EYTAFFE OF PtAMU\H
DEPARTMENT OF EDUCATION
KAHAKAI ELEMENTARY SCHOOL
76-147 - ROYAL POINCIANA DRIVE
KAILUA-KONA, HAWAII 96740

~ October 26, 1992.

o

We are happy to announce that your son/daughter, __m___a
has been selected by his/her teacher as the student-o -the~week for the

week. of October 26 to 30, 1992 .

Each homeroom teacher has the opportunity to select one student in her
class who has been an outstanding student for the week. The student must
have performed well in all areas of school work for the week--this
includes academic performance as well as social development.

His/her name will be posted on a special board located in the cafetorium
where all the students pass by daily. '

Thank you for training your child well and having him/her come to Kahakai
School. We re proud to have him/her here. :

Sincerely,

Claire Yoshida
Principal

Teacher Miss Carollyn Sakata

AN AFFIRMATIVE ACTION AND EQUAL OPPOHTUNIT_Y_; EMPLOYER
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COUPON L

- Achievement Afvard

THIS CERTIFICATE ENTITLES YOU TO BE OUR GUEST FOR ONE FREE GAME OF
BOWLING
(SHOES INCLUDED)

OD iy )
&) KonaBowl Q)

Above Lanihau Center

GOOD ONLY MONDAY - SUNDAY 8:30 AM - 5:00 PM ' 3 9 8 6
NOT GOOD FOR LEAGUE PLAY
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" BIRTHDATE:

DISTRICT: HAWARII
GENDER : SCHOOL: KAHAKAI
ID #: TEACHER: SAKATA

KINDERGARTEN INVENTORY OF DEVELOPMENTAL SKILLS (KIDS)
PRE-TEST (MISEGURI NORMD!

NUMBER CONCEPT ig
AUDITORY SKILLS 20 1G 54 2z

PAPER/PENCIL SKILLS 23 7 28 15 3
LANGUAGE SKILLS 23 12 30 3z 4
VisuAaL SKILLS 22 12 44 43 5
GROSS MOTOR SKILLS 20 13 = 5 s

(MCE = NORM CURVE ERUIVALENT:
AUDITORY MEMIRY : VALILITY SCALE:
VISUAL  MEMORY

FEABODY PICTURE VOCABULARY TEST.- FORM L (FRVT)
PRE-TEST

SUMMARY OF STAMNINE SCORES: PRE-TEST

LOW AVERAGE HIGH
TEST i 2 3 4 S é 7 g 7

HNUMEBER CONCEFT : i N
AUDITORY SKILLS PR
PAPER/PENCIL SKILLS ¢ K
LANGUAGE SKILLS

VISUAL SKILLE

GROSS MOTOR SKILLS ¢ ¥ i
PPUT H o : :

»
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ORNEY GENERAL

ATT
Ruth Tsujimura
XRRNIEXK AXNRTRRRK

FIRST DEPUTY ATTORNEY GENERAL

JOHN WAIHEE
GOVERNOR

. STATE OF HAWAII
DEPARTMENT OF THE ATTORNEY GENERAL
SOCIAL SERVICES DIVISION - HILO OFFICE
101 AUPUNI STREET. SUITE 1014-D
HILO, HAWAIl 96720-4246
TELEPHONE (808) 933-4786
FAX (808) 933-4789

MEMORANDUM CORRESPONDENCE

TO: KRIS A. LaGUIRE, ESQ.
CELIA A. URION, ESQ.
STEVEN D. STRAUSS, ESQ.
EDITH K. RADL, ESQ.
PETER K. KUBOTA, ESQ.

FROM: ALEY K. AUNA, JR. _
Deputy Attorney General .
DATE: April 7, 1993

RE: In the Interest of The {jjjjj}/Kena —:
Fc-S Nos. {lll:nd 91-48

This is to notify you in writing that the Review/Pretrial
Hearing set for April 22, 1993 has been continued to
Thursday, May 24, 1993 at 10:00 a.m., before the Honorable
Ben H. Gaddis..

Should you have any questions, please feel free to contact
me. Thank you.

