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hereby authorize and appoint an Attorney-in-Fact with power to exercise or perform any
act, power, duty, right, or obligation whatsoever that I now have or may hereinafter acquire,
relating to any person, matter, transaction, or property, real or personal, tangible or intangible, now
éi ' owned or hereafter acquired by me, to be done on my behalf with the same force and effect as though
f [ were present and acting for myself, mcludmg, without limitation and by way of example, the powers
listed below,

- In addition, I hereby authorize and appoint a Health Care Representative to act on my behalf
pursuant to IC 16-36-1, as it exists now and is amended in the future with regard to questions of
medical services, and to consent to, or withhold consent for medical treatment, emergencies or
otherwise, if at any time [ should be incapable of giving or withholding said consent on my own behalf.

My Attorney-in-Fact and my Health Care Representative may hereinafter be referred to as my
"Representative” or "Representatives” as well as my "Attomey-in-Fact" or my "Health Care
Representative.” Any reference herein to Representative will be deemed a reference to whoever is
acting as Representatwe or co- Representatwe whether original, altemate or successor. ‘

It is to be understoqd that the authority and powers I have given to my Representative are in no

way intended to limit or restrict my own authorlty or decision making capabilities as long as I remain
mentally competent,
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I. GENERAL PROVISIONS
A, REPRESENTATIVE, Asmy Representative,

I name:

JAMES R. MEINERT and NANCY NELSON,

Ifmore than one chrcscntatwc isnamed, MARK one of

the following: - = b e

X___ My Representatives can act independently of
one another

o’

My Representatives must act collectwely and
togethcr

r—————

Amp—————

If both cannot act because of the dcath, disappearance,
disability or resignation of one, then the other will
continue to .serve without the necessity of the
appointment of a successor Representative. Death or
disappearance may be established by affidavit, disability
may be established by the certificate of a licensed
physician, and resignation may be established by written
resignation by the other Representative,

B.  SUCCESSOR REPRESENTATIVE. Ifmy

original Representative fails or ceases to serve as my
Representative, [ name:

NONE

If more than one Representative is named, MARK one of
the following:

My Representatives can act independently of
one another

My Representatjves must act collectively and
together

rim———

In the event of the death, disappearance, disability or
resignation of my first named Representative, the
appointment of my successor Representative will
become absolute, as if the first named Representative
had not been appointed. The disappearance of my first
named Representative may be established by the
affidavit of my successor Representative. The disability

5ok e ‘ b \3

B

My Reprcscntatlves must ac by majonty vote

My Representatives must act by majority vote

s

of my first named Representative may be established by
the certificate of a licensed physician stating that the first
named Representative is unable to manage his or her
own affairs. - Any person dealing with my successor
Representative will be fully protected and free from
liability for any payment, application, or accumulation
made or other action taken in reliance upon such an
affidavit of disappearance or such certificate of

 disability.

C. LIMITED LIABILITY. My Representative’

will only be liable for the acts or omissions undcrtakcn
inbad faith.

D. FEE. My/Representative will be entitled to:

X, " Areasonable fee forservices

No fee

e

A reasonable fee not to exceed $

o ma—

E ATIVE
APPOINTMENTS. This Power of Attorney and Health
Care Representative Appointment: ’

I have no prior powers of attorney or health
care representative appointments

X Supersedes all other powers of attorney and
health care representative appointments

Revokes all other powers of attorney and health
care representative appointments

Revokes all other powers of attorney and health
care representative appointments except as toa
specific property interest owned by me and
identified in the power of attorney or a specific
medical condition identified in a health care:
¥ " representative appointment signed by me prior
to the date of this Power of :Attorney and
Health Care Representative Appointment. This
Power of Attorney and Health . Care
Representative Appointment supersedes all
powers of attorney and/or - health care
representative appointments not revoked.

F. - TERMINATION. Without regard to my -

mental or physical condition, this Power of Attorney and




Health Care Representative Appointment will continue in
effect until;

«.X_. My death or until revoked,. whichever comes
first,

or until my

death, whichever comes first.

¢ RATIEICATION. 1 hereby ratify and confirm -

all that my Representative may do by virtue of this Power
of Attomey and Health Care Representative Appointment.

