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9. Shares Authorized
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Changes require an additional filing.

Iﬁhis report must be executed on behalf of the corporation by an authorzed representative. If the corporation is in the hands ofare-
ceiver or trustes, this report must be executed on behalf of the corporation by the receiver or trustee.

Under penalty of perjury, | declare and affirm that | have examined this report, inciuding any accompanying schedules and
statements, and that all statements contained herein are true and correct.
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