AKA :mk

cc: e Honorable Ben H. Gaddis .
DHS/CWS-II



s Baonsa AR YRR
E “,“

Department of Social Servrces & Housmg

NOTh 1CATION OF DISPOSITION OF APPLI» nTIO

To:-

Recipient

; Recipient -

Dear " i/ . & g ohoges 7 : S Lo S N D It S R

You have been determined: S
L. . “D"EIigible S E] Presumptlvely (Temporarrly) elrgrble for: £

: _',effectivei // /f\}
L Lt "(Date)

Ca o FE A /f"// L fe i il e e o will be provided by

G g £ oo geide s beginning. A/ 7S
' ”f’ e ‘WJ (P.OS’Prowder(s)) : B S S (Date)

b, Monthly payment of$ - . for_. o L e i beglnnlng
T o » (TypeOfSerYi?F), N e

IR —_willbesentto___.. e G
(Date) R S R Payee (Optlonal) B

“You must send to the soc1al worker a monthly bill or recerpt from the serv1ce provrder for all payments made 1f you .
make cash payments and want relmbursement : : : el il

: Social services will be provided by' L G LE e e e e
' S Bl ' : (Unit) = . . .~ (Telephone) .

2. D v ,Inelrig'iblefor social services because _ Ster S heldte T i
» . SRRy L L ) - (Cite Specific Reason = - -0

and Apphmble Manual Sectrons)

VServ1ce Cost Payments bemg made whlle you were presumptrvely (tem orarﬂy) 1ig'ib1§f endon_—

(Last Day)

3. D ;iYou requested withdrawal of your app11cat10n for..

on___ L MS4025b3
B ’ . (Date) T S

What to do 1f you do not agree w1th this decrslon

1. You have the: rrght to a Fair Hearmg —~a chance to tell the Fa1r Hearmg Offlce your srde of the
- story. You must ask the Department for the hearmg within 90 days of* the date of_thls _,otlce

2. - If you were presumptively (temporarily) e11g1ble and request a Fair Hearmg, no benefrt’ wrl] be pard
- pending the hearing decision. However, if the-decision is in your favor, the Dep" pay for
costs incurred for services provided while the Fair Hearing request was pendmg and, o presentatron ,

of ‘a bill or receipt for payment of T1tle XX servrces applied for, costs mcurred from the da >0f
application. , i : e

"

Worker ) : R “Unit . :

71504 (6/78) - Destroy all superseded copies. rAQE D:r‘nbh CHE ANDY



spartment of Social Services & Housing

NO\ . ATION OF DISPOSITION OF APPLI ~TION

LN
W
™

— : " Recipient :

" .Cat. : R = Recipient

Gt.

' Recipiemf

i,ji L /g[» /
- (Pype of Servrce(s)) ,

__will be provided by

~®0S Provider(®) bpegrnnmg = / (D?ate)

b ,Monthlypayment'ot”r,?;;' 4 L - for_ R W T
S S BT : . v LA ; (TypeofService) ;
i T Will'besentto : S TR B V
(Date) LA K e T T . Payee (Optronal)

You must send to the soc1al worker a monthly bill or receipt from the servrce provrder for all payments made 1f you -
~make cash payments and want rermbursement L , s

3001a1 servrceswrllbe provrdedby SRR S e T R
: ST tr_(Unyit) g SR s T Wi ,(Telephone)“

i El * Ineligible for social services because Y PN cat e
S L P e T ~(Cite Specific Reason .~

and Apphcable Manual Sectrons)

_ D Servrce Cost Payments bemg made whlle you were presumptlvely (temporarrly) ehgrble end on._

= (Last Day)

' D ’ You requested wrthdrawal of your apphcatron for

on i o MS4025b3
T T (Date),j“ T ‘ : .

e

What to do 1f ‘you do not agree w1th thls dec1sron

i 1. You have the rrght to a Farr Hearmg —a chance to tell the Fair Hearmg Offrcer your srde of the =
- story. You must ask the Department for the hearmg wrthm 90 days of the date of thrs notrce i

2. If you were. presumptrvely (temporarrly) ehglble and request a Farr Hearing, no. benefrts will be pardr
~ 'pending the hearing decision. However, if the decision is in your favor, the Department will pay for -~
costs incurred for services provided while the Fair Hearing request was pending and, on presentatlon =
of a bill or recerpt for payment of T1t1e XX servrces apphed for, costs incurred from the date of. S
apphcatron ,

‘ ' B SN ' ﬁ
S twez =7 S
. orker .- - . 7 2 Unit o " Telephone . : :

)SSH-1504 (6/78) = Destroy all superseded copies. CASE RECO'RDVFH.E COPY
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State of Hawaii

