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Please provide the name and relatonship of the person completing the registration process fm‘ below.

Name of person registering the student: |— J

Your relationship to the student:

Date: | |

Piease check one of the following:

I_1I verify that my student’s address has NOT changed for the 2023-24 school year

11 My student's address has changed for the upcoming vear.
1 understand that I will need to update that information on the following verfication page and upload proof of residence on step H
of this registration process.

(3 My student is new and I understand that I will need to upload a proof of residence decument in step § of this registration process.

{ie. utility bill, tax return, bank statemens, morigage statewment, rentallease agreement, medical bill. Documentation must be dated within
60 days of enrollment)

Transportation:
Wikl the student be riding the bus to and from their home address? :}]

Wil the student be riding the bus to and from an akernate address? | v !

Please provide the alternate address:

English Language Learner:
What is the stadent's native language? |

Was vour student receiving ELL services at their previous school? vl

Special Education:
Was vour student receiving Special Education services at their previous school (IEP)? E’]

Does vour student have a 504 plan? [ e j

Agreements and Consents:
1 1 have read the Notice Conceming Release of Directory Information without Parent Student Consent under FERPA.

2. ':z] 1 give permission for my child to participate in Communities in School of Indiana Programs and services in the school district while
ha she is enrolled in their current school.

v | Additionally, I give my perrmission to CIS of Indianz te photograph, film, video, and'er make sound recordings of my student, to quste
of publish statements of my student, and o use such photegraphs, films, vides, sound recordings and or other statements for educational and
promotional advertising materials.

1. w | T have read and agree to the Financial Responsibility agreement.

4. ~ | My student and [ have read and agree to the (Pad Agreement and the Student Acceptable Use Agreement.

Parent/Guardian Signature: Date: r J




Medical Emergency Information

Please &l out the most recers: contact and medical informazion. This information will be used ir. caze of ar, emergency at school.

DOB:

Name:

1 herebr grve my permissien for the scho] to obtain the services of anv of the indicated physicians or hospitals in caze the pamed student suffers illness or accident. it is
also undersoad that the schoal will makee an effort to contact a parent before acticn is taken I ur.derstand teat the medica) mformatior i this Jacument ma be shared with
appropriate staf on 2 need-t2-know basis 1o ensure the safetv of my ckild.

*Parent Guardiens Signature: "Date: | o |

Please check i this student has any of the followmnz cenditions:
Ploase be aware that you are responsible for murmning i to yous school any recent action plans er docrors motes concarning these conditions.

[CIFoad Allergies [ZIfedication Allergies {_IBee Sting Allecgy
() Asthma |_IDhabetes 1 or 2 [Ciseizures
[TiBone or Joimt Disorder |_IHeart Condition |_!Hemophilia er Sickle CeR

ifvou have checked ary of the above conditions please describe and see the nurse for further paperwork (example: peant allergv:

Pleaze hst any: other meducal diagnosis, surgeries or cther health concems that you woitld like the nurse to know:

Dailv hedication and dosages {giver ¢ schocl and home':

1711 do not kave a physician and would like informator abow: local providers {_I1 do not have medica) insurance or Medicaid and would like further information



.3 Comnunity Permission for
Health Network School Nurse Services

The School Nurse program is staffed by nurses from Community Health Network. This is a School clinic, and not part of Community Health
Network. All records are maintained by the School. There is no charge to vou for the services. School nurses mav provide non-emergency first
aid treatment, emergency care, and conduct health screenings to students, without the return of this permission form. To approve use of clinic
records to determine eligibility for the student to participate in school activities, and for additional healthcare services described in Section I. please
return this form as well as a Request to Administer Medication form for any medication to be administered to the student. If vour child has or needs
a Plan of Care for recurring treatment, please also submit that information with this form.

School Year Beginning 2023: This consent is effective August 1, 2023 through August 1, 2024

*School: | vl
Student Name: |

Student date of Birth:| |

1. Consent to Treat: I give permission for my student to receive additional health services from the school nurse clinic at his her school. 1
understand that nursing personnel cannot take care of all the health needs a student may have. The School nurse is available to assist vou in

locating health resources that may benefit your student.

