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May 1963) JNITED STATES SUBMIT IN ~ (PLICATE* Budget Bureau No. 42 R{424.

DEPARTMENT OF THE lNTERlOR ég‘tslée;idgstr..w_;,ns on re R LEASE!DESIGNA'HON AND SERIAL NO.
GEOLOGICAL SURVEY LG 2609

SUNDRY NOTICES AND REPORTS ON WELLS O R O i

{Do not use this form for proposals to drill or to deepen or plug back to a different reservoir.
Use “APPLICATION FOR PERMIT—" for such proposals.)

e

(=]

1. 7. UNIT AGREEMENT NAME

OIL GAS

WELL WELL OTHER
2. NAME OF OPERATOR ) 8. FARM OR LEASE NAME

./

o R.D. Collier / Friess
3. ADDRESS OF OPEEATOR 9. WELL NoO.

o ¢/o Kennedy 011 Cc., Box 151, Artesia, N.M. o 1
4. LOCATION OF WELL {(Report location clearly and in accordance with any State requirements.* 10. FIELD AND POOL, OR WILDCAT

See also space 17 below.)

At surface M‘r l-‘.ke Abo

- . - 11. sEC, T, B, M., OR BLK. AND
1650' FSL and 1980' Fal 5Vf/4 &_,/A SURVEY OR AREA
Ses 19, T-17S, R-31:
14. PERMIT No. | 15. ELEVATIONS (Show whether DF, R, GR, etc.) 12. COUNTY OR PARISH| 13. STATE
1 3610 DP Bddy K.M.
16. Check Appropriate Box To Indicate Nature of Notice, Report, or Other Data
NOTICE OF INTENTION TO : SUBSEQUENT REPORT OF :

TEST WATER SHUT-OFF PULL OB ALTER CASING *’4 WATER SHUT-OFF BiPAIBING WELL

FRACTURE TREAT MULTIPLE COMPLETE FRACTURE TREATMENT ALTERING CASING

SHOOT OR ACIDIZE ABANDON* o SHOOTING OR ACIDIZING ABANDONMENT# -

REPAIR WELL CHANGE PLANS I (Other)

(Other) I (NOTE : Report results of multiple completion on Well

Completion or Recompletion Report and Log form.)

17. DESCRIBE PROPOSED OR COMPLETED OPERATIONS (Clearly state all pertinent details, and give pertinent dates, including. estimated date of starting any

proposed work. If well is directionally drilled, give subsurface loecations and measured and true vertical depths for all! markers and zones perti-
nent to this work.) *

ACIDIZED: Matrix acidised, previous perforations, with 4,000 gallons regular aeid',
with packer om 2" EUL tubing set at 6892°',
Maxiaum pressure 750 psi at 1/2 BFM injection rate.

RESULTS:  Prior productiom 20 BCFD & 20 BWED
After treatment " " n "

Above treatment done with verbal permission on 9/9/64.

RECEIVED .

SEP 30 1364 P
0.C. C. I

ARTESIA, OFFICE < ’ . - _‘?.V._

N ".-’ g

R
[PTASN

18. 1 hereby certlty“j.hat !thev foregoing is true and correct

TITLE DATR 9/2 5/ 64

TITLE DATE

*See Instructions on Reverse Side



s

198-290
62ZS86—-0—E961 * 301440 ONILNIN INIWNYIAOD SN

» *JUaWIUOpuUBQY Y3 Jo [BAoxdde 01 Sugyoo] uorjoadsul [Buy I0J PIUOTIIPUOCD
8J18 [I3M 938D pus ‘ {jom Jo doj SuISO[d JO poylom ¢ 310 a3 uf 3391 Lus Jo doj 03 yjdap eyl pus patnd Fuiquj 1o J8uy] ‘3uisvo Lus Jo Supjred yo poyjow ‘szis ‘yunowrs : s3nyd esoqe
puB uddmIaq ‘mofaq persld [v[I9jeW J9Y30 J0 pnw {s3nid JuswIad Jo JuamddBld Jo poyjew pus (urojjoq pue doj) syidep : IS[MISYI0 10 JUIUIAD £q JJo Pareas jou §jUlU0D ping
JUYIPIUSYS JudsdId YIIM 89UOZ JoY30 JO ‘SoU0Z 9ApONPod Juesaid J0 J9WI0 AuB U0 BIBP { JUIWUOPUBYE Y3 JOF SUOSBAX IpNU] p[uoys syaodax pus s[egodoad yons ‘uop3ipps ujy
*§90[P0 93u3K J0/PUB [BIIPIL [B20] £q PAI(NDaI §] 88 UOpIBUIIOFU] [B[0adS YOS 9PNPU PINOYS JUSTUOPUEQE JO §)10da judnbasqns pue [[94 B wopueqs 03 s[esodord : 2] Waj]

. . ‘SM0onasuf ogoeds 10J 0[O [BISPaL I0 93838
[890] 3INSU0)) ‘SIuOWAINDOI [BISPOA GIIM SOUBDPIOIOR U] PAQIIOSIP 3q PINOYS PUB| WBIPUJ IO [BIIPS] UO SUCIBIO] ‘sjudwaiinbal 938)y 8[quojidds ou 218 31943 JI :§ W)

‘90O 3IBI§ I0/pUB [BIIPI [BOO] 94 ‘UIOIJ PIUBIQO 3q ABW 10 ‘Aq PINSS] ] [[[A I0 MO[3q UMOYS I8 I3Y3[d ‘sa01308ad pus 89anpadoad [8uo1FAI I0 ‘BAIB ‘[BOO]
03 paBI1 YIm Arrsmonded ‘pajyjuiqus aq 03 89[dod JO J2qWNU 9Y) PUB WIOF SJY} JO 98N 9y} JUIWIIIUOD SUOIPUJIISUY [8j0ads AI¥SF00U AUY "SUO[IBINISDI pUB AMB] 83818
alqeoridde o3 jusnsind ‘93B)g Yons Uy SPUB] {[B U0 ‘3I8)§ Auv £q pajdadds Jo pasoidds Jj ‘puv ‘SUOIIBINAIL puB MB[ [BIOPIF d[qeoIIdde 01 juensind spuv| UBIPU] PUB [BII
-pag uwo ‘pajwdIpuy 88 ‘pajdrduiod USYM Suo3BIado Yoms Jo sjaodas pus ‘SuojivIedo [[9M ULBIIID wrozrad o3 spesodoid Jupjjwmqns I0f paudisap 8] W0 SIYJ, :[BIdUdD

suolINysu|



