JCISION BEING APPEALED

on a separate sheet and identify a representative in #2 below. If an orgamzatlon 1s gp_p_ealmg,

- indicate the group's name, addresses, and numbers here and identify a representative in #2

:'below
£ cisAa Xay Spaces

Name
Address__ A762 SaA%Y Ave., sw)

: SeaTiLe wa Ge1e

Phone:/Work: Home: @6 1t - 440 -L 157

Fax: Email Address: __SparkS 9 clewmson. edu

In what format do you wish to receive documents from the Office of Hearing Examiner?

Check One: U.S. Mail Fax " _Email Attachment

. Authorized Representative:
Name of representative if different from the appellant indicated above. Groups and
organizations must designate one person as their representative/contact person.

Name
Address

Home:

Phone: Work:

Fax: Email Address:
In what format do you wish to receive documents from the Office of Hearing Examiner?
Fax Email Attachment

Check One: U.S. Mail

Pacréct® 70 $q297-5 P

1. Decision appealed (Departmental File or Reference #):
being appealed: ALK\ ELEMENVTARY SC - P

2. Address (if any) connected to decision
300 sath AVE Sw
3. Type of issue/decision being appealed if known (ask for assistance if unknown)
e
Discussion t €35 Not gss \v _Dge =
w veaeY. APPZAL JoR RE -ONSDERS
ATION O O2PAQTULT

pe
(over) LODE:



APPEAL INFORMATION
Answer each question as completely and specifically as you can. Attach separate sheets if needed and

refer to questions by number.
1. What is your interest in this appeal? (State how you are involved or affected by it)

T L\WE ACROSS tu& STRLEET AVD 4 FJEew Howsges Do)

Feum TuE Scucoe AND AN 4 PAILY WITNESS TO
m?sS © eNT SITUATION AND

_TOAFE\C + SAECTY Progems O Culkn:
AM CONCERANZID PLANS WML aNLr AMACE vy ivgs
M UCKR 1WoksST:

2. What are your objections to the issue being appealed? (List and describe what you believe to
be the errors, omissions, or other problems and issues involved.)

! HAVZ waiTTen A LETTERL WHICK S ATCACYED To

The Enasta

3. What relief do you want? (Specify what you want the Examiner to do: reverse the decision,
modify conditions, etc.)

\wgs’ Sat |

|_canT OE | L) Q
—FEEL cURREUr PROPUSAL 15 UM WORKARLE AND ~EEDS
5 - +TE &
'8 1O0R PARE VG O
CLEARV Scuppe NEZDS RE-ZURQUISHINVNG AT umswAJOT
T™=(S P.qn.
Signature %—w/é M Date 5/,32_/25

Deliver or mail appeal and appeal fee to:

MAILING City of Seattle PHYSICAL  SEATTLE MUNICIPAL TOWER
ADDRESS:  Office of Hearing Examiner ADDRESS: 700 5" Avenue, Suite 4000
P.O. Box 94729 40" Floor
Seattle WA 981244729 Seattle. WA 98104

Note: Appeal fees may also be paid by credit or debit card over the Pphone (Visa or MasterCard only).
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