1 have read this information and understand what additional services the clinic may provide, which include, but are not limited to: {a} specialized
treatment not considered an emergency, {b) Care prescribed by a physician or other qualified practitioner and established, through discussions with
me, as a “Plan of Care” for my child, and (c) Referrals to health providers in the community. It is my responsibility to notifi- the clinic staff about
changes in anv Plan of Care, as well as changes in guardianship. the child's living or custody arrangements, and contact numbers.

If mv child needs over the counter or prescription medications dusing the school day, I will complete and attach a “Request to Administer
AMedication” form for each medicine.

*Signature of Parent‘Guardian: | | * Date: | I
(or student if 1§ or clder)

Signature of Student (if 1§ cr older or emancipated): Date:
!

II. Release of Information: In addition to using health information about the student named above to treat the student s injuries and ilinesses and
for clinic administration. I hereby authorize the use and disclosure of the health information as needed to the applicable school administration of
staffto evaluate the student s eligibility to participate in school activities, or to resolve grievances. In addition, I give my consent to the school-
based health clinic staff to look at my child's full school record, including attendance, in order to provide information that may assist the clinic staff
in helping my child. [ understand that the clinic will not restrict services to the student based on sy decision not to sign below for

this Authorization, but that the student s participation in certain school sponsored activities may be conditioned on the signing of this Authorization.

*Signature of Parent/Guardian: * Date: J
Signature of Student {f 18 or clder or legally emancipated: Date::

OR:

Form read to verified with parent guardian listed above, and verbal consent witnessed by school personnel

[ fon

Termination of Permission: This Permission max be revoked in writng at any time prior to its expiration date, except to the extent that action has
alread: been taken in reliance on this Authorization. Send or hand deliver a written revecation to a member of the clinic staff.



.= Community
Health Network Autorizacién para los
Servicios de Enfermeria Escolar

Se maneja el programa de Enfermeria Escolar con enfermeras provenientes de Community Health Network. Esta es una clinica Escolar v no es
parte de Community Health Network. El plante] escolar mantiene todos los registros. No ie cobramos por los servicios. Las enfermeras escolares
pueden proporcionarle tratamientos de primeros auxilios que no son de emergencia, atencion de emergencia v conducir evaluaciones de la salud
para los estudiantes, sin el regreso de esta autorizacion. Para aprobar la utilizacion de los registros de la clinica para determinar la eligibilidad que
tenga el estudiante para participar en actividades escolares, v para los servicios ilimitados de enfermeria, sirvase regresar este formulario como
1ambién el formulario para Solicitar la Administracion de Medicamentos para que se puedan administrar 2l estudiante. Si su hijo tiene o necesitaun

Plan de Atencion para tratamientos recuimentes también presente £sa informacion con este formulario.

Afio Escolar 2023 — Consentimiento efectivo de agosto 1, 2023 hasta agosto 1,2024.

*Escuela: | v)
Nombre del estudiante: |
Fecha de nacimiento del estudiante: | J

1. Consentimiento para Tratar: Yo dov consentimiento para que mi hijo reciba los servicios adicionales de salud de la clinica de su escuela.
Comprendo que el personal de enfermeria no puede encargarse de todos las necesidades de salud que mi hijo pueda tener. Sin embargo, si mi hijo
10 cuenta con el cuidado regular de un médico o clinica, vo me encargaré con 1a enfermera de escoger un proveedor.

Yo he leido esta informacion v comprendo cudles son los servicios adicionales que la clinica puede proveer, que incluven pero sin limitarse a: (a}

Tratamiento de primeros auxilios que no son considerados emergencia, (b) Atencion prescrita por un médico v otro practicante calificado v
establecido, por medio de dialogos conmigo, como un “Plan de Atencion” para mi hijo. ¥ (¢) Referencias a proveedores de salud en la comunidad.
Es mi responsabilidad notificar al personal de la clinica sobre cambios en cualquier Plan d2 Atencién como también cambios del menor relacionado

al tutor legal, 10s arreglos de vivienda o de custodia v los nimeros de contacto.

Si mi hijo necesita medicamentos con o sin receta durante el dia escolar, completaré v adjuntaré un formulario de “Pedido
para Administrar Medicamentos™ para cada medicina.

