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Elite ,\ }>\ Chiropractic

It's your Future...

...be there Healthy

& Wellness Centers Confidential Patient Information

Date

First Name: Last Name: Initial

Major Complaint Information

What is your major complaini(s)

When did this symptom(s) begin?

Using the symbols provided in the Pain Index, mark the areas on the illusirations below where you are experiencing pain.

=

D Dull Nagging Ache
B Buming
— S Sharp / Stabbing
N  Numbness/ Tingling
M Muscle Spasm / Pulling

For example; ifyou are experiencing moderately
severe burning pain in back of your neck, you
should note a B8 on the neck of the illustration,

If this i$ an injury, describe what happened:

FRONT BACK

On a scale of | - 10, how do you feel now? (1 being best, 10 being the worst)
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Have you experienced these symptoms before? (3 Yes (ONo  When?

What aggravates this condition?

What decreases the symptoms / pain?

Have you seen another doctor for this condition? O Yes (ONo  Dactor's Name:

Date consulted: Diagnosis:

Does this condition interfere with your sleep? [J Yes (I No Ifso, how many limes do you wake up in pain per night?
In what position do you sleep? (I Back  [JSide  (J Stomach
Do you sleep with a pillow? [ Yes [JONo How many?

Does heat affect the pain? (J Yes O No Ifso, how?

Does cold affect the pain? (J Yes [INo  Ifso, how?

Doyouwearaheel lift? [ Yes (JNo Ifso, whichside? (JRight {JLeft

Does it cause pain to cough, grunt, or sneeze? [J Yes [INo Ifso, where?




Check those activities below during which you experience difficulty or pain:

O Lying on back O Lying flat on stomach O Pushing O Stooping O Walking
O Lying on side O Getting in/out of car O Pulling O Sitting O Sneezing
O Standing for long periods O Dressing Self O Reaching O Bending forward O Coughing
O Turning over in bed O Sexual Activity O Kneeling O Bending backward O Other:

FILL OUT THE NEXT THREE SECTIONS AS THEYAPPLY TO YOU -

Lower Back Pain

Does pain radiate into the leg? (J Yes (JINo Does pain radiate to the abdomen? [J Yes (JNo
Do you have numbness or tingling into the legs? [ Yes [INo Explain:

Do you ever have impairment of bowel or urinary function? (J Yes [JNo Explain:

If you have a neck injury, does it affect: (Check all that apply) (1 Hearing (3 vision [ Balance [J] Cause ringing in your ears

Do you hear grating sounds? [} yes [ONo Do you feel pressure or pain behind your eyes? [ ves [JNo
Does pain radiate into the arm? [T} Yes [JNo  Where?

Do you have difficulty lifting or turning your head? (J Yes [INo  Ifso, in which direction? [ Right [J Left [J Up [J Down
Headaches

Do you get headaches? [J Yes [(JNo Frequency Do you have a family history of headaches? [J Yes [JNo
q ¥

. Do you experience the following along with your headaches: Pain or cracking in your jaw? (] ves [JNo
Abnormal blood pressure? [J Yes (ONo (JHigh (JLow  Nausea, Vomiting or Visual disturbances? [J Yes (ONo
" When was your last eye exam by adoctor? [J I-6months  [J 6-12months (] 1-2years [JJ over2years Results:

If female, are you pregnant? (J Yes [JINo [ NotSure Ifyes, what is your due date?

List all medications you are taking now, including over the counter medication:

Have you ever had any surgeries or hospitalizations? [] Yes [JNo  Please list:

Type of Hospitalization / Surgery Date: Type of Hospitalization / Surgery Date:

‘Have you been x-rayed in the last 12 months? [ Yes [INo When?

