Lake Country Health Center

Dr. Daniel Murray, Dr. Brandon Meye, & Associates

Patient Registration Form

Patient Information:

Full Name: Date:
First MI Last
Address: City: State: Zip:
Home Phone: Work Phone: Cell Phone:

I prefer to receive calls at (Circle): Home Work Cell

Email Address: Social Security Number:

Age: Date of Birth: Sex (Check): [|Female []Male

Iam (Check One): []Under Age 18 []Single [] Married []Divorced []Widowed []Separated []Partnered

Ethnicity (Check): [ White / Caucasian [ |Black / African American []Hispanic / Latino / Spanish Origin [ ]Asian
[]American Indian [|Native Hawaiian
Language (Check):[ [English  []Spanish []Chinese [] Other

Pavment Information:

Person Responsible for Payment: Relationship:
Phone:
Emergency Contact: Emergency Contact Phone Number:

Whom may we thank for referring you?
oOlnternet olnsurance Company  0Ad in Community ~ oPhysician oOther:

DESCRIBE your symptoms today including HOW & WHEN your symptoms started : Indicate where you have pain or other symptoms:

(place “x” where symptoms occur)

Please-be-as-specific-aspossible———— ———

LIST EACH Complaint in order of PRIORITY / SEVERITY.
Circle PAIN LEVEL and Check All TYPES of PAIN you are experiencing for each one:

d . None Unbearable
1. Body part: 01 2 3 45 6 7 8 9 10

COSharp [Dull [ Throbbing [T Numbness [JAching [JShooting [1Burning [Tingling [JCramping [ Stiffness [J Swelling

2. o 1 2 3 4 5 6 7 8 9 10
[JSharp [ Dull [JThrobbing [ Numbness [ Aching []Shooting [JBurning [1Tingling [JCramping [ Stiffness [JSwelling

3. o 1 2 3 4 5 6 7 8 9 10
O Sharp [ Dull [ Throbbing [ Numbness [1Aching [JShooting [JBurning [JTingling [JCramping [ Stiffness [J Swelling

4. 0o 1 2 3 4 5 6 7 8 9 10
[JSharp [ Dull [JThrobbing [ Numbness [JAching [JShooting [JBurning [ITingling [ Cramping [J Stiffness [ Swelling




How often do you experience your symptoms? (Check One)
[l Constantly (76-100% of the day) [ Frequently (51 — 75% of the day) [ Occasionally (26 — 50 % of the day) [ Intermittently (0 — 25% of the day)

How much have your symptoms interfered with your normal daily activities (including work outside the home and housework, home, social
activities)?
[JNotatall [JAlittlebit [ISometimes []Quiteabit []All the time

Activities or movements that are painful to perform: [J Sitting [J Standing [ Walking [JBending [JLying Down

What treatment have you already received for your complaint? [] Medications [ Surgery [ Physical Therapy [J Chiropractic Services
[ Epidural Injection [1X-Ray [ MRI [ Other

If you checked any of the above treatments, please indicate name and address of other doctor:

Is this condition / complaint is due to an accident:
[JNo [ Yes, Date of Injury/accident Type of Accident: [J Auto [JWork [JHome [ Other

Has this accident / injury been reported to: ] Auto Insurance [ Employer [ Workers Compensation Carrier [] Other
Work Activity: [JSitting [J Standing [ Light Labor [J Heavy Labor

In general, would you say your overall health right now is: [ Excellent [ Very Good [1Good [JFair [ Poor
Are you a smoker? (Check One) [ YES LJNO If YES, would you like information on quitting smoking? (Check One) [1 YES LJNO
Habits:
Exercise: [ None [ Moderate []Daily []Heavy
Alcohol: Number of Drinks per []day week [ month
Coffee / Caffeine Drinks: Number of Cups per [l day week month
What is your current stress level?  [1Low [] Average High
For female patients: Are you pregnant? (Check One) [1YES [JNO If YES, what is your due date:
Date of Last:  Physical Exam Chest X-ray Blood Test
Spinal Exam Spinal X-ray Urine Test
MRI CT Scan Bone Scan
Do you take any medications, vitamins, herbs, minerals? (Check One) O YES ONO