*Firma del Padre o Tutor Legal: * Fecha:
(si o] estudiante es mener de 1§ anos

Firma del Estudiante (s tiene 15. mayoer o emancipadel: Fecha:

1L Divulgaciin de Informacién: Ademis de usar la informacion de salud sobre &l estudiante indicado arriba para tratar heridas ¥ enfermedades
del estudiante * para la administracion de 1a clinica, por medio de ésta autorizo el uso v 1a liberacién de la informacién de salud segun sea
necesario por la administracion escolar o el personal correspondiente para evaluar la eligiblidad del estudiante para participar en las actividades
escolares, o resolver quejas. Asimismo, doy mi consentimiento al personal de la clinica de salud para observar el registro escolar completo de mi
hijo, incluvendo la asistencia, para obtener informac ion que pueda capacitar al personal de la clinica para avudar a mi hijo. Comprendo que la
clinica no pondra restricciones en los servicios al estudiante basado en mi decision de no firmar esta Autorizacion abajo, pero puede que 1a
participacion del estudiante en ciertas actividades patrocinadas por 1a escuela dependa en la firma de esta Autorizacion.

Terminacion de la Autorizacidn: Se puede revocar esta Autorizacion por escrito a cualquier momento antes de la fecha de vencinuento salvo sise
han tomado medidas en virtud de esta autorizacion. Envie o entregue personalmente una revocacion escrita a un miembro del personal de [a clinica.

“Firma de} padre o tutor legal (estudiante menor de 18): * Fecha: I_
Firma del estudiante { 18 o mavor, o legalmente emancipado}: Fecha:
0:

Formulario leido a verificado con el padre tutor legal indicado arriba v testificado por el personat de la escuela el consentimiento verbal
el N (fecha que se obtuvo el consentimiento).




Virtual Care for MSD Decatur Township

Students who see the school nurse with ex, illness may escalate their care by seemg 2 Community Hezlth Network Provider through Iirmua! Core. [Triual Care is
essentially an online Doctor visit completed from the convenience of the nurses office. Strep throat, pink eve, rash o ear infectioz are &fl common illnesses thet can be
disgnosed by the team of health care professionals through Tirmal Care. Once diagnosed, if a prescription i necessary, it can be sent to the pharmacy of the parents choice.
By taking the provider to the student. we will eliminate the inconverience for parents of taking their child out of school to head to the Doctor's office. This interaction with
the health care provider only occurs if the student's parent or guardian have completed the consent form.

Commumity Health's Foundation will assist financially to make this cost neutral for all families during this pilot vear as we hope families can take advantage of this
opportunity if and whes necessary. If vou choose to participate. we ask that vou complete and sign the parental consent form below to make your child eligible for these
BErViCes.

Commaunity Health Network Patient Consent Agreement

THIS PATIENT CONSENT AGREEMENT

THIS PATIENT CONSENT AGREEMENT applies to all services provided by Community Health Network, Inc., Community Hospital North, Community Hospital East,
Community Hespital South, Community Heart and Vascular Hospital (s facility of Community Hospital East), Community Howard Regional Health, Community Hoxpital
Anderson, Community Physician Network, Community Home Healtk, Community Surgery Center North, Community Surgery Center East, Community Surgery Center
South, Community Surgery Center Hamilton, Community Surgery Center Northwest, Comnuumity Surgerv Center Howard, Comnunity Surgery Center Plus, Community
Endoscopy Center Indianapolis, Community Digestive Center Anderson and Figleaf Boutique (each of these health care providers whether individually licensed or
operating under the license of another hereinafter referred to collectively as “Community”). This Patient Consent Agreement covers all services provided by Community

including, but not limited to, in-person, virtual, telephone and e-visit services.

Medical Treatment

T request or authorize Community to provide and perform under the direction of my physician(s) and or advanced practice providen(s) (each a “provider”) and or his her
designee such care, procedures, services and supplies as are considered advisable for my health and wellbeing. T am aware the practice of medicine is not an exact science
and I acknewledge that no guarantees have beer made to me by my provider(s) or Community s to the result of any treatments, examinations, procedures or other services
provided by Community. I authorize Community to dispose of any tissue, severed or amputated member, body part, or medical device removed in connection with services
provided by Community. ] understand it is the responsibility of the provider to explain to me the nature of any diagnostic, therapeutis, medical and or surgical procedures
necessary to frezt me and to explain risks and consequences associated with the services.

