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“CONFIDENTIALITY NOTICE: This fax contains CONFIDENTIAL information which is privileged. The information is only
for use by the intended recipient(s) named above. If you are not the intended recipient, you are hereby notified that
any reading, distribution, use or copying of this communication is strictly prohibited. If you have received this
communication in error, please notify the sender of the error immediately. Do not read or use the communication in
any manner and destroy all copies. Thank you.”