If YES, please list medication name and dosage:

Pharmacy Name: Pharmacy Phone Number:

Do you have any allergies? (Check One) [OYES ONO
If YES, please list:

Have you had any surgeries (Include procedure / description / date)? (Check One) O YES ONO
If YES, please list:




Place a mark on “Yes” or “No” to indicate if you have had any of the following:

AIDS/HIV UYes [INo Diabetes UYes LINo Liver Disease L Yes
Alcoholism [JYes [INo Emphysema [JYes [INo Measles [ Yes
Allergy Shots [JYes [INo Epilepsy [JYes [INo Migraine Headaches [ Yes
Anemia [JYes [INo Fractures [JYes [INo Miscarriage [ Yes
Anorexia UYes [UNo Glaucoma [JYes [INo Mononucleosis [0Yes
Appendicitis JYes [INo  Goiter [JYes [INo Multiple Sclerosis [ Yes
Arthritis [JYes [INo Gonorrhea JYes [INo Mumps [ Yes
Asthma JYes [INo Gout [JYes [INo Osteoporosis [ Yes
Bleeding Disorders ~ [1Yes [INo Heart Disease [1Yes [INo Pacemaker [ Yes
Breast Lump [1Yes [INo Hepatitis [1Yes [INo Parkinson’s Disease [ Yes
Bronchitis [JYes [INo Hernia [JYes [INo Pinched Nerve JYes
Bulimia JYes [INo Herniated Disk JYes [UNo Pneumonia L Yes
Cancer [JYes [INo Herpes [JYes [INo Polio [ Yes
Cataracts [JYes [INo HighBlood Pressure [ Yes [INo Prostate Problem JYes
Chemical Dependency [JYes [INo High Cholesterol [JYes [INo Prosthesis [ Yes

Chicken Pox [1Yes [INo Kidney Disease [1Yes [INo Psychiatric Care [Yes

[1No

[1No

[JNo

[1No

[1No

[1No

[1No

[1No

[1No

[1No

[1No

[1No

[1No

1 No

[1No

[1No

Rheumatoid Arthritis

Rheumatic Fever

Sexually Transmitted Disease

Stroke

Suicide Attempt
Thyroid Problems
Tonsillitis
Tuberculosis

Tumors, Growths
Typhoid Fever
Ulcers

Vaginal Infections
‘Whooping Cough

Other

[JYes [INo

[JYes [INo

[1Yes [INo

[1Yes [1No

[1Yes [1No

[JYes [INo

[JYes [INo

[JYes [INo

[JYes [INo

[JYes [INo

[JYes [INo

[JYes [INo

[1Yes [INo




Lake Country Health Center

Dr. Daniel Murray, Dr. Brandon Meye, & Associates

Financial Policy

It is vital for you and your family to have access to quality health and wellness care. Every attempt will be
made to make this care affordable to you and your family. We would advise an insurance policy that allows you and
your family to choose your own physician, not allowing managed care to undermine the quality and standards you
deserve. Our office will file claims and facilitate payment from your insurance company (or third party payer),
but please understand that your insurance policy is a contract between you, your employer, and the insurance
company. If you have specific questions regarding your insurance coverage, please contact the member services
number for the plan. We will submit claims for services rendered to your insurance company unless other
payment arrangements are made within 24 hours of your initial visit.

Our financial policy will require that everyone make a payment at the time of treatment. We accept cash, check pr credit card. This may
only be your deductible and/or estimated coinsurance, or office visit co-payment, but it is necessary for us to collect payments toward your
portion at the time of service. If your insurance company should pay more than anticipated, then we will be happy to refund you any
overpayment. If your insurance company should pay less than anticipated, then you may be billed for an additional amount.