H. BHOTOQCOPY. A person may rely on the
receipt of a copy, photostatic copy, facsimile reproduction
or other similar reproduction of this sigiied/ Power of

" Attorney and Health Care Representative Appointmentas -

if that person had reccived the originatly signed document.
L NO LIABILITY TO THIRD PARTIES it is

understood that my Representative does not become
personally liable for his or her actions hereunder for which
my Representative would not otherwise be liable, simply
by virtue of acting under this Power of Attoney and
Health Care Representative Appointment, | agree to be
financially responsible for any goods or services (including
health care services) - performed in reliance upon
documents signed or oral contracts agreed to by my
Representative for which | would have been financially
responsible had I mede the decision.

J. Wﬂ

THIRD _PARTIES. To induce third parties to act in

accordance with the powers granted to my Represenmuve
I represent and warrant that:

(1) If this ‘Power of Attoney and Health Care
Representative is revoked or amended for any reason, I,
my estate, my heirs, successors, and assigns will hold any
third party harmless from any loss suffered, or liability
incurred, by the third party in acting in accordance with
this Power of Attorney and Health Care Representative
Appointment before the third party's receipt of written
notice of termination or amendment; (2) The powers
conferred on my Representative may be exercised alone;
my Representative's signature or actions under the
authority granted in this Power may be accepted by third
parties as fully authorized by me and with the same force
and effect a8 if I were personally present, competent, and
acting on’my own behalf, (3) No person who acts in
reliance upon any representation of my Representative as
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to the scope of my Representative's authority granted under
this Power of Attomey and Health Care Representative

Appointment will incur any liability to me, my estate, my
heirs, successors, or assigns for permitting my
Representative to exercise any such power, nor will any
person who deals with my Representative be responsible
for determining or ensuring the proper application of funds
or property. '

EILE SUIT. My Representative will have the right to
seek appropriate court orders mandating acts which he or

she deems appropriate.if a third party refuses to comply
with actions which, are authorized by this Power of
Attomey and Health Care Representative Appointment or
for the purpose of enjoining acts by third parties which my

Representative has not authorized. In addition, my
Representative may sue a third party who fails fo comply

with actions [ have'authonzed my Representative to take
and demand damages,-including punitive damages, on my
behalf for such noncompliance, 1C 30-5-9-9 states:

[A] PERSON" REFUSING TO . ACCEPT THE
AUTHORITY OF AN ATTORNEY IN FACT TO
EXERCISE A POWER GRANTED UNDER A POWER
OF ATTORNEY IS LIABLE TO THE PRINCIPAL AND
TO THE PRINCIPAL'S HEIRS, ASSIGNS, AND THE
PERSONAL REPRESENTATIVE OF THE ESTATE OF
THE PRINCIPAL IN THE SAME MANNER AS THE
PERSON WOULD BE LIABLE HAD THE PERSON
REFUSED TO ACCEPT THE AUTHORITY OF THE
PRINCIPAL TO ACT ON THE PRINCIPAL'S OWN
BEHALF,

L. GUARDIAN. If protective proceedings are
instituted on my behalf or a guardian is requested to act on
my behalf, I name my chresenmuve to act on my behalf
or as my guardian, v

M. GUARDIAN OF SPOUSE OR CHILD. If
protective or guardianship proceedings are begun on
behalf of a Spouse or Child of mine, if any, I name my
Representative t act on behalf of such Spouse or Child or
as such Spouse's or Child's guardian.

N. YALID IN OTHER JURISDICTIONS. This
Power of Attommey and Health Care Representative
Appoimmcm is intended to be valid in any jurisdiction in
which it is presented.
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accepting this appointment my Representative affirms and

agrees to act solely in my best interests without regard to
any other interested third party.

P.  WAIVER OF PHYSICIAN-PATIENT
PRIVILEGE. I hereby waive voluntarily any physician-
patient privilege or psychiatrist-patient privilege that may
exist in my favor and I authorize physicians to examine me
and disclose my mental or physical condition in order to
determine my incapacity or capacity for purposes of this
Power of Attorney and Health Care Representative
Appointment. The licensed physicians and/or psychiatrists
who act under this paragraph will not be liable to me for
any actions taken by them in good faith under this
paragraph.

