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 CERTIFICATION

I CERTIFY THAT THIS DOCUMENT IS MY APPEAL AND IT CONTAINS, IN MY OWN WORDS, THE TRUTH ABOUT ALL EVENTS  THAT OCURRED.  ALSO, I CERTIFY THAT I HAVE BEEN NOTIFIED ABOUT FRAUD 
WHEN KNOWINGLY FILING A FALSE OR MISLEADING APPEAL.
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recipient, be advised that any use, disclosure, distribution, copying, or action taken in reliance on the contents of this communication is strictly prohibited. If 
you have received this information in error, please notify the sender immediately and arrange for its return.
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