Counctd now desives o approys i

madc a part her eof.

Section 2. This Resolution is hereby is hereby declared to be an emergency
Resolution necessary for the immediate preservation of the public peace. health, or safety
of the City of Jackson, and for the further reason that the Jackson City Council must act
promptly in approving the Then and Now Certificate. Therefore, this Resolution shali go
into effect upon passage and approval by the Mavor. as provided in Ohio Revised Code
Section 731.30.

Section 3. In the event this Resolution receives a majority vote for passage but fails
to receive the required number of votes to pass as an emergency, then this Resolution
shall be deemed to have passed but with no emergency clause, and shall take effect at the
earliest time permitted by law.

Section 4. This Council finds and determines that all formal actions of this Council
concerning and relating to the passage of this resolution were taken in an open meeting of
this Council and that all deliberations of this Council that resulted in those formal actlons
were in meetings open to the public, all in comphance with the law. ,
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ACCOUNTING OFFICE

TEOMME

TERMIS

CASH DISCOUNTS Will BE FlOUhCD FIRON DATE
RECEIVES VENDOR'S INVCICE

By shipping the goods dalow or by acknowiedging reeaipt of
by narforming the work balow you agras o tha terms and conditl
uiich appear oan tha face. Any different or additional s 3y
accepiance of ihis offar ara hersby objecied .

INSTRUCTIONS TO VENDORS

1. THIS ORDER IS NOT VALID UNLESS SIGNED BY THE CITY AUDITOR FOR AVAILABILITY OF FUNDS.

2. MAIL INVOICES IN DUPLICATE TO THE ACCOUNTS PAYABLE OFFICE,

3. DELIVERY MUST BE PREPAID TO DESTINATION SHOWN ABOVE. THE CITY WILL NOT PAY FREIGHT OR EXPRESS FEES.
4. NO CHANGE MAY BE MADE IN THIS ORDER WITHOUT WRITTEN CONSENT OF THE FINANCE DIRECTOR.

AUDITOR’S CERTIFICATE
it is hereby certifiad that the amount of $ required to meet the contract, agreament,
obligation, payment of expenditure for the above, has been lawfully appropriated or authorized
or directed for such purpose and is in the City Treasury or in process of collaction to the credit
of the fund free from any obligation or certification now outstanding.
! . B ot
L e L e "7 AUDITOR
This, order not valld unless City Audrmfs}’fenmcate is
sgned
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