IL. POWER OF ATTORNEY
PROVISIONS

A w This Power of Attorney
and Health Care Representative Appomtmcnt will be

effective;

At12:01 am.on

X_. Immediately

Upon and during my disappearance or
incapacity, or upon my signing a certificate that
from and after the date of execution thereof my
Attomey-in-Fact is fully authorized to act under
this Power of Attorney and Health Care
Representative Appointment,

B.  ESTABLISHMENT OF DISAPPEARANCE
OR_INCAPACITY. My disappearance may be
established after a period of 30 days by the affidavit of my
Attomey-in-Fact. My incapacity, for this purpose, may be
established by the written statement of a licensed
physician (if possible, my 6wn physician) stating that I am
unable to substantially manage my affairs. A copy of the
Attorney-in-Fact's affidavit or the physician's statement
will be attached to the original of this Power of Attomey
and Health Care Representative Appointment (and
photocopies thereof will be attached to photocopies of this
Power of Attomey and Health Care . Representative
Appointment) and if this Power of Attomey and Health
Care Representative Appointment is filed or recorded
among pubhc records, then such affidavit or statement will

also be similarly filed or recorded if permitted by

applicable law. My Attorney-in-Fact will be fully
protected and free from any liability for any payment,
application or accumulation made or other action taken in
reliance upon such an affidavit or statement.

C. REAPPEARANCE __OR . REGAINING
CAPACITY. ! will be deemed under this Power of
Attorney and Health Care Representative Appointment to
have regained capacity upon presentation to my Attomey-
in-Fact of a statement signed by a licensed physician (if -
possible, my own physician) which states the opinion of

~—such physician that T am capable of caring for myself or

that [ am physically and mentally capable of managing my
affairs, Twill bedeemedumnder this Power of Attomey and
Health Care Representative Appointment to have
reappeared upon the presentationt to my Attomey-in-Fact
of a statement signed by me 8o'indicating. Either such
statement shall be attached to the original of this Power of
Attorney and Health Care Representative Appointment
(and photocopies thereof shall be attached to photocopies
of this Power of Attorney and Health Care Representative
Appointment) and if this Power of Attorney and Health
Care Representative Appointment is. filed or recorded
among public records, then such statement will also be
similarly filed or recorded if permitted by applicable law.

If this Power of Attorney and Health Care Representative
Appointment became effective because of my incapacity or
disappearance and subsequently I am no longer
incapacitated or having reappeared, this Power of Attomey
and Health Care Representative Appointment will not be
revoked but will become effective again upon my
subsequent disappearance or incapacity as provided above
or upon my subsequent certification that such power will
be or has become effective. ‘

D. STATUTORY POWERS. I give to my
Attorney-in-Fact or any successor Attorney-in-Fact the
powers specified in this section, incorporating by reference
the Indiana Code Sections 30-5-5-2 to 30-5-5-19, to be

used on my behalf, and the authority with respect to:

REAL PROPERTY transactions; TANGIBLE
PERSONAL PROPERTY transactions; BOND,
SHARE AND COMMODITY transactions, BANKING
transactions, including the power to drill a safe deposit box
in-the event the keys are lost or misplaced; BUSINESS
operating transactions; INSURANCE transactions,
without any limitation on the Attorney-in-Fact being
named as beneficiary of any contracts of insurance;
BENEFICIARY ' transactions; * GIFT  transactions, -




S REPORTS AND STATEMENTS mcludmg the powcr
~'to_sign on my. behalf any specific power of attomey
; requmed by any taxing suthority to allow my. Attomey-m
Facttoacton my behalf. before that taxing authonty on anj
~ . retum or mue, ESTATE TRANSACTIONS; HEALTH

Care Repmscntauve thh nuthonty to act for me in al
. matters of health care in accordanoc with IC" 16436-1

: (,7,‘;-powers set forth m Ic 30-5«-5»1 m I gx\e to kmy
e ;Attomey-xwl"act or any guccessor Attomcy-m-Fact the
e vpowm specified in this secuon to be used on my behalf

mkmn ,To prepare, sign, and file joint or

-~ ax_and to act: wuhout limitation upon my ‘behalf with
- regard to federal income taxes (Forms 1040, 1040EZ,

7 1040A, ete, ), state and Jocal i moomc taxes, gnﬁ(Form 709),

_ estate (Form. 796). and. other tax returns” of all. sorts,
" including y whcre nppropnate joint returns, FICA retums,
. payroll tax_ retums, claims for refunds, requests for

