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Please complete the Witness Information Form before testifying:

Date: S5-2 223
Name: LIvD A N i x

Are you representing: Yourself [¥  Organization [J

Organization (If Applicable):

Position/Title: -
Address: L{lgg M////kl:ﬁ ﬁ(‘)
City: behtrdy Twp  stater OH Zip: 450/ /

Best Contact Telephone:5/3-3/2(024 _ Emaili__1ilia b Te» M50 com

Do you wish to be added to the committee notice email distribution list? Yes Xi No O

Business before the committee

Legislation (Bill/Resolution Numbery): HBGY :
Specific Issue: bann mj 4 ey S éj/-.;ﬁ.[m ) //15, carc

Are you testifying as a:  Proponent 0  Opponent X Interested Party [
Are you testifying:  In-Person ¥  Written-Only I
Will you have a written statement, visual aids, or other material to distribute? Yes Kl No [J

(If yes, please send an electronic version of the documents, if possible, to the Chair’s
office prior to committee. You may also submit hard copies to the Chair’s staff prior to
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