Our policy for a patient whose insurance company pays them directly, we will bill you for any outstanding balance after receiving your
pre-set payment amounts.

Our policy for a patient, who is being treated under a motor vehicle accident/personal injury case, there is a

separate financial policy form. — See Financial Policy for Personal Injury and Accident Patients Form

Our policy for a patient who is being treated under a worker’s compensation case will be required to provide us with your workers
compensation claim/case number and carrier information within 1 week of the initial visit for this condition. If your workers compensation
claim is denied, you agree to work with our billing department to make payment arrangements until the balance is paid in full. Our
policy for a patient who does not have insurance or does not have a current card will be required to pay at the time of the visit.

We offer reasonable rates and payment plans for anyone uninsured. We offer a “pay as you go” plan or “Pay-At-Time-Of-Service” plan
which incorporates discounted rates when you pay the same day as the service is rendered. We can offer our ‘Pay At the Time of Service’ rates
to visits because they involve minimal paperwork, which means that a bill or statement cannot be submitted to insurance companies or to you
by our office without additional fees. If payment is not made at the time of service, our normal billed rate will apply to any statement sent to
you requesting payment.

We reserve the right to charge for appointments cancelled without 24 hours advance notice. This includes appointments made
for chiropractic services, massage, acupuncture or personal training. The fee charged will be $40.00.

If any special or unusual financial considerations are necessary, please communicate these special needs to anyone on our staff
who will be happy to direct to the director of patient accounts.

We look forward to providing you with the finest in personalized care. Thank you.

I authorize the release of medical or other information necessary to process this claim. I also request payment of government benefits either to myself or to the party
Listed above accepts assignment. I also authorize payment of medical benefits to the physician or supplier for services listed above.

Signature Date




Lake Country Health Center

Dr. Daniel Murray, Dr. Brandon Meye, & Associates

Treatment and Care Informed Consent for Chiropractic

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures;
including various modes of physiological therapy, diagnostic X-rays, exercises, massage therapy, acupuncture and
nutritional supplements/dietary recommendations which may be used for me (or on the patient named below, for
whom I am legally responsible) by the doctor of chiropractic named below and/or other authorized licensed doctors of
chiropractic or persons who might now or in the future treat me while working or associated with, or serving as back-
up for Dr. Daniel T. Murray at the clinic or office listed below or any other office or clinic.

I have had an opportunity to discuss with the doctor of chiropractic named below and/or with other office or clinic
personnel the nature and purpose of chiropractic adjustments and other procedures. I understand that results are not
guaranteed.

Although spinal manipulation/adjustment is considered to be one of the safest, most effective forms of therapy for
musculoskeletal problems, I am aware that, as in the practice of medicine, in the practice of chiropractic there are
some risks to treatment. This includes but is not limited to: soreness, dizziness, fractures, disc injuries, strokes,
dislocations and sprains. I do not expect the doctor to be able to anticipate and explain all risks and complications, and
I wish to rely upon the doctor to exercise judgment during the course of the procedure which the doctor feels at the
time, based upon the facts then known to him or her, is in my best interest. I understand that I am responsible for
monitoring my own condition throughout the treatments and will inform the doctor of any unusual symptoms that
might occur.

I have read, or have read to me, the above consent. I have also had an opportunity to ask questions about its content,
and by signing below I agree to the above-named procedures. I intend this consent form to cover the entire course of
treatment for my present condition and for any future condition(s) for which I seek treatment.

Name (Printed) Date

Signature: Patient or Legal Representative (Attorney, Guardian, Parent)
-' Verified by PDFFiller
W o6/17/2020

C%gj&’ﬁ/ 2ehilz

Witness




Lake Country Health Center

Dr. Daniel Murray, Dr. Brandon Meye, & Associates

Consent for Use and Disclosure of Health Information

This notice describes how chiropractic and medical information about you may be used and
disclosed, your rights as a patient, and ways for you to get additional information on our policies.

Our clinic has always been very protective and respectful of your personal information. Under new
federal regulations (the HIPAA Privacy Act), we have adopted additional guidelines to ensure the
proper use, confidentiality and disclosure of your health information.

We May Release or Disclose Your Health Information:

- For treatment purposes to another health care provider or clinic if we refer you, or to providers or
staff within our clinic that are taking part in your care.

- For billing and collection purposes, we may release records of you health care and information
that you have provided to your insurance carrier or other financially responsible parties.

- For operational purposes within our clinic for quality control, office administration, record keeping,
staff or provider training.

Specifically, you authorize the release of any information pertinent to your case to any insurance
company, adjuster, or attorney involved in this case for the purpose of obtaining payment on your
health claims.

We may also use your personal health information to contact you regarding your appointments, to
send you information about our clinic or office events, or to share treatment options. We will not
disclose information about you to anyone outside our office without your written approval.

You have the right to inspect or obtain a copy of the information we will use for these purposes.
You have the right to amend your records at this office. You also have the right to refuse to provide
authorization for this office to contact you regarding these matters. If you do not provide us with this
authorization it will not affect the care provide to you or the reimbursement avenues associated with
your care. Requests to inspect, copy or amend your health related information should be provided to
the Front Desk in writing.

We normally provide information about your health to you in person at the time you receive care
from us. We may also mail information to you regarding your health care or about the status of your
account. If you would like to receive this information at an address other than your home or, if you
would like the information in a different form, please advise us in writing as to your preferences.

Information that we use or disclose based on this privacy notice may be subject to re-disclosure by
the person to whom we provide the information and may no longer be protected by the federal privacy
rules.

If you have a complaint regarding our privacy notice, our privacy practices or any aspect of our
privacy activities you should direct your complaint in writing to the Clinic Director.

If you would like further information about our privacy policies and practices please see the “NOTICE
OF PRIVACY PRACTICES” binder in reception or ask for a copy at the Front desk.

Name (Printed please) Signature Date

If you are a minor or if you are being represented by another party:

Personal Representative (Printed) Signature Date



Functional Ratin

Index

For use with Neck and/or Back Problems only.
In order to properly assess your condition, we must understand how much your neck and/or back problems have affected your ability to manage everyday activities.

For each item below PLEASE CIRCLE the number which most closely describes your condition right now for
EVERY category. Allowable Care may be dependent upon responses to this form.

1. Pain Intensity 6. Recreation
Lo L1 [ 2 13 | 4 Lo |1 | 2 [ 3 | 4
| | | | | [ [ [ | |
No Mild Moderate Severe Worst Can do Can do Can do Can do Cannot
pain pain pain pain possible all most some afew do any
pain activities activities activities activities activities
2. Sleeping .
| | 7. Frequency of pain
0 1 | 2 |3 | 4
! ! | I ! |2 - 12 = |
Perfect Mildly Mgderately Qreatly Totally No Occasional Intermittent Frequent Constant
sleep disturbed disturbed disturbed disturbed pain pain; pain; pain; pain;
sleep sleep sleep sleep 25% 50% 75% 100%
3. Personal Care (washing, dressing, etc.) . of the day of the day of the day of the day
[0 | 5 3 | 4 8. Lifting
| | |
| | | | Io I 1 I 2 I 3 I 4
N_O. Ml_ld. M.O(?eratz Mo.derat;: Se.:v.ere d No Increased Increased Increased Increased
pain; pain; pain; nee pain; nee pain; hee pain with pain with pain with pain with pain with
no no to go slowly some 100% heavy heavy moderate light any
restrictions restrictions assistance assistance weight weight weight weight weight
4. Travel (driving, etc.) 9. Walking
Lo 1 |2 |3 | 4 o L1 |2 | 3 | 4
| | | I I | I | |
No Mild Moderate Moderate Severe No pain; Increased Increased Increased Increased
pain on pain on pain on pain on pain on any pain after pain after pain after pain with
long trips long trips long trips short trips short trips distance 1 mile 1/2 mile 1/4 mile all
walking
5. Work 10. Standing
Io I 1 iz I 3 I 4 lo |1 B [ 3 | 4
| | | |
Can do Can do Can do Can do Cannot No pain Increased Increased Incrleased Increased
usual work usual work; 50% of 25% of work after pain pain pain pain with
plus unlimited no extra usual usual several after several after after any
extra work work work work hours hours 1 hour 1/2 hour standing
Name Total Score
PRINTED
Signature Date