“ extensions of txme to filo returns or pay laxes, extensions
_and waivers of apphcable penods of limitation, protests

- and petitions to administrative agencies or courts,

~ - including the ancourt mgurdmg tax matters, and any and

- “all other tax-related documents, mcludmg but not limited

" _to consents and ngreements under Section 2032A of th

~ Intemal Revenue Code or any ‘successor sedtion thereto

© % and consents to split gifts and closing agreements, for all
\ . tax periods from 1980. through 2020, and for all
S jurisdictions; to complctc lmemal Revenue Service Form

Wi Repmmtatwe (or other’ prescribed form) on my behalfas
~ well as to perform all other functions contemplated by that

Sl confidential - mfonnatmn and contest - deﬁcxencnes
i ‘detenmned the Intenal Revcnue Semce or any state or

3 separa(e income tax retums or declarauous of estimated

2848, Power .of ' Attomey and Dcclafatxon of

.+ form whether they are required or merely penmssxble, to
e ,consent to any’ gxﬁ and to uhlxze any. gnﬁ splxttmg[l;x

- . provisions or other tax election; to preparc, sign,. and file
- any claims for the refund of any tax; to post bonds, receive

. local taxing authonty, to exercise any and all elections that -
G Itmy hnve under fedcml state, or local tax laws mcludmg

anlwut hmnanon the allocatxon -of any generation
shppmgtaxcxemptmn tg whxchlxnaybeeuutled andto
. the extent that [:may have omitted some power or
dxscretxon, some tax: pcnod, ‘some. form “or  so
: Junsdxcuon, I. herehy gram to my Attomey-m'Fact the
power to amcnd the Internal Revenue Service form power

g
other transfem (uwludmg the forgweness of mdebtedncss
and the comple(xon of any charitable pledges | may have
made) without com;d;ratxon either outright or in trust to
such & personor agamzanms as my Attomey-in-Fact will
select, mcludmg gitts to my Attomey—lmFact Iflamina
ong-ler care fac;hiy, or ifimy Attomey-m-Fact behevcs
--good “faith that Ty ‘entry to such & facility is both
+ riecessary and imminent, my Altomcy-m‘Fact will have
the power to make gifts or the power to direct the Trustee
f a revocabla trust of wluch Lamsettlor to tmmfcr all of,
8 portion of ‘my trust assets to nny person. including my
i Attomey-in-Fact if (T) they would not interfers with entry
“to the nursing home which s most appropnatc and
o comfonable for me, and (ii) they arc necessary 1o preserve
-8 portion of my estate for my heirs, beneﬁuanes or.
fjbeneﬁcxancs named in my revocable trust.

. Estate Planning Powers
“plan for the benefit of my spouse, children, or other iss
 including, but not limited to, the creation of revocable or
rrevocable trusts, even though my Attomey-m-Fact is
ember. of the group that may benefit under the‘estatc»
plan; to take such action or to apply such funds in such
ashion as my Attomey-m-Fact detetmmes isin keepmg'
wnh my wxshes and mtcrests 80" far as lhey can be

/purpose of conserving . my. 'property . beneﬁung my
;'.descendants and other relatives, minimizing current or.
. prospective - federal and’ state_taxes, and maximizin,
ntitlement to federal and state medical, welfare, housmg, ;
and other public programs (includmg, but not limited to,
5 Social Security, Supplemental Security ; Income. Med:care ;
- Medicaid, and In’ Home Support- Semces), by all
' legitimate and proper means within the sound and tmsted:‘
iscretion of my . Attomey-m-Fact mcludmg, ‘without
nmtat:on, gxﬁs to such relatives, fnends and channes as
.- would likely be the recipients of donations from me, and.
. revocable or irevocable transfers into trusts for the benefit

 of myself and/or other said recipients; to consult With
, lawyers accountants, or other advisors i in canymg out the
owers granted herein, to re!y on ‘the adviée given by suc




advisors, and to pay all expenses incurred in carrying
outthe powers hereunder out of my assets; to designate
such Trustee or Trustees as my Attorney-in-Fact deems
advisable, including but not limited to my Attorney-in-
Fact, or any children of mine, or any other issue; to transfer

any and all of my property, of whatever kind, to any trust

created pursuant to this Power of Attomey and Health
Care Representative Appointment or to any person who is

