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We believe in empowering patients to make informed decisions as your partner in health

Dear New Patient:

We would like to take this opportunity to welcome you to Pioneer Sports & Pain Center!

We are pleased that you have chosen our team of healthcare professionals to care for you. It is our pleasure to provide you
with the highest quality healthcare and service. Our doctors and therapists work together and collaborate to provide the best
outcomes and patient focused care in the valley. We take a very holistic and comprehensive approach. Our practices are
progressive and evidence based. We promise to give you our best, to treat you like a person and do all in our power to give
you the best chance of living your best life.

We combine the best practices in sports and regenerative medicine, evidence based chiropractic rehabilitation along with Spine
& Orthopedic Physical Therapy. We take the most comprehensive approach available to care for your acute and chronic pain.
If we can’t resolve your condition we refer out as needed.

As part of your contract with your insurance company, we are legally required to collect all co-pays and/or deductibles from you
at the time of service. We ask that you are prepared to pay your co-pay and/or deductibles at the time of service. We
conveniently accept the following methods of payment: Cash, Check, Visa, Mastercard, Discover and American Express. We
also offer patient financing through Care Credit and other vendors upon request.

We are innovators and progressive physical medicine and rehab specialists. As our name Pioneer implies, we are committed to
patient focused, data driven outcomes based on a progressive & compassionate health care delivery system. It is our privilege
to earn your trust as your partner in health.

Again, thank you for allowing us to assist you with your healthcare needs.

Sincerely,

The Healthcare Team at Pioneer Sports & Pain Center



PATIENT INFORMATION
Last Name: First Name: M.I.: DOB:

Mailing Address: City/State/Zip:

Home Phone: Cell Phone: Work Phone:

SSN: Sex (circle one):
MALE / FEMALE

Marital Status:
Single / Married / Divorce / Widowed

Employer: Occupation:

Primary Care Provider: How did you hear about us?

Email (parent/guardian email if patient is a minor):

RESPONSIBLE PARTY (If patient is a minor please fill out parent/guardian)
Last Name: First Name: M.I.: DOB:

Mailing Address: City/State/Zip:

Home Phone: Cell Phone: Work Phone:

SSN: Sex (circle one):
MALE / FEMALE

Relationship to Patient:

ADDITIONAL INFORMATION
Emergency Contact: Phone: Relationship to Patient:

PRIMARY INSURANCE SECONDARY INSURANCE
Company: Company:

Policy Holder: Policy Holder:

Policy Holder DOB: Policy Holder DOB:

Relationship to Patient: Relationship to Patient:

THIRD PARTY LIABILITY ** If this is a 3rd party liability insurance for an auto claim, we request all patients to consult with an attorney to
understand how benefits work**

WORKERS COMPENSATION
Claim Number: Date of Injury:

Insurance Name: Phone Number:

Adjuster Name: Adjuster Phone:

Employer Name: Phone Number:

Address: City/State/Zip:

MOTOR VEHICLE ACCIDENT
Claim Number: Date of Injury:

Insurance Name: Phone Number:

Adjuster Name: Adjuster Phone:



Personal Health History

Please list all physicians that you see. (Please include Mental Health Professionals)

Name: Address: Specialty, or condition that is being treated:

Please list any complementary and/or alternative practitioners you see or have seen in the past (i.e.,
chiropractor, acupuncturist, naturopath, massage therapist, spiritual healer, etc.).

What health issues do you want to focus on during this visit?

Current Medical Problems: (e.g. diabetes, heart disease, hypertension, etc.)

1. 4. 7.

2. 5. 8.

3. 6. 9.

Past Medical History: List any major past illnesses, hospitalizations (include year or date if known).
Date Date

Pioneer Sports and Pain Center Patient Intake Form

Approximate
Date(s) of
Treatment

Name of Therapist or
Treatment Facility

Type of Treatment
(e.g. Reiki, Qi Gong,

Sand Tray)
Reason for Treatment Beneficial

Experience?



Past Gyn/Obstetrical History: List any past pregnancies.

Vaginal Births Miscarriage/ Still births

Caesarian Sections Pregnancy Terminations

Abnormal PAP tests Other GYN Procedures

Family History: Have your close relatives (parent, brother or sister, child, grandparent) had the following?

Yes No If yes, which relative Age at Diagnosis
Heart attack, angina
Stroke
High blood pressure
High Cholesterol
Diabetes
Thyroid disease
Breast cancer
Other Cancer--what type?
Kidney Disease
Osteoporosis
Rheumatoid Arthritis
Asthma
Mental Health disorder
Substance Abuse

Pharmaceuticals and Supplements:

Do you have Medication allergies? Yes  No If yes, please list:

Medication Reaction Medication Reaction

Please outline your use of the following, past or present:

Product: Current Use?
Yes/No

Quantity
Per Day

Quantity
Per Week

Past Use?
Yes/No

Do others have concern about
your usage?