Virtual Services

I understand Community may provide certain services virtually by remote telehealth techrology (“virtual visit”). A virtual visit uses two-wey zudic and video
communications in order for a provider to see my image on the screen and hear my voice to provide health care services, diagnosis, consultation, treatment, or education.
These commumications may use the Interner, local phone lines or wireless connections. The provider will determine whether my condition and or concern is appropriate for
a virtual visit, and T understand there is no guarantee of diagnosis, teatment, or prescription. Further, [ understand ] may have to travel to see a provider in-person for
certain diagnosie and treatment matters or if there are any issues or failures with the equipment or connection.

Patient Rights and Advance Directives
I£ T am receiving hospital inpatient services or ambulatory surgcal center services, | acknowledge I have been given written materials on my patient rights and
responsibilities, which include my right to an advance directive. For all other Community services, I understand that information about advance directives is available upen

request.

Consent to Release Medical Records
1 understand Community will make every effort to treat my medical record information as confdential; however, I realize information must be shared with other providers

favolved in my care or in the pavment of my care. Furiher, 1 understand other hesltheare providers icvolved in my care will have access to my medical information as
permitted by state and federal law. I consent to the relesse of my medical information for treztment, payment and health care operational purposes as allowed by state and
federal law;, including the release of commuricable disease information.

Legal Relationships
1 understand my services may be provided by: (1) providers who are not emplovess of Community but who have & conact with Community to provide services, such as

emergency physicians, anesthesiologists, radiologists, pathologiss and other independent physicizns; and (2) providers who have no employment or other contractual
relztionship with Community (collectively, “Independent Providers”); and these Independent Providers may or may not participate in my insurance plan. I understand
Community is responsible for carrving out the instructions of such Independent Providers, but I acknowledge (2) Independent Providers are not employees or agents of
Compaunity; and (b) Commaunity is not responsible for the medical decisions, acts or omissions of Independent Providers.

Communications
[ authorize Community and its 2gents to contact me at any telephone mumber I provide to Community including wireless (celtular) telephone numbers by calling or text

messages, which could rezult in charges to me. Methods of contast may include using pre-recorded artifcial voice messages and or use of an automatic dialing device. as
spplicable I understand 1 will be able to opt our of text messages Community and its agents may also contact me by email at any email addrexs ] provide.



Assigument of Insurance Benefits

¥ my insurance is accepted by Communiey, [ 2ssign payment to: {t) Community; and (2) Independent Providers invelved in my care. I understand I will recerve separate
bulls for services performed by Independent Providers who may or may net participate in my insurance plan. [ understand Commurisy verifies my benefits and or bills my
irsurance plan as & courtesy to me. I authorize Community te relesse to Medicare and its agents any information needed to determine my benefits for services received. !
authorize the release of my medical records and any other information necessary to obtain payment from Medicare, Medicaid and other pavers. I request that pavment of
authorized benefits from Medicare, Medicaid and other insurance plsns be made on my behalf to Community for services provided by Community. Further, I understand
verification of my benefits is not a guarantee the insurance plan will pay those benefits and I am responsible for ensuring that anv prict suthorization required for my
services is obtained in advance of treatment. In addition, I hereby appoint Community and its emplovees and agents as oy representative(s) to file grievances and appeals
for me with my insurance plan as allowed by Indiana State law.

Responsibility for Payment

T understand that I may request and receive ar estimate of anticipated charges. T understand and acknowiedge: (1) an estimate is not a guarantee; (2) the estimate is not
binding upon Community; and (3) actuzl charges will be determined bazed on the services I receive and may be more or less than the estimate. I understand I am financially
responsitle for all amounts not paid by insurance or other pavers for services provided to me by Community and any Independen; Providers and T agree to pay all charges
when due or in accordance with any financial arrangement made gt the time of discharge. Further, if ] have overpaid on any account with Community, T agree that the
overpayment may be applied 10 any owsstanding charges on other Community accounts. I understand Community provides Cnancial assistance and pavment options to
those who qualify. I understand if T opt out of using my imsurance, 1 will not be eligible for financial assistance under Community’s Financial Assistance Policy. I understand
I can request additional information on pavment opriont or financial assistance if I believe I mav not be able to pay or may not be able to pay timely. In the event I do not
pav such charges when due or I fail to comply with any pavment arrangement, I agree to pay costs of collection, including attorey fees and interest and authorize

Community or its agent 1o access my credit report.