‘Have you ever been seen by a chiropractor before? [ Yes [JNo Please list:
Name of chiropractor: Date: Name of chiropractor: Date:
‘Do you have a family physician? [ ves (JNo Name of physician: Phone:

Address:




Loss of Concentration
Eyes Sensitive to Light
Memory Loss

Heavy Feeling of Head
Dizziness

‘Ringing in Ears

Loss of Smell
Loss of Taste
Pain Behind Eyes
Fainting
Palpitation

PLEASE CHECK ALL ADDITIONAL COMPLAINTS YOU HAVE AT THIS TIME:

@]
O
©)
O
O
O
O
@)
O
O
O
0

Neck Stiffness

Neck Motion Restricted
Upper Back Pain / Stiffness
Mid Back Pain / Stiffness
Right / Left Shoulder Pain
Right/ Left Arm Pain
Right / Left Leg Pain

Pins & Needles Arms / Legs
Vision Problems

Sinus Trouble

Nervousness

Chest Pain

(O Shortness of Breath
QO Irritable

O Anxiety

O Depression

O Insomnia

O Fatigue

O Excess Perspiration
O Digestive Trouble
O Nausea

O VYomiting

(O Diarthea

(O Constipation

Additional Complaints

O Cold Hands

Cold Feet

Jaw Pain
Hypertension
Diabetes

Convulsions

Allergies (Please List)

OC 000 O

Anemia
Heart Disease

CC

O Arthritis
O HIV (Aids)
(O Other (Please List)

Please Specify Location:
O Numbness
O Swelling

O Cuts

O Brising

O
O
O
O
O
@]
O Loss of Balance
o]
O
®]
O
@]
Do

you have, or have you ever had, any diseases or medical problems not listed? (1 Yes [ No If so, please list:

If yes, please explain:

Have you ever had? [J Motor Vehicle Injury ([ Sportslnjury [ Work Injury

(3 Slip and Fall Injury

Any additional information you would like the doctor to know about before beginning care at Elite Chiropractic & Wellness Center:

Address:

Personal Information

City / State / Zip

Home Phone:  ( )

Mobile Phone:

E-mail:

Work Phone:

( )

Birth Date:

‘Social Security #:

‘Driver's License #:

Ape:

Sex: OM

OF

" Occupation:

Work Address:

Employer’s Name:

City / State / Zip:

Name:

Marital Status: 0 § OwM O D

Ow

How wete you referred to Elite Chiropractic & Wellness Center?

Emergency Contact

Spouse's Name:

# of Children:

Home Phone:  { )

Address:

Relation:

Work Phone: ( )

Insurance Company:

Insurance Information

Address:

Phone #

Insured's Name

“Insured's Birth Date:
.

Insured's SS#

Insured's Employer:

Group #




IF YOURS IS AN ACCIDENTAL INJURY, PLEASE COMPLETE THE FOLLOWING QUESTIONS
Personal Injury

Date of Accident: Hour ____ AM PM Location:

How did accidentoccur? —____ AutoCollision _ On-the-jobinjury — Other:

Please describe the accident or injury

If work related, did you report the injury to your foreman or employer? (J Yes [J No

If work related, name and phone number of foreman or authorized person
If auto accident were you () Driver [ Passenger [ Pedestrian

If auto collision, were you struck from (3 Behind O Right Side O Left Side O Front O Auto was parked

If auto accident, did your car strike the other(s) involved? [J Yes [J No  Ordidthe other carstrike yours? [ Yes (0 No [J Undetermined
Did you require post-accident hospitalization? [] Yes O Ne

Lostwork time [ Yes [J No  Ifyes, date you returned to work

Do you have an attorney who has advised you in this case? [ Yes (0 No Attorney Name:
Address: Phone#: ( )
Authorization & Assignment

1 authorize Elite Chiropractic & Wellness Center to release any information decmed appropriate concerning my physical condition 1o any insurance company, attorney
or adjuster in order 10 process any claim for reimbursement of charges incurred by me.

[ authorize the direct payment to you of any sum I now or hereafter owe you by my attorney out of the proceeds of any settlement of my case, and by any insurance com-
pany obligated 10 make payment to me or you based in whole or in part upon the charges made for your services.
I understand that whatever amounts you do not collect from insurance proceeds (whether it be all or part of what is due) 1 personally owe you.