© 1999-2001 Institute of Evidence-Based Chiropractic
www.chiroevidence.com



	2020 Fillable - PATIENT REGISTRATION FORMS 2020.pdf
	Binder1.pdf
	FILLABLE - Functional-Rating-Index-2020


	Text_2: 
	Text_3: 
	Text_4: 
	Number_1: 
	Number_2: 
	Number_3: 
	Text_7: 
	Text_8: 
	Text_9: 
	Text_10: 
	Text_11: 
	Text_12: 
	Text_13: 
	Text_14: 
	Text_15: 
	Text_16: 
	Text_17: Please be as specific as possible 
	Text_18: Body part: 
	Text_19: 
	Text_20: 
	Text_21: 
	Checkmark_51: Off
	Checkmark_52: Off
	Checkmark_53: Off
	Checkmark_54: Off
	Checkmark_55: Off
	Checkmark_56: Off
	Checkmark_57: Off
	Checkmark_58: Off
	Checkmark_59: Off
	Checkmark_60: Off
	Checkmark_61: Off
	Checkmark_62: Off
	Checkmark_63: Off
	Checkmark_64: Off
	Checkmark_65: Off
	Checkmark_66: Off
	Checkmark_67: Off
	Checkmark_68: Off
	Checkmark_69: Off
	Checkmark_70: Off
	Checkmark_71: Off
	Checkmark_72: Off
	Checkmark_73: Off
	Checkmark_74: Off
	Checkmark_75: Off
	Checkmark_76: Off
	Checkmark_77: Off
	Checkmark_78: Off
	Checkmark_79: Off
	Checkmark_80: Off
	Checkmark_81: Off
	Checkmark_82: Off
	Checkmark_83: Off
	Checkmark_84: Off
	Checkmark_85: Off
	Checkmark_86: Off
	Checkmark_87: Off
	Checkmark_88: Off
	Checkmark_89: Off
	Checkmark_90: Off
	Checkmark_91: Off
	Checkmark_92: Off
	Checkmark_93: Off
	Text_53: 
	Text_54: 
	Text_55: 
	Checkmark_282: Off
	Checkmark_283: Off
	Checkmark_284: Off
	Checkmark_285: Off
	Checkmark_286: Off
	Checkmark_287: Off
	Checkmark_288: Off
	Checkmark_289: Off
	Checkmark_290: Off
	Checkmark_291: Off
	Checkmark_292: Off
	Checkmark_293: Off
	Checkmark_294: Off
	Checkmark_295: Off
	Checkmark_296: Off
	Checkmark_297: Off
	Checkmark_298: Off
	Checkmark_299: Off
	Checkmark_300: Off
	Checkmark_301: Off
	Checkmark_302: Off
	Checkmark_303: Off
	Checkmark_304: Off
	Checkmark_305: Off
	Checkmark_306: Off
	Checkmark_307: Off
	Checkmark_308: Off
	Checkmark_309: Off
	Checkmark_310: Off
	Checkmark_311: Off
	Checkmark_312: Off
	Checkmark_313: Off
	Checkmark_314: Off
	Checkmark_315: Off
	Checkmark_316: Off
	Checkmark_317: Off
	Checkmark_318: Off
	Checkmark_319: Off
	Checkmark_320: Off
	Checkmark_321: Off
	Checkmark_322: Off
	Checkmark_323: Off
	Text_22: 
	Text_23: 
	Text_24: 
	Checkmark_94: Off
	Checkmark_95: Off
	Checkmark_96: Off
	Checkmark_97: Off
	Checkmark_98: Off
	Checkmark_99: Off
	Checkmark_100: Off
	Checkmark_101: Off
	Checkmark_102: Off
	Checkmark_103: Off
	Checkmark_104: Off
	Checkmark_105: Off
