT NOT
LIMITED TO PAINKILLERS, MUSCLE RELAXANTS AND STEROIDS. IF YOU DO NOT WANT
YOUR INFORMATION IN THE DATABASE, ASK FOR A NON-NARCOTIC DRUG PRESCRIPTION

FOR MORE INFORMATION, PLEASE CONTACT YOUR STATE'S DEPARTMENT OF HEALTH.

I HAVE READ AND UNDERSTAND THIS NOTIFICATION.

DATE SIGNATURE OF PATIENT / GUARDIAN

IF THIS NOTIFICATION IS SIGNED BY A PERSONAL REPRESENTATIVE ON BEHALF OF THE
PATIENT, PLEASE COMPLETE THE FOLLOWING:

PERSONAL REPRESENTATIVE NAME:

REZLATIONSHIP TO PATIENT:




COVID-19 PANDEMIC EMERGENCY DENTAL TREATMENT
NOTICE AND ACKNOWLEDGEMENT OF RiSK FORM

-~
1

Qur goal is to provide a safe environment for our patients and staff, 9nd to advance the safety of our local commur
This document provides information we ask you to acknowiedge and understand regarding the COVID-19 virus.

The COVID-19 virus is a serious and highly contaglous disease. The Waorld Health Organlization has classified it as
pandemic. You could contract COVID-19 from a variety of sources. Our practice warts to ensure you are aware of b=
additional risks of contracting COVID-19 associated with dental care.

£~ 11

The COVID-12 virus has a long incubation period. You or your healthcare providers may have the virus and not snc
symptoms and yet still be highly contagious. Determining who Is Infected by COVID-19 is challenging and complicaten
due to limited avalilabllity for virus testing.

Due to the frequency and timing of visits by other dental patients, the characteristics of the virus, and the characterist os
of dental procedures, there is an elevated risk of you contracting the virus simply by baing in a dental office.

Dental procedures create water spray which is one way the disease is spread, The ultra-fine nature of the water sorz,
tan linger in the air for a long time, allowing for transmission of the COVID-19 virus to those nearby.

You cannot wear 2 protective mask over your mouth to prevent infection during treatment as your health care proviciers
reed access to your mouth to render care. This leaves you vulnerable to COVID-18 transmission while receiving dent
treatment.

Fursuant to statements from the Center for Disease Control (CDC) and the American Dental Association (ADA} ~=
€ssential or elective treatment, based on the assessment of our staff, will be rescheduled. According to the ADA, denta
emergencies are "potentially life threatening and require immediate treatment to stop ongoing tissue bieeding ¢ 12
alleviate severe pain or infection.” The ADA also recommends that urgent dental care which “focuses on
management of conditions that require immediate attention to relieve severe pain and/or risk of infection and ‘o
alleviate the burden on hospital emergency departments” be provided in as minimally Invasive 2 manner as possile.

| confirm that | have read the Notice above and understand and accept that there is an Increased risk of contracting
CQOVID-18 virus in the dental office or with dental treatment. | further confirm | am seeking treatment for a cong* on
that meets the emergent or urgent criteria noted above. | understand and accept the additional risk of contractirz
CCVID-19 from contact at this office. | also acknowledge that i could contract the COV'D-19 virus from outside this o c=
and unrelated to my visit here,

I'nave read and understand the information stated ahove:

Signature Date

Witness




COVID-19 PANDEMIC - PATIENT DISCLOSURES

This patient disclosure form seeks information from you that we must consider before making treatment decisions i t~
circumstance of the COVID-19 virus.

|

A weak or compromised immune system (including, but not limited to, conditions like diabetes, asthma, CCPD
treatment, raciation, chemotherapy, and any prior or current disease or medicai condition), can put you at greater -
for contracting COVID-19. Please disclose to us any condition that compromises your immune system and understa~c
that we may ask you 1o conslder rescheduling treatment after discussing any such conditions with us,

't Is also important that you disclose to this office any Indication of having been exposed to COVID-19, or whether =
nave experienced any signs or symptoms associated with the COVID-19 virus.

% ' Yes No ;
Do you have a fever or above normal temperature? O O
t Have you experienced shortness of breath or had trouble breathing? 0 N
Do you have a dry cough? O O
Do you have a runny nose? O O
|
]
Have you recently lost or had a reduction in your sense of smell? ! O C
Do you have a sore throat? 1 O 'i Z‘
i
Have you been in contact with someone who has tested positive for | 0O 0
COVID-197 | '
Have you tested positive for COVID-197? O O
Have you been tested for COVID-19 and are awaiting results? O £l
| Have you traveled outside the United States by air or cruise ship in 0O O
| the past 14 days? ’
E Have you traveled within the Unlited States by air, bus or train within 0 5 -
| the past 14 days? ' ket

! fuily understand and acknowledge the above information, risks and cautions regarding a compromised immune syzte
end have disclosed to my provider any conditions In my health history which may result in 2 compromised mmu-
system.

By signing this document, | acknowledge that the answers | have provided above are t-ue and accurate,

Signature Date

Witness