1, the undersigned do hereby appoint Elite Chiropractic & Wellness Center authority necessary to endorse and cash any checks, drafts or money orders which are made
payable to the undersigned or as co-payee with this clinic when said payments are due to services rendered on behalf of the undersigned by the clinic,

T understand and agree that health and accident insurance policies are an agreement between an insurance carrier and me. I clearly undersland and agree that all services
rendered me are charged directly to me and that [ am personally responsible for payment. I also understand that if T suspend or terminate my care and treatment, any fees
for professional services rendered me will be immediately due and payable. I will be responsible for any costs of collection, attorney's [ee or court costs required o collect
my bill.

Informed Consent

1 hereby authorize physicians and staff at Elite Chiropractic & Wellness Centers to treat my condition as deemed appropriate. The doctor will not be held responsible for
any pre-existing medically diagnosed conditions.

1 certify Lhat the above information is correct to the best of my knowledge. [ will not bold my doctor or any staff member of Elite Chiropractic & Wellness Centers responsible for any errors or
omissions that I may have made in the completion of this form.

Chiropractic, as well as all other types of health care, is associaled with potential risks in the delivery of treatment, Therefore, it is necessary to inform Lhe patient of such risl_:s prior to inliating
care. While chiropractic treatment is remarkably safe, you need (o be informed about the potential risks related to your care 1o allaw you to be fully informed before consenting to treatment.

Chiropractic is a sysiem of health care delivery and thercfore, as with any health care delivery system, we cannot promise a cure for any symptom, condition or disease as arcslult of treatment 1n
this office. An attempt to provide you with the very best care is our goal, and if the results are not acceptable, we will refer you to another provider who we feel can further assist you

Specific Risk Possibilities Associated with Chiropractic Care.

Soreness: Chiropractic adjustments and physical therapy procedures are sometimes accompanied by post treatment sareness. This is a normal and acceptable accompartying response to chiropractic
care and physical therapy. While it is nat generally dangerous, please advise your doctor if you expericace soreness or discomfort.

Soft Tissue Injury- Occasionally chiropractic treatment may aggravate a disc injury, or cause other minor joint, ligament, tendon, or other sofi-tissue injury.

Rib Injury - Manual adjustments Lo the thoracic spine, in rare cases, may cause rib injury or fracture. Precantions such as pre-adjustment x-rays are taken for cases considered at risk. Treatment 15
performed carefully Lo minimize such nisk.

Physical Therapy Burns - Heat penerated by physical therapy modalities may cause minor burns 1o the skin, This is rare, but if it occurs, you should report it to your docior or a staff member.

Stroke - Stroke is the most serious complication of chiropractic treatment, The most recent studies estimate that the mcidence of this type of stroke 1s | in every 5 million upper cervical
wdjustments.

Other Problems - There are occasionally other types of side effects associated with chiropractic care. While these are rare, they should be reported to your doctor promplly
If you have any questions concerning this form or the above statements, please ask your doctor.
Having carefully read the above, I hereby give my informed consent lo have chiropractic treatment administered.

Date Patient's Signature Witness
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Consent for Use of Disclosure of Health Information

Our Privacy Pledge

We are very concerned with protecting your privacy. While the law requires us to give you this disclosure, please
understand that we have, and always will, respect the privacy of your health information.

There are several circumstances in which we may have to use or disclose your health care information.

1. We may have to disclose your health information to another health care provider or a hospital if it is
necessary to refer you to them for the diagnosis, assessment, or treatment of your health condition.

2. We may have to disclose your health information and billing records to another party if they are potentially
responsible for the payment of your services.

3. We may need to use your health information within our practice for quality control or other operational
puUrposes.

We have a more complete notice that provides a detailed description of how your health information may be used or
disclosed. You have the right to review that notice before you sign this consent form (164.520). Please feel free to
contact us at any time for a copy of our privacy notices, or you may download a copy from our website at
www.elitewellnesscenters.com.

Promotional Activities

From time to time our practice sends out information to make you aware of products, services, events and special
promotions. The doctors and staff at Elite Chiropractic and Wellness may need to use your health information
including your name, address, phone number, e-mail and your clinical records for the purpose of marketing health
information, products and services to you. You have the right to refuse to give us this authorization. If you do not give
us permission, it will not affect the treatment we provide to you or the methods we use to obtain reimbursement for
your care. You may inspect the information that we use to contact you for marketing purposes at any time (164.524).
Our practice and staff may receive direct or indirect remuneration from our marketing activities.