MEMORANDUM/ROUTE FORM Department of Human Services

——y

3
o}

5 i f i %
Date: féf{# %5‘?;ﬁ~_ Subject:
REMARKS:
[::] Approval ‘ , | )
[ f’.f’ji/ : ,’f\/}n“ f /A\ {ﬁ ;/‘;’“}//\\V/
[::] Comments @{E {>§ /gﬁ%iw} 7? i
> J
[::3 Discussion
I I Information
| l Action
D See me
[::] Signature
[::1 Circulate
[::] Return i & I Lo
O e dng g Tl

DHS-0614 (7/87) L
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MEMORANDUM/ROUTE FORM

State of Hawaii
Department of Human Services

From:

Approval
Comments
Discussion
Information
Action

See me

Signature

Circulate

Return

0ooooooDDD ¢

File

Subject:

DHS-0614 (7/87)




State of Hawaii

Department of Human Services

Family and Adult Services Divisic

SOCIAL SERVICES FINANCIAL PLAN

Aool Talltn

Kozt =550,

Case Name 1

Cate. & No.
T
Effective Month and Year I ‘1\\ 11 I11
Co%fqy V. t
\ ) T\ I
« Specify Type of Service one 1 //"' o/ o0 Il I11
Cost Budgetted ' @ \_\“‘\,..V%Agggrit/ o @% Ameunt ol % Ameunt
i &
¥4y, 00 ¥ 529 238
bl o7 529 A58 -
233 Ha9 283 AY
v \ ! g_
vl x\)
ANIRY
A N
/ \/ o
A7 87
.
A/ o ¥
N
\ \
Total Service Cost -
Requirements & Payment $ ‘ ) \'\. (a , er \ 86%!’1’
Payment te: \ o
¥ LU0 $15387. 8.6¢
a
Payment te:
» Supplementary _ - O, a.R> -
Service Payment q/‘?l#o’ll&w cebhy ng ‘/QI a8 3 cloth i ng
» EXPLANATIONS OF SERVICE ITEMS BUDGETED (ADDITIONAL SPACE FOR EXPLANATIONS ON BACK OF FORM) A\
Examples: 1 11 111 o
Name of person for whem cest 3/&&/‘“ - ——
is appreved; appreval peried - _
ce¥er, — B\~ fereR @”/‘/q,_ 1)16/91 = lédalf

‘Days in week transpertatien
1s required; cemputatiens of
cests or ratess

Name of child care facility;
heurs care is required.

Foster B&s\%’ PeR &M/\
Pou\‘men’\"\%‘ ‘_ _
L e—

N .
Foster BR 529 perlg

¥ 3
FI631

X #/g.w,awdwf = #2539

- AR

Social Worker
Autherizing Payment

Date

ll/i?/ql

S -4
/75




3 . CASE NUMBER suB. CASE NAME ‘ e —_—
2 i9 5 CAT. | LAST \RST M NO. NO. %} ) - DATE wne -
r - - ° 4
11033 (54 Acob,  4lin | |10 |18 |
[} ] y - -
) | 501! 1 502 503 § 504 | 505 506 507 508 509
156 REFERENCE NUMBERS ‘;FERNAS(%'? RESIODENCE ADDRESS cITY
| \ e au il
| 306 | King S e QL Kaha
) ) 511 512 | 613 514 51§
1E OF MALE ADULT rerst - BIRTHOATE : . No. o ?Amnﬂw e LAST REVIEW
523|524 1526 )
" ACTION TAKEN ) EFFECTIVE
TYPE REASON OATE
03- a1-q1
| 535

MEDICAL CARE

ELIGIBILITY TERMINATION

ARRIVED IN HAWAII
DATE ORIGIN

- 2 ; Lssﬁ | 552
HOS.—MED.—INS. | §
'ND-‘ OATE
3 554 ] .
AUTHORIZATION TO ———mmRANTOATE
CANCEL WARRANT NO- DAY VR,
{ i | ] | ] | 1 |

REASON FOR CANCELLATION (CHECK):

PAID BY RECIPIENT

71 CHANGE IN MARITAL STATUS ] NO RECEIPT O

Tl CHILD OUT OF HOME 'O SUPPORT FROM RELATIVES 0] DUPLICATE PAYMENT

00 DEATH [J HOSPITALIZED [J MOVED TO ANOTHER ISLAND

1 DECREASE IN NEEDS O ADMITTED TO INSTITUTION 00 WHEREABOUTS UNKNOWN

O INCREASED INCOME O LEFT THE STATE O REMOVED FROM FOSTER CARE

O EMPLOYMENT 0] INELIGIBLE O OTHER:

VORKER'S SUPERVISOR'S {IF WORKER

1GNATURE - SIGNATURE UNAUTHORIZED! DATE i

RVICE COSTS FOR ADULT MALE SERVICE C‘OSTS FOR ADULT FEMALE

e B o] TRMINING CHORE AT ADULT DAY RS TRANSPORTATION n#?ﬂf.‘vé CHORE QFPE%‘.JS'EFRC. DAY %IZ:TR E A h\l’létlz\:EToo
‘ ) | LG

i7 658 659 661|662 ! \e68 - 1}

PEAVISOR'S

SNATURE

SH 1506 AX (REV. 1/81)

EMPLOYEE

DATEA%;+ 33‘—. q \

NUMBER

EMPLOYEE l
NUMBER

DATE

MMy




e -
SUB. | CASE E EAE €0. | uMIT |WORKER , TACATION ELIGISILITY DATE OF LAST
248 |casgnNam FIRST Mi| No. NO. NO. ¢ & DATE CHANGE

y ! - 1
) L1109
1
Acol, | m‘\\r\ z ,
3 - ! P4 6 6 7 8 9
LIVING
ARRANG.
1
19 20 21
.. ADDED GR REMOVED
IND, DA

25

v
4
1
|

A |oB-

32

33

FOSTER FOSTER FOSTER CARE El_l IBILITY STATUS
CHILD CARE CHILD CARE RES. REHAB. Qwre RPre SPECIAL NEEDS | SPEC. SERVICE b EFF. DA
[} & o] . ] ] ] ]
H e [ H 1 1
| o ‘Hli-: 3 | Flog-311
1 .
i 35 1 36 ! 37 ! ! ' 40 i
j- |48 47 48 50 B

LD CARE TYPE

CHILD CARE TYPE

LIVING
ARRANG.
16 17 18 19 20 21
S
m_o‘gggﬁgrﬁ\g‘_usecuawv } EsH ' mMEDICAL ( \np, ADDED OR REMOVED
. "
| e " A lo8-23-91\
24 ; 26 : 26 | 32 |33
CHILD CARE CHILDCARE | RES.REHAB. FOSTER | =~ FOSIER o SPECIAL NEEDS SPECTESElgi\'I‘I'éE OTAL o o ELIGIBILITY STATUS e
' i ' | ‘e 1 i 1K-4
i + 1 -
z | | s | 4T | oB-asq)
! : 35 i lae 1 fsr 1 s i s 1 a0 1 P Ja2 a3
5 46 47 48 |49 50 51 52
HILD CARE TYPE CHILD CARE TYPE
6 57
M. | NAME FigsT §v SEX | RACE BIRTH DATE ety
- : | O
\ Kcmo. Ik | Tehew | miw 5/°|/‘N
0 3 ! 14 16 a6 7 18 21
- , ADDED OR REMOVED

HILD'S SOCIAL SECURITY
CCOUNT NUMB

CHiIL.D CARE

RES. REHAS.
TEs- RER

SSH 15068X (PWS-5BX) Rev. 1178}

NUMBER




fj_{,/w/ /Z /44@

j\ﬂ%’W%)w?z/
| \ﬂmm,ﬁm b abt b punisdic than
W/MWM Ly, sntt
UMJ&M ¥

MWW’ /CZMJMMIQZM/

S Aorve atundug o T wik e
mwém%ﬂwn%7wwt M"/%’WW%
Uavuw' Dt atas vazdm%
J‘,/MML/AWWU Lhncalinlud) A ,
o Rl Aoiig, W@me Aleo W%W
fohone Lontactsy W - wrtld pe

e i e

ltwnaiire A W{mwmﬂmﬂmﬂ%

%%WWMM«/%% /sz

kL Le WAL D
M%I/WWWMJK/EMW W
Aarm) (Hat wae oone 1 /my.
-7@& J”J@W UL Al L
Hime 0 HAw gy L Anozd L pidrs
aéo,é/w%tﬂ/b/w aAnd ﬁwzzwwwwwmzﬂm@
M\Z/(%Maq/ﬂw&,&ﬂw | WNAIIH A

U blew than § WAlled, o bt
/ﬁwﬁmuMMM© WW and ¥ A

WﬁwWWa/‘jm Asm Ihal wne




i(W.@WﬂMWWW%//@%%@U

_MWMMMWW, ant & am '%_/Z

pontinee) i QLUN %/%Mé WWW%Z/MW
: /( ¥ F #

iﬂ//%’é 4. Y JUAGLCLEL - 0 4 ‘ .
JWZ bpr that Wl Lhu w%w St ALlindi,
| Hetor




f mymmrm - HAVEAR SRANCH

g u.»?