	Checkmark_106: Off
	Checkmark_107: Off
	Checkmark_108: Off
	Checkmark_109: Off
	Checkmark_110: Off
	Checkmark_111: Off
	Checkmark_112: Off
	Checkmark_113: Off
	Checkmark_114: Off
	Checkmark_115: Off
	Text_25: 
	Text_26: 
	Checkmark_116: Off
	Checkmark_117: Off
	Checkmark_118: Off
	Checkmark_119: Off
	Checkmark_120: Off
	Checkmark_121: Off
	Text_27: 
	Text_28: 
	Text_29: 
	Checkmark_122: Off
	Checkmark_123: Off
	Checkmark_124: Off
	Checkmark_125: Off
	Checkmark_126: Off
	Checkmark_127: Off
	Checkmark_128: Off
	Checkmark_129: Off
	Checkmark_130: Off
	Checkmark_131: Off
	Checkmark_132: Off
	Checkmark_133: Off
	Checkmark_134: Off
	Checkmark_135: Off
	Checkmark_136: Off
	Checkmark_137: Off
	Checkmark_138: Off
	Checkmark_139: Off
	Checkmark_140: Off
	Checkmark_141: Off
	Checkmark_142: Off
	Number_5: 
	Number_6: 
	Checkmark_143: Off
	Checkmark_144: Off
	Checkmark_145: Off
	Checkmark_146: Off
	Checkmark_147: Off
	Checkmark_148: Off
	Checkmark_149: Off
	Checkmark_150: Off
	Checkmark_151: Off
	Checkmark_152: Off
	Checkmark_153: Off
	Text_30: 
	Text_31: 
	Text_32: 
	Text_33: 
	Text_34: 
	Text_35: 
	Text_36: 
	Text_37: 
	Text_38: 
	Text_39: 
	Checkmark_154: Off
	Checkmark_155: Off
	Text_40: 
	Text_41: 
	Checkmark_156: Off
	Checkmark_157: Off
	Text_42: 
	Text_43: 
	Text_44: 
	Checkmark_158: Off
	Checkmark_159: Off
	Text_45: 
	Text_46: 
	Text_47: 
	Checkmark_160: Off
	Checkmark_161: Off
	Checkmark_162: Off
	Checkmark_163: Off
	Checkmark_164: Off
	Checkmark_165: Off
	Checkmark_166: Off
	Checkmark_167: Off
	Checkmark_168: Off
	Checkmark_169: Off
	Checkmark_170: Off
	Checkmark_171: Off
	Checkmark_172: Off
	Checkmark_173: Off
	Checkmark_174: Off
	Checkmark_175: Off
	Checkmark_176: Off
	Checkmark_177: Off
	Checkmark_178: Off
	Checkmark_179: Off
	Checkmark_180: Off
	Checkmark_181: Off
	Checkmark_182: Off
	Checkmark_183: Off
	Checkmark_184: Off
	Checkmark_185: Off
	Text_51: 
	Text_52: 
	Checkmark_186: Off
	Checkmark_187: Off
	Checkmark_188: Off
	Checkmark_189: Off
	Checkmark_190: Off
	Checkmark_191: Off
	Checkmark_192: Off
	Checkmark_193: Off
	Checkmark_194: Off
	Checkmark_195: Off
	Checkmark_196: Off
	Checkmark_197: Off
	Checkmark_198: Off
	Checkmark_199: Off
	Checkmark_200: Off
	Checkmark_201: Off
	Checkmark_202: Off
	Checkmark_203: Off
	Checkmark_204: Off
	Checkmark_205: Off
	Checkmark_206: Off
	Checkmark_207: Off
	Checkmark_208: Off
	Checkmark_209: Off
	Checkmark_210: Off
	Checkmark_211: Off
	Checkmark_212: Off
