






















THANK YOU! 

 We appreciate your taking the time to fill in this 
information! 

 Please be assured that all of your information is 
confidential once we receive it.  However, if you return the 
document by email, we cannot guarantee confidentiality. 

 If you filled out the form on your computer, please make 
sure to save the document.  Once saved, you can print the 
form and send it through the mail or by fax. 

 If you printed this form and filled it out by hand, please 
mail or fax to the address below. 

Mailing Address: 

Attn:  Rosemary Kachmarsky 
Law Office of Leslie Wizelman 
243 Second Street 
PO Box 114 
Wyalusing, PA  18853 

Fax:  570-746-3699 

Email:  rosemary@lesliewizelman.com 

If you have any questions, please call us 570-746-3844 

mailto:rosemary@lesliewizelman.com
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