_ @ permitted donee of a gift, and to sign deeds, stock

powers, withdrawal slips, or any other document or
instrument my Attorney-in-Fact may deem advisable in
carrying out any of my Attorney-in-Fact's powers
hereunder. As a guide to my Attorney-in-Fact in creating
an estate plan, my primary aim is to preserve my assets for
the benefit of my spouse during my spouse's lifetime (if I
have a spouse and if my spouse survives me) land for my

" children and their issue after my spousc's death (iIf [ have |

children or issue and any such childrenlor issue Survives
me). To the extent legally possible, it is my hope that my
estate plan will protect my assets from being dissipated to
pay for the cost of health, medical, or nursing home
expenses and minimize the amount of estate taxes payable
on my death. The decision of my Attorney-in-Fact as to
the form and contents of my estate plan will be final and
binding on all pama [ will be deemed for all purposes as

the transferor of any trust created pursuant to this Power of

Attorney and Health Care Representative Appointment.

. Bunarie Creat and Trater Aciand |
from Trust. Tocreateany trust, revocable or irrevocable, .

for my benefit and that of my spouse and issue that I may
have the power to create; to amend or revoke such trust or
trusts or any other trust that [ may have the power to
amend or revoke; to transfer any and all of my tangible or
intangible personal property or real property to any such
trusts; to exercise such powers as my Attorney-in-Fact
deems appropriate in his or her sole discretion. My
Attorney-in-Fact has the power to withdraw and/or receive

income or principal from any trust from which | have a ..

right of withdrawal or receipt; to request and receive the
income or principal of any trust from which the trustee has
discretionary authonty to make distributions to or on my
behalf, and to sign any receipt, release, or other document
that may be required of me by such trustee. In the event
that I ever become a permanent resident of a long-term
care facility (nursing home), I specifically give my
Attorney-in-Fact the right to make any changes and/or
amendments in any revocable trust of which I am a Settlor

todo Medi,gaid Planning,
5. Power With Respect to Employment Benefits:
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Power to Change Beneficiaries. My Attomey-in-Fact
may  change the names ‘of beneficiaries of any
retirement/employment benefit plans if a previously named
beneficiary is deceased. My Attomey-in-Fact will only
make changes that are consistent with my bequest plan as
set forth in any will or revocable trust signed by me and
then in effect, My Attorney-in-Fact may name himselfor
herself as such new or alternative beneficiary.

Public Benefits. My Attomey-in-Fact will have the power
to take any and all steps necessary, in my Attorney-in-
Fact's judgment, to obtain and maintain my eligibility for
any and all public benefits and cntitlement programs,
including' butsnot limited to, the power to express my

“intent {0 retum o Any home 0wnéd by me at the time from .

any Jong term care facility. or nursing home. Such

. programs include, but are not limited to, Social Security,

Supplemental Security Income, Medicare, Medicaid, and
In Home Support Services.

IIl. HEALTH CARE -
REPRESENTATIVE PROVISIONS

A EFFECTIVE ON INCAPACITY. - This -
appointment of authority will not become effective until
such time as I become’ mcapable of consenting to, or
withholding consent for, medical treatment as determined
by my regular licensed physxcmn, and will last-only so -
long as the incapacity continues. In the event that my
physician is unavailable or if consultation would be
unadvisable due to the existence of some emergency, then
the attending licensed physician will determine the extent
to which I am capable of making decisions with regard to
my medical treatment.

B. EXAMPLES OF POWERS. With regard to
my health care, I specifically give my Health Care
Representative broad powers, mcludmg, but not limited to
the powers to:

l. Gain access to medxcal and othcr personal

information;
2. Employ and discharge persons providing
" services;
3. Consent or refuse consent to medical care; -
4, Refuse consent to life sustaining treatrent in
furtherance of my wish for limited treatment;

5. Frovide for my spiritual or religious needs;
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6. Pruvide for my companionship,
1, Provide for my rocreationa] and sports tc‘swl’u.a
snd travel; "y
R Anange my funcrel and make anatomigal gitls,
9. Sign documents, enter into contracts, md Py

ressonable compensation or vosts in
implemmuna tho ubovo powers,

C.  STOPHEALTHCARE. Tautbhorze y Heslh
Cure quesmumve to mako decisions in my best interest

conceming withdrewel or withholding of health cdre. 1 ut

any timo, based un my previously expressod preferences

and the diagnosis and prognusiy, my Heslth Care

Reprusnistive s satisficd thst certain heulth caze i3 giof or

would not be beneficial, or thut such health oars is or
would be excessively burdensome, thenmy Heelts Care

Representative may cxpress my will thot such health carg™

be withheld or withdrawn and may consenton my hebalf
that any or all hoslth caro be discontinued or so lmmulul
cven if death may result, 2

D. CONSULTATIONS. My lienith Care
Representativo must try to disciss eny proposad heslth
carc docisions with me. However, if' § am tpsble 15
comnunicate, my Health Curc Representative may moke
such a decision for mo, uller consulation with my
physicisn or physicians and other relevant health car
givers. To the extent mpprupriate, my Health Carc

Ruprosentative may olso disouss this docision with iy

femily and others, to the extent they ore ovaiisble. In

muking this decision, ] request thot my Huwlds Cure.

Representative and fumily consider the following:

s
Py

1. My diagnasis and prognosis;

2, The risks, benefits and bwdens (o me u('
{reatmant;
k] The emotional burdens on nw and my 1unuly,

bl

The finuneial burdens on me and my family, .

3, My stalomunts of prelcrence rpgardicg heaith
care as expressed in this Power of Atigry und
Huulth Carv Representative Appomtmem or my
living will; it being my intention ‘hat these
documents in no way limit the discretion of my

I have signed this Power of Anom«y and Health Care Represemauve Appomtment on the p?j

Gy, 0. }vuuMVU

day of August, 1999,

HUG 2b°99 15:00 No.U08

Representativc, but instead, servo only as a -

guide {or making these decisions,
6. Other statamonts regarding health cure [ have

made, - giving most weight to my most recaut

, stalcments;
7. My ethical und religious principlos.

RELEGATION. I fusther suthorize 1ny Jlealth
Care Representative (o uppoint a third party, in & signed
and witnessod writing, to consent Lo, or withhold consent
fur, medical treatment on my behnlf if my Houlth Care
Representative cunuiot or will not ho uvailable to exercise
that suthonity during & period when | am incapuble of
consenting of withholding consent on my own behall.
Such delegation of autharity will not exceed the suthority
Hersin' granted but muy include such conditions as my
Heslth Care Represcntative deems to bo in ‘my best
interests. | Thothird pasty se suthorized (o act on my bohslf
must sutisty all 1equirements of IC §16-36-1+6 for said
grant of authonity (o be valid and eflective.

F. AUIHORIZATIONS TO THIRD PARTIES.
All third parties from whom my Health Care
Rupresentative requests information regarding my heslth
are hereby authonized to provide such infurmation to him
or hor without limitation and ere ulcused from any legul
lishdity whatsoever ta me, mny cstule, my heirs, sucocssurs

or assigns for cumplying with his or her roquests, Jalso

authorize all physiciany and psychietrists who have
treated mo, und ull other pwoviders of houlth care, including
huspitals, to release to my Heulth Care Represontative «ll
infrmation or photacopies of any ruoords which he or she
may request. All physicians. hospitals, und other health
¢ine providers are heroby autherized to treut my lealth

Care Roproscnlative’s request or diroction a3 niy request or .

direstion. I hereby waive all privileges which may be - ‘

upplicable to such information und records, and to any

cotnunication pertaining to me and smade in the course of

o physician-patient or pyychiatrist-patient relationship.

1

b

wtm——

RAYMOND O. MEINERT
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_Appointment and acknowledged the signing of this Power of Attomoy and Health Care Representative

1D121925%1001 _' AUG 26°'99 15:00 No.008 P.0S

STATE OF INDIANA N
COUNTYOFST.JOSEFH ).

Before mo, the undersigned, ag?{omry Public in and for said County and State, personally
appeared the above-signed person and signed this Power of Attarney and Health Care Representative /

Appointment this 5Y' ) day of August, 1999.

e - ﬁm Publicy Resident

L ANE R Nofl)elke. [ County, Indiana, My commission
o expires 1 /Y DOAG

ke Bamelec o Myseeoita,

it

This instrument was prepared by Michae! C. Murphy, KONOPA & MURPHY, P.C., 22] West Wayne | %
Street, Suite 200, Post Office Box 11237, South Bend, Indiana 46634-0237. Telephonc: (219) 239-
1000 | r ,.
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