	Checkmark_213: Off
	Checkmark_214: Off
	Checkmark_215: Off
	Checkmark_216: Off
	Checkmark_217: Off
	Checkmark_218: Off
	Checkmark_219: Off
	Checkmark_220: Off
	Checkmark_221: Off
	Checkmark_222: Off
	Checkmark_223: Off
	Checkmark_224: Off
	Checkmark_225: Off
	Checkmark_226: Off
	Checkmark_227: Off
	Checkmark_228: Off
	Checkmark_229: Off
	Checkmark_230: Off
	Checkmark_231: Off
	Checkmark_232: Off
	Checkmark_233: Off
	Checkmark_234: Off
	Checkmark_235: Off
	Checkmark_236: Off
	Checkmark_237: Off
	Checkmark_238: Off
	Checkmark_239: Off
	Checkmark_240: Off
	Checkmark_241: Off
	Checkmark_242: Off
	Checkmark_243: Off
	Checkmark_244: Off
	Checkmark_245: Off
	Checkmark_246: Off
	Checkmark_247: Off
	Checkmark_248: Off
	Checkmark_249: Off
	Checkmark_250: Off
	Checkmark_251: Off
	Checkmark_252: Off
	Checkmark_253: Off
	Checkmark_254: Off
	Checkmark_255: Off
	Checkmark_256: Off
	Checkmark_257: Off
	Checkmark_258: Off
	Checkmark_259: Off
	Checkmark_260: Off
	Checkmark_261: Off
	Checkmark_262: Off
	Checkmark_263: Off
	Checkmark_264: Off
	Checkmark_265: Off
	Checkmark_266: Off
	Checkmark_267: Off
	Checkmark_268: Off
	Checkmark_269: Off
	Checkmark_270: Off
	Checkmark_271: Off
	Checkmark_272: Off
	Checkmark_273: Off
	Checkmark_274: Off
	Checkmark_275: Off
	Checkmark_276: Off
	Checkmark_277: Off
	Checkmark_278: Off
	Checkmark_279: Off
	Checkmark_280: Off
	Checkmark_281: Off
	Date_2: 
	Date_3: 
	Text_48: 
	Text_49: 
	Text_50: 
	Date_4: 
	Date_5: 
	Text_1: 
	Date_1: 
	Checkmark_1: Off
	Checkmark_2: Off
	Checkmark_3: Off
	Checkmark_4: Off
	Checkmark_5: Off
	Checkmark_6: Off
	Checkmark_7: Off
	Checkmark_8: Off
	Checkmark_9: Off
	Checkmark_10: Off
	Checkmark_11: Off
	Checkmark_12: Off
	Checkmark_13: Off
	Checkmark_14: Off
	Checkmark_15: Off
	Checkmark_16: Off
	Checkmark_17: Off
	Checkmark_18: Off
	Checkmark_19: Off
	Checkmark_20: Off
	Checkmark_21: Off
	Checkmark_22: Off
	Checkmark_23: Off
	Checkmark_24: Off
	Checkmark_25: Off
	Checkmark_26: Off
	Checkmark_27: Off
	Checkmark_28: Off
	Checkmark_29: Off
	Checkmark_30: Off
	Checkmark_31: Off
	Checkmark_32: Off
	Checkmark_33: Off
	Checkmark_34: Off
	Checkmark_35: Off
	Checkmark_36: Off
	Checkmark_37: Off
	Checkmark_38: Off
	Checkmark_39: Off
	Checkmark_40: Off
	Checkmark_41: Off
	Checkmark_42: Off
	Checkmark_43: Off
	Checkmark_44: Off
	Checkmark_45: Off
	Checkmark_46: Off
	Checkmark_47: Off
	Checkmark_48: Off
	Checkmark_49: Off
	Checkmark_50: Off