Your right to limit uses or disclosures

You have the right to request that we do not disclose your health information to specific individuals, companies, or
organizations. If you would like to place any restrictions on the use or disclosure of your health information, please let
us know in writing.

You may revoke your consent to us at any time; however, your revocation must be in writing. We will not be able to
honor your revocation request if we have already released your health information before we receive your request. If
you were required to give your authorization as a condition of obtaining insurance, the insurance company may have
a right to your health information if they decide to contest any of your claims.

| authorized you to use or disclose my health information in the manner described above. | have read your consent
policy and agree to its terms. | am also acknowledging that | have received a copy of the consent and authorization
form.

Printed Name Date

Signature Guardian/Representative



	Text-40k7pTCOg7: 
	Text-ibB2ZQVt_T: 
	Text-pU_Nwtx1uc: 
	Text-udJ6F918go: 
	Text-Sb_q44tbC_: 
	CheckBox-iSk7GcitYY: Off
	CheckBox-KDt0Gm42ov: Off
	CheckBox-_S_vzRxU5P: Off
	CheckBox-pGwEiHVkEG: Off
	CheckBox-pJePeZIHf-: Off
	CheckBox--N7yIDbW9k: Off
	CheckBox-AxIE7IGbcb: Off
	CheckBox-D1_6sMHWHp: Off
	CheckBox-BUOEG5RUYM: Off
	CheckBox-NmrlJNEKw3: Off
	CheckBox-281E0_KOE7: Off
	CheckBox-8pvTsflRaY: Off
	CheckBox-KJjmCW8DrF: Off
	CheckBox-C_UTwaJFUX: Off
	CheckBox-X2LrKsaXW5: Off
	CheckBox-KTasqTgjg8: Off
	CheckBox-1Bh1YjHEZm: Off
	CheckBox-gR9FxLDq-S: Off
	CheckBox-RzyiR2_44M: Off
	CheckBox-Vk4hQC5NPW: Off
	CheckBox-n38S_0AkiF: Off
	CheckBox-Zf6xaxI1I5: Off
	CheckBox-yh-lJHMe3R: Off
	CheckBox-a-SRuyenD0: Off
	CheckBox-oAiUQPYj2A: Off
	CheckBox-OMXpd0genX: Off
	CheckBox-0dUoKPcXze: Off
	CheckBox-YxlmO3ILw9: Off
	CheckBox-WCMh5Lewq6: Off
	CheckBox-0BWADxxoih: Off
	CheckBox-ppzroaiCx4: Off
	CheckBox-zhr8dR7Jtj: Off
	CheckBox-UyjxUdnULi: Off
	CheckBox-iJJUWFJBZ0: Off
	CheckBox-w8vFT_tdXE: Off
	CheckBox-iyD0TlpWOW: Off
	Text-wPZCRo1J3B: 
	CheckBox-NJPU43Qzg5: Off
	CheckBox-Edj3obmCnl: Off
	CheckBox-ksc9AroC2W: Off
	CheckBox-x4hYiF7JQ1: Off
	CheckBox-HAFGWqBOfD: Off
	CheckBox-pxs2ApNi1_: Off
	CheckBox-1FbLno9m-A: Off
	CheckBox-RSqnrhGvkW: Off
	CheckBox-qqkvTgzkDJ: Off
	CheckBox-c2e7P6x_bG: Off
	Text-eCDyIUjlFb: 
	Text-6gsCHu4Bum: 
	Text-Lg0OZas35p: 
	Text-HqASZS2Dqo: 
	CheckBox-P1tEyTV-78: Off
	CheckBox-iTR9cbZijE: Off
	CheckBox-FGqlul9gdP: Off
	CheckBox-vaYuXxQXfq: Off
	Date-ozr7YVg3ey: 
	Text-XZUrGIyPao: 
	CheckBox-1BFzCAwFXL: Off
	CheckBox-VOugQYOlAv: Off
	Text-WE2l6Wdn91: 
	CheckBox-P9WeRZyxws: Off
	CheckBox-mmm0m0Od-T: Off
	CheckBox-7GwbW7_XXR: Off
	CheckBox-PJu1X6VdQL: Off
	CheckBox-BI_wg-s3iB: Off
	CheckBox-jABqg4w1pK: Off
	CheckBox-V4fV2goEVQ: Off
	CheckBox-MYIn4SHXDS: Off
	CheckBox-ItOgm6e2oj: Off
	CheckBox-v_WFrRtsWd: Off
	CheckBox-eTylh8QjFV: Off
	Text-22PCeirRAk: 
	Text-yKfE4tZoXj: 
	Text-UfT-tEyGGS: 
	CheckBox-ysr_58irQX: Off
	CheckBox-8ROK7Ok1TG: Off
	CheckBox-kHDgBZRR1U: Off
	CheckBox--GIGJymMfj: Off
	Text-1SwAsi2KGU: 
	CheckBox-CZV_a4MK-D: Off
	CheckBox-jFqD_5lEo5: Off
	CheckBox-2Yz3C32S-Y: Off
	CheckBox-JSaMceAyw4: Off
	CheckBox-5cx1WDQ_Qp: Off
	CheckBox-fPlFtH3idE: Off
	CheckBox-5Bnb_W6jfB: Off
	CheckBox-a38zl3gjcg: Off
	CheckBox-NqAF07uKAa: Off
	CheckBox-W3Z-akvMX_: Off
	CheckBox-KU9iCm4EYM: Off
	CheckBox-GMJ8rFaPRp: Off
	CheckBox-rtapJs99TN: Off
	CheckBox-Ajsut7GODy: Off
	CheckBox-Ze-0osv0GY: Off
	CheckBox-EmwzLA2riQ: Off
	CheckBox-9dzojfEnx9: Off
	CheckBox-HOT61882BK: Off
	CheckBox-50_nB1s3fG: Off
	CheckBox-NTmuefRgj4: Off
	Text-NVCVHrWzgg: 
	CheckBox-ViRrrE19Y8: Off
	CheckBox-q_Uk-Rk98T: Off
	CheckBox-0Vhr_xvt5J: Off
	CheckBox-pVLWEh2CrE: Off
	CheckBox-L527XJbhV6: Off
	CheckBox-j91ZWWjVWA: Off
	Text-xGap0CemfU: 
	CheckBox-9oOc6yfLjn: Off
	CheckBox-MDuWAefxmI: Off
	Text-PQ8HUb-bvx: 
	CheckBox-rW95fyExue: Off
	CheckBox-ATHmxNomja: Off
	CheckBox-VNg64CNHym: Off
	CheckBox-lYtuPcEDMe: Off
	CheckBox-Y0Lb60kVoy: Off
	CheckBox-fXWPDvK92o: Off
	CheckBox-kmQPWvQ8Uy: Off
	CheckBox-Tcr-_yzv3_: Off
	Text-rkYLorrU2u: 
	CheckBox-XhazI-sYCm: Off
	CheckBox-F_aoF2WHD6: Off
	CheckBox-p-fpwLuwJI: Off
	CheckBox-d7k2be4-gZ: Off
	CheckBox-wWr2cNQ3jw: Off
	CheckBox-W411vhBjcQ: Off
	Text-Us3Dmop7NF: 
	Text-kTydjor93S: 
	Date-UBdNCp9XqK: 
	Text-1XPRrlTAzT: 
	Date-OmguYyAmF_: 
	CheckBox-SoyQ33ZcL3: Off
	CheckBox-kaVLeBE2JG: Off
	Text-lI8KINufcq: 
	Text-B6COzTX03i: 
	Text-IMLcGUdYYq: 
	Text-Dak_zTzG1N: 
	Date-wbT-SoOgeD: 
	Date-AP3BiXeY1U: 
	CheckBox-NrfyVIAyGj: Off
	CheckBox-LlbLQCkEMZ: Off
	CheckBox-hPUi6ysh7T: Off
	CheckBox-VM8Vs6M4Op: Off
	Text-WjTx4R4xcq: 
	Text-0srwOX5ypa: 
	Text-D5HfkmVcKq: 
	Date-y3tUWmnnCg: 
	Date-wAY9qq2iJe: 
	Text-24D_qvEfLu: 
	CheckBox-nafbAWmtVz: Off
	CheckBox-95cuLlo0ON: Off
	CheckBox-KjpZd_lWyE: Off
	Text-3vcQ2nvY42: 
	CheckBox-GxavGOyeve: Off
	CheckBox-d4cvTlXkST: Off
	CheckBox-RvS9MN9xUW: Off
	CheckBox-KaHJmUWvG6: Off
	Text-Gz4OZcwvpO: 
	CheckBox-zrvr-Q6ZqB: Off
	CheckBox-8MyhLb2AKX: Off
	CheckBox-hmY4O48zjL: Off
	CheckBox-QgmmF3OWHz: Off
	CheckBox-T64pAvZUsw: Off
	CheckBox-mRNcj5FkFX: Off
	CheckBox-0Qc6RT5zMk: Off
	CheckBox-5hCBoG9zsR: Off
	Text-3d9FHn4_zL: 
	CheckBox-mV8PzF57bl: Off
	CheckBox-A4GiZpg2-v: Off
	CheckBox-MJISqV5vxZ: Off
	CheckBox-xFKZYyilIm: Off
	Text-39aq80Oo0Q: 
	Text-h8as6qWZaz: 
	Text-w9FANCjSwW: 
	Text-7llw7DwKD1: 
	Text-uaPKjHez6f: 
	Text-QMWbngugVL: 
	Text-0d1nhdd4HL: 
	Text-BlCoRKWXfZ: 
	Text-W_4MPbSreU: 
	Text-YRbQ96WAd6: 
	Text-TmhmR_hrHw: 
	Text-8VBZqyI_pk: 
	CheckBox-t18TFCz8lX: Off
	CheckBox-L7fCID_JLq: Off
	CheckBox-av_yQxIlvh: Off
	CheckBox-eu_x_1z_AQ: Off
	Text-1-UkTAyOhl: 
	Text-TKa58XQKf3: 
	CheckBox-WIfIYyDZtm: Off
	CheckBox-y1dCs1n_8D: Off
	CheckBox-4AwAt3jeHW: Off
	CheckBox-ZJ7FJpySLd: Off
	CheckBox-EJbWCprNYZ: Off
	CheckBox-vofoW658M9: Off
	CheckBox-dSs8i0y37u: Off
	CheckBox-s8oRaQbq1O: Off
	CheckBox-coHJsgZizP: Off
	CheckBox-y-VwdZL6-z: Off
	CheckBox-qxU6ypgrBy: Off
	CheckBox-5OYY5R5Dsy: Off
	CheckBox-GYgZxzAh7p: Off
	CheckBox-3oaJG0McVy: Off
	CheckBox-GBjiyk8Jnq: Off
	CheckBox-jLXKU55EhF: Off
	CheckBox-euHvUPWXud: Off
	CheckBox-wCatJKAJ6E: Off
	Text-kJ7RIm4DUM: 
	CheckBox-RtvCCMGrys: Off
	CheckBox-PlLNujWKMG: Off
	CheckBox-HzIsgWg-tE: Off
	CheckBox-CToUF6WGxG: Off
	Text-vdDzbnMTjr: 
	Text-IGd8mIHc90: 
	Text-ht8lKnYfIK: 
	Text-DbpeCPKd3f: 
	CheckBox-InT-ilwkkH: Off
	CheckBox-YXa6ce8Bpe: Off
	CheckBox-S6CnEZ0WIa: Off
	CheckBox-1s0fBWfxjw: Off
	CheckBox-yrZnkjonay: Off