-

STAT! WAII

REQUISITION & PUHLHASE ORDER

Bocia) Services

ORGANIZATION FUNCTION AND ACTIVITY

NOTICE TO VENDORS
Conditions_of purchase are listed on the back side of this purchase order.

Please
read carefully Payments may be delayed if all steps are not foliowed.

mxsm £, m. 111, PH.D.
?.a. m 1311

3.3, ﬂiﬂi}. %763

‘OYMENT OPPORTUNITY and
es in all phases of employmerit.

AFFIRMATIVE.ACTION employer.” We encourage

.. & 01908453

08/08/92

Date

Deliver Before

DELIVERY ADDRESS

BILLING ADDRESS

 Dept. of Human Services

Family 6 Adule Services Division
EH Child Welfare Sarvim IT (72
PO, Box 1562

Hile, HI - 96721~1562

DESCRIPTION

GOODS/SERVICES RECEIVED IN GOOD ORDER AND CONDITION BY

" VOUCHER

REQUISITIONER NUMBER

AUTHENTICATED BY:
L -

;. ogszet | UNIT PRICE | AmounT

[

DATE : ‘A‘UTHOF‘%IZED Sléh;ATURE
: FOR DEPARTMENT USE ONLY .
_VENDOR B i )
NUMBER SFX

Z(XXVXXXXXXXV XX —
EX TC F |l YR APP DV OBJEC;I' CcC ’ PROJ NO. |PH | ACT ESTIMATED COST ACTUAL COST: M IR] _OPT DEPT DATA ]
EX XXX X XX | XXX [XX XX XX XX XX xxxxxxxxxxxxxxXxx’x)'(xxx (XX XXXXXXXXXXX XXX |x XX XXX XXX X XX
81| s2i[e| 93] 101 x| N1 17] 8512 100 101 40 101 %0 | | [K03431563300-42
2| 621/6) 93| 101 £| 7117 8512 100 84 |50 84 | |T034259666/20 261
3| 62116] 93| 101 x| 71178 asiz 160 50 (78 30 70 | | 1031018301/26

; !

; |




&
z
£

christopher E. Barthel, III, Ph. D.
P. O. Box 1811
Kamuela, Hawaii 96743
July 2, 1992

!awal 1||| !ranc! Administrator

Attention: ﬁ, social Worker
Family and Adult Services Division
P. O. Box 1562
Hilo, Hawaii 96721-1562

Re: SN & Kepa .
FC-S No. 91-48

For report for hearing, as follows:

Review and report—writing,

1.5 hours @$65/hour.......coremrrrsrrs $97.50
4% tAX. . eosasoramrmrrrs 3.90
Total balance due.......: $101.40

THANK YOU : F‘Emﬂ,’-éxdu!i Svs. Liv. - Flawali Branch ’1

p.O. No.__ Ol40 49> _
Dete Gen - Tao'd 7/716'?'
Dale fnv. ’l/’?lﬁ?’ .

Dalz inv. S27 j_ {72 17) b Ll
’ £.0. Comm i e froomed
AZ! / 77 h‘ 1 117, hz soilmactery receipt of goods

Christopher E. Barthel, 111, Ph. D.
pPsychologist, Licensed Hawaii




Alternatives To Violence: East Hawail
P.O. Box 10448 e Hilo. Hawaii OG721-54456 & (80O8) OGO 7798 Fax 961-3202

CPS

FROM: LE ANN MADDOX

ALTERNATIVES TO VIOLENCE

DATE : JULY 20th 1992 rc-s /IR
SUBJECT : JAYLIN KEMA PARTICIPATION IN GROUP FC-S {f 91-48
a8 ot st ot ot SR st b ot e st at ot e a0 T ot b ol ol ot e o e e e afe e ot e of sl o7 ot % 2 we o o o o Sr S ST TN AO SRS dr s S Zoveve TR ST R R