Release of Responsibility for Valuables

[ understand Community is not lisble for personal possessions meluding, but not limited to, money, valuables, dentures, eveglasses, hearing aids or other property, that are
fost or damaged. I know Commumity has the right to search anything on its premises, including wallets and purses, for the safety and welfare of its patients and visitors If
Commuunity decides 2n item could be a threat to health or safety, Community may: (1) dispose of it; (2) put it in 2 safe; or (%) give it to law enforcement. I know I can avoid
having mv possessions searched by sending them home.

Pictures and Recordings
I consexnt to closed circuit monitoring, videotaping, digital or audio recordings, photography and or images of my care for Community's internal purposes including. but net
limited to, identiCcation, clinical care, education, performance improvement 2nd or safety related purposes. I understand I will be asked to sign 2 separate consent if a

recording or image may be used for external purposes.

Receipt of Notice of Privacy Practices

I acknowledge that ] have received or have been offered the Community Health Network Notice of Privacy Practices and understand I may also access a copy at
www.eCommunity.com.

By signing below, I acknowledge that I have read and agree to pages 1,2 and 3 of this Patient Consent Agreement and my questions have been answered, Changes
will not be accepted to this Patient Consent Agreement. Everything in this Agreement continues and does not expire or terminate, I understand that I can request

a copy of this Agreement.

Name of Student:| | Student Date of Birth: | _ ]
Patient/Legal Representative: [‘__::— e w______J Date: [I________‘__ ) :_ i
Relationship: o _J Parent/Legal Representatice Phone #: = ;;]

Telehealth Visit Permission
The school nurse has my permission fo initiate 2 telehealth visitwitha C ommunity Health Network (CHNw) provider for my studen: if the school nurse deers it tc be of

benefit to address an acute illness such as 2 sore throat. There is no cost to me for conducting this visit. The nurse will contact me prior to the visit but if they are
unable to reach me, they will &7y 1c reach otbers aushorized to consent for health care for my child. If when we reach you or an authorized adult, vow student will be
registered into the CHINw svstem and vou will be able to participate remotely in the telehealth visit. Records of the exam will become part of the Community Health

Network provider's record, and available through their office.

Over-the-Counter (OTC) Medications Available for use in the School Nurse Clinic with Telehealth Visit

The school nurse will participate in the visit, and if recommended by the CHNay provider. may administer the following cver-the-counter (OTC) medications from the
supply available in the school nurse office, during the school dav. Please check which medications you approve of the provider ordering to give to vour student. If
nothing is checked below we will not administer any of the OTC below. unless vou consent during the telehealth visit. Check all that apply.

[} Acetaminopher {iTums chewable tablets

[_iTbuprofen {ZCalamine Lotion

I_ISatine Solution (_IVaseline

I_|Eve Wash {_IWound Irmigation

|_IContact Lens Solution { _IThroat Lozenge - Luder’s or equivalent

Ad41 Parent Guardian Name:| T Add1 Parent Guardian Phone =:| ]

1f vour smudent has a teleheakh visit and 2 prescriphior. is ordered by the Community Health Network Provider, kist the pharmacy where the prescription should be sent

_ | Phammacye{ ]

Phamacy Name:l e
Pharmacy Locaﬁm:L .



Residence Information

In accordance with the McKinney-Vento Homeless Education Act, vou have the right to all educatonal services provided in Decatus Township
including the following: special education services, gifted and talented. and after schoo} activities. You further have the nght to receive
transportation to and from school for the duration of vour temporary residency, free meals at school, and free textbooks. All of these rights are
afforded to vou during the duration of Your temporary residency.

You are required to inform the school district of any changes in address including when you find permanent housing. You must also
provide some kind of contact information for the school district to reach vou.

If it 1s found that falsified information has been given to the school district, your rights 25 stated above will be termmated as well as your ehgibility
for the McKinnev-Vento program. If vou are in dispute of the decision regarding vour eligibility for the McKinney-Vento program of
transperiation of vour child to and from school vou have the right to appeal the decision but contacting the McKinnev-\ento faison and yeu will
be encouraged to complete the dispute resofution process

Student: | | Student DOB: | ]
Parent/Guardian: | |

+School: [ <)

Phone: | | Emait: [ - - T
Address:

*1s this student part of the Foster Care system? (please type YES or NO} {
+Is your current address Temporary? YES [ NO I

*Is your current address Permanent? YESI_| NO ]

“Please choose which of the following situations the student currently resides (yon can choose more than one;
! House