	CheckBox-gv0b2eY9OX: Off
	Text-OdmQYX8ryH: 
	CheckBox-TcHoDNJtTL: Off
	CheckBox-SVOMh0Q0vx: Off
	CheckBox-2VRGTbyCaa: Off
	CheckBox-E_IMic2XYP: Off
	CheckBox-oZXZH1-WyS: Off
	CheckBox-PGACzwPM5A: Off
	CheckBox-nmiLOxAfqu: Off
	CheckBox-tztfj0-tjt: Off
	CheckBox-xYzaL0ALHf: Off
	CheckBox-tdrOCJxM8Q: Off
	CheckBox-mgTmz6APwH: Off
	CheckBox-Gave_UkIDM: Off
	CheckBox-Y-6lx6sEYN: Off
	CheckBox-AQbsXz266w: Off
	CheckBox-Z-XNhXtu2m: Off
	CheckBox-gIMIZY6BHz: Off
	CheckBox-fm2pxY7c4M: Off
	CheckBox-vK2s3y-lAD: Off
	CheckBox-7TsV1vEEar: Off
	CheckBox-3U4GmoA1Jq: Off
	CheckBox-hSJoCZdRMI: Off
	CheckBox-DjAsLS-3Tj: Off
	CheckBox-ZS-Pudn5HX: Off
	CheckBox-Y0ROw9X6qX: Off
	CheckBox-GCZz6mZzaT: Off
	CheckBox-DtQk_kY0cs: Off
	CheckBox-gdEV86t-V4: Off
	CheckBox-1Cak5YwXJX: Off
	CheckBox-Vyc_Gh9Ubf: Off
	CheckBox-QPsXCLx1Dm: Off
	Text-Yy_xyMihu4: 
	Text-CewYHnphM3: 
	Text-IL7LAH15nj: 
	Text-kVHgCxB0Hb: 
	Text-WHLfhmKy3b: 
	Text-xs7OQVLEHX: 
	Text-oH0UQH6127: 
	Text-x8pvHZAPtr: 
	Text-ahuHXANkpJ: 
	Text-NP9HhOkHmO: 
	Text-9v8ObdH6Ph: 
	Text-VkFzk0EDvu: 
	CheckBox-Qk78rOtQ8Y: Off
	CheckBox-zo-mJsDxdZ: Off
	Text-SR9gbaEfwa: 
	Text-w6Wu_fzCMl: 
	Text-aGaUUB4ZAy: 
	Text-2Cb9yEvk8g: 
	Text-4VPDthHNgE: 
	Text-GEhWnxgsVu: 
	Date-fiHby2uy1T: 
	Text-bxVXFcOxco: 
	Text-d0SiqMoYip: 
	Text-ulBrsG4itK: 
	Text-3vYhhRp2k0: 
	CheckBox-YTPiQnIZEN: Off
	CheckBox-CNaGDGRwOg: Off
	Text-4n73PgwVuo: 
	Text-RZo7lOny5B: 
	CheckBox-YtCv0sGQXE: Off
	CheckBox-x9saDzG4qE: Off
	Text-ZVJVLTUVR5: 
	Text-L9rgsbtjOL: 
	CheckBox-9cEeA6DL0m: Off
	CheckBox-GBHRadKZsi: Off
	CheckBox-lOolaHNK8F: Off
	CheckBox-HCTjet71Q4: Off
	CheckBox-JgZWs0VgLi: Off
	CheckBox-rmTJeeZ5nt: Off
	CheckBox-JLz1exmd9z: Off
	CheckBox-n-JiaDrwCX: Off
	CheckBox-2pzeju_Xw-: Off
	CheckBox-BgpO5n0Tbm: Off
	CheckBox-8Unq_FnRAk: Off
	CheckBox-y0Llq_dGYC: Off
	CheckBox-XSjL49Lrc8: Off
	CheckBox-KEOZkzwqcX: Off
	CheckBox-IikPjZqwJG: Off
	CheckBox-lmFliQyjPq: Off
	CheckBox-syqO3IHSqe: Off
	CheckBox-Shw0wQ7Itj: Off
	CheckBox-_DD7C3dRR-: Off
	Text-HZtzQU65ds: 
	Text-3mBKEdqiLB: 
	Text-hHPQcBmtrv: 
	Text-FUMINzkThI: 
	Text-q5-yrDtEn4: 
	Text-odhIP5zB6-: 
	Text-alaBxBi9ft: 
	Date-YZmlkpRRS4: 