AT R S AR A SR S A A N IR T NN A AR R DR DA S O R AR AR AR AR AR R

PROGRESS REPORT

. JAYLIN KEMA
N&MLE: i

ADDRESS : PO BOX 10742

HILO, HAWAII 96721-5742

PHONE: 959-9019

IR S S SR S SO IR )
PP YR S A B B W Y R R R i d L.‘..‘..',.k.‘..'..'..'-.'..‘.-‘--'--‘.."-'-J--‘..'.-'.-‘.-'--‘..l...-'.'--'--t.'.-‘--'-.‘ Al okt ate a%s 0% ats te % ats ote ats wle ot ofe ofe o
b ﬂ)\r\r\l\c\'\l\l\hl\I\’\ﬂnﬁ1\'\4\0\(\:\0\;\4\'\(\l\r\'\nr\'sr\'»llﬂ'\ttvi'~'\t\ﬁc‘l\nnu'\,...'x'\l\r\'\nl\'\rll\l"

JAYLIN KEMA hzs completed; _ X The Intake Process

X Ten two hour Sessions of
Women's Support Groups

.......... R Y R
Xz P A S LS S St e 2

DT T R T L T RN D I R L R R R R
TR TP IS ST S Y L YR SRR AR S S it S AR DR IR I S S A i

Ye
.

COMENTS:

JAYLIN HAS COMPLETED HER 10 WEEKS.. SHE HAS PARTICIPATED AND
PROVIDED OTHER WOMEN WITH SUPPORT. IF YOU HAVE ANY FUTHER QUESTIONS
PLEASE CONTACT THIS OFFICE.

" o G Dol

ﬁf\. A Untes Wwey RoEDD
Ny



. A
CCONFIDENTIAL

-HAWATT STATE EMPLOYMENT SERVICE
EMPLOYMENT CAPACITIES REPORT - MENTAL STATUS

NAME Ja\/lin ke’/wk, DATE OF REQUEST 6I8[aa
BIRTH DATE 4](0/70 ____ OCCUPATIONAL TITLE & CODE C/eV:Ca«Q
~ STATED DISABILITY depresgum] aé@c{v Ve d{?onU/‘
EMPLOYMENT INTERVIEWER \Wa; MW%S LOCAL OFFICE '/-/z]o

PSYCHTATRIC INFORMATION

(Including Mental Retardation)

DIAGNOSIS OR TYPE OF DISORDER W‘MWM ot W

-
, o/ - )
L /‘4_—14 :’./~ Ll AAA LN 7 . 2 PI 7 AT ’/ g

5 77, 2871 AL 2 L 2L f-' —
POSSIBLE ORIGIN (ZA( Lzpre et f ozt Mot 0 i v )
A AL . . -y

Date of Initial Onset g%é?g I.Q., if known How ‘Determined -

Hospitalization and/or Treatment in past 5 to 10 years (dates, locations):

227 A Wea o"/?/

PROGNOSIS (including tentatlve) ,44%25é;

4{’ :“C ,‘l_‘/./ ‘ AZ BT /T . ,‘ 4 O / - Z /2 7

‘IJJ-__‘ - e C A AL

// //”// o 2 L Feaad 1D WW/?M

PERTINENT PERSONALITY FACTORS (aptltudes, 1nterest temperament) : ggggggﬁéégz
. / . £ . 2. : 2200 2 4é241

ES 571 c (Rev 12/81)

“(Over)



o, -2

If the factors listed below are pertinent, please make any comments which may be
.either—favorable or unfavorable for satisfactory job adjustment:

1. Noise

2. Working speed

3. Mechanical hazards

4, Repetitive operations

5. Simple tasks, direet instructions

6. Variety of tasks -
7. Supervision ~ degree

8. Responsibility for decisions -

9. Responsibility for others

10. Working alone

11l. Working around and/or with others

12. Public contact

L. T

LHE PLE Pl (B g L7
lﬁﬂ Reliability for continued Affort P £ ° y A2 AU 2N
A

4

13. Stresses, pressures (/4 y g ' / e VI A/‘ g LA Tl L5 #
/4

15. y night, or part-time work

16. Other conditions

Is applicant able to work? Yes Y _ No If yes, full-time \/ __ or part-time

Is gretum to previous goccupatljon recommended? W_W

‘iz
Additional remarks and/or recommendations;: . beecld

Address P/Q . ,go\c] Ko

| leppele i 76743
Tgieﬁhone 775—?/47/' G 1-75325

Date J’l’//'z?/72,




HAWAII STATF. EMPLOYHENT

777 Kilaues Avenue
Hilo, Hawaii 96720

Juae 18, 1992
TO: CPS
FROM: Ivey Maertens, Employment Specialist

RE: Jaylin Kema

On June 16, 1992, Jaylin contacted me ty telephone to inquire about the JTPA
Job Training Program. On June 18, 1992 an zssessment was conducted and a report

from her doctor has been requested in regards to employment capacities.
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