IZ) Aotel, car or campsite

[} Sharing the housing of friends or family members 1other than parent guardian}

i_1 Sheiter or other temporary housing

If vou are living in shared housing, please check all of the following reasons that apply:
() Economiz Situation

IZ) Temporarily waiting for house cr apartment

{1 Providing care for family member

121 L iving with bovfriend girlfriend

I} To enable child to attend schoel in MSD Decatur Township

IZ1 Loss of emplormeant

{”i Pasent guardian deploved

171 Smdent under the age of 18 and living without vour parentis) guardianisi

Clother (please explamy:

|
I -

By signing below, I acknowledge that I have received and understand the above rights.

NS

*Parent‘GuardianUnattached Youth Signature: - - J



Military Children in Education

Purpase: This questionnaire 15 the result of 2 Deparment 27 Defense (DOD program supported by Indiana statute 29.19.3-6 4 Confidentially idemtifvmg military children
and praviding dzta on their attendance and edusatioral suteomes, sates car assist schools and diswicts by providing access to datato help inform polic;” and program
decizions for this unigue student pepulation. In addition. DOD will benefit fram toi: data in develaping policy for military cinld education infiatives

*School Name: [ v

Student s Full Legal Name: I
Please complete the questions that best describes your student’s situation. It is possible to answer "yes" to both.

*1 s the above named student connected to an Active Duty military parent guardian? Ciyes IINo

Mezrang 2 school-aged chald, enrolled or m the process of emrolling in KG-12th grade, 1s claimed as a dependent by an Active Duty member of the Armed Forces of the
United States: or the student ard an Active Dur memberis! are of the zame hausehald whether or not the active duty member(s) claims the studentasa dependent.  Active
Dauty” means: full-time duty stawus in the active uriformed service of the United States

*3 s the above named student connected to a Guard or Reserve military- parent guardian? Ciyes OXNeo

Lleanung a schocl-aged child, enrelled or i the process of enrolling in KG-12th grade, whe iz claimed a3 2 dependent by 2 member of the National Guard or Reserve; or the
studsnt and National Guard or Reserve memberis: are of the same househalé whether or not the National Guard or Reserve member s} claims the smudent a3 a dependent.

National Guaréd or Rezerve” means: members of the Reserve Comporent s defined in 10 U$.C. Section 10161, Includes Army- Naticral Guard ofUS, Army Reserve.
Navv Peserve. hlarine Corps Reserve. Air National Guard of US, Air Force Reserve or Coast Guard Reserve.

*Signature: L B *Date:

This form shall be handled by schools in a confideniial manner in accordance with IDOE Guidance {IC 20-19-3-9.4)




Indiana Department of Education

The Migrant Education Program (MEP) provides supplemensul education and suppori sarvices to eligible children through marional funding. The purpose of the
program is to ensure that all migrant students reach the academic standasds and graduate with o high school diploma fo1 complete a GEDHSE).

WORK SURVEY

Thazk vou for answering the following questions If vour chuld 15 eligible for the X Jigrant Education Program. they may receive additiznal educational support.

Address:

This mformatior 15 strictly confidentiol

Srudent s Name: | Parent's .\'ame'[

Ielephone'l_

]

“Dae|__ | ~Parem Sigrane. J

1. ¢ Witkan the last 3 years, have vour childiren) moved for any reason”  “Please type YESar NO: |

2.* Has anvene in vour household moved from one one schoo] district to
another with the United States to look Sor s2asomal or temyporaray wark

it agricuiture? Please tvpe YES or NO: |
If you answered NO to cither of these questions, please save the form and move to the next registration step.

If vou answered YEU  please«

3, When was the last time you o; anyone i vous household has moved to fock £ar. o work iz an agrieulvural activity within the Unsted States”

onth !

Year

4, Please check anv of the agricnitral activines Jisted below the: you have tooked for ar worked in:

{21 Plact or harvest vegetables ar fruits I_} Canning vegetables oz frunts

) Detasse) com

1) Tobasze farm

) Sod fam

{71 Planting. prumeg of cutting wees

17} Poultr and or egg farm 1”1 Dar farm
(] Duck, turker. chacker, pork cr beef processing plant Z Flora culaze gladiola fam
{21 Aquaculture 53k hatcheries I} Green heuse or plaw: nursery

Chi

v
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