Tobacco
Alcohol

Recreational Drugs
Caffeine:

Pioneer Sports and Pain Center Patient Intake For



Please list all prescribed and over-the-counter medications you take regularly. Please include all supplements,
vitamins or herbal products.

Medicine/ Supplement including Dose Frequency Dose Frequency

1. 8.

2. 9.

3. 10.

4. 11.

5. 12.

6. 13.

7. 14.

Preventive Health: Please provide the dates and documentation when possible

Do you routinely wear a seat belt? ❑ Yes ❑ No

Date Date
Pap/pelvic exam (females) Tetanus vaccine (specify Td or Tdap)
Mammogram (females) Flu vaccine
Colonoscopy Pneumonia vaccine
Test of stool for blood (Stool Guaiac) Zoster (shingles) vaccine
Rectal prostate exam (males) Hepatitis A
Prostate Specific Antigen (males) Hepatitis B
Bone Density (Dexa) MMR
Eye exam Gardesil (HPV vaccine)
Cardiovascular stress test Other

Trauma History: Have you ever been the victim of trauma or abuse (including sexual, emotional, physical
abuse or neglect and/or being a victim of an accident, violent crime, or a natural disaster)?  Yes  No
If yes, is this an active issue in your life that you would like to address while you are here?  Yes  No
_______________________________________________________________________________
_______________________________________________________________________________
Movement, Exercise and Rest:
What forms of exercise and movement do you enjoy?_____________________________________________

Please describe your physical activity:
Activity: How often: How long each time:

How many hours of sleep do you usually get each night?

Describe any issues you have with sleep.
Nutrition: Please list any food allergies or sensitivities:



Foods Reaction Foods Reaction

Do you currently or have you ever had a problem with weight or eating? ❑ Yes ❑ No If yes, please
describe:

Are you comfortable with your relationship with food? ❑ Yes ❑ No

Do you feel knowledgeable about your nutritional needs? ❑ Yes ❑ No

Who prepares your meals?

Personal and Professional Development:
Current or past occupation:

❑ Retired? ❑Working at home? ❑ Care-taking? ❑ Disabled? ❑Unemployed?

Are you happy with your occupation? _ Yes No
Why?

Do you anticipate any work changes in the near future? Retirement, etc.

Do you have a Racial/Culture heritage that is important to you?

Relationships:
Relationship status:___________ If married or partnered, what is your relationship length?_____________

What are your living arrangements? Number of children and ages:

Are you sexually active? ❑ Yes ❑ Are you happy with your sexual life?
Which relationship(s) fulfill and/or empower you?
Who or what drains your energy? ____________________________________________________________

Physical Environment:
Do you have specific health concerns about your current home or environment (Quality of air, water, etc.)?

Have you had hazardous environmental or occupational exposures? If yes, please describe.

What are your health goals? What are your overall goals for improving your health and your life?
_______________________________________________________________________________________
_______________________________________________________________________________________

Is there anything else that would be helpful for us to know about you?



Review of Symptoms: Please check no or yes for the following current symptoms (within past 3 months)

GENERAL Yes No GASTROINTESTINAL Yes No
Fever Diarrhea/Constipation
Sweats at night Indigestion/heartburn
Hot flashes Nausea
Temperature intolerance Blood in stool
Excessive thirst GENITOURINARY
Fatigue Pain or burning on urination
Sleep difficulties Frequent urination
Daytime sleepiness Waking to urinate more than once at night
Unplanned weight change Excessive urination

SKIN Difficulty emptying bladder
Rash Urinary incontinence
New or changing moles Decreased sexual desire

EYES Pain with intercourse
Pain Sexually Transmitted Diseases
Redness Fertility issues
Vision change Men:

EAR, NOSE, THROAT Erectile dysfunction
Hearing loss Women:
Ringing in ears Heavy vaginal discharge
Dizziness or vertigo Heavy menstrual bleeding
Bleeding gums Painful menstrual periods
Nosebleeds Irregular menstrual bleeding

BREAST MUSCULOSKELETAL
Breast Pain Generalized or all-over pain
Masses and or Lumps Joint pain
Nipple discharge Stiffness
Skin changes Joint swelling

CARDIOVASCULAR Joint redness
Chest pain Back or neck pain
Heart murmur NEUROLOGICAL
Irregular heart beat (palpitations) Abnormal gait (Trouble Walking) or falls
Leg swelling or edema Headache severe and/or frequent

PULMONARY Seizures
Wheezing or shortness of breath Muscle weakness, TIA or stroke
Chronic cough Fainting or loss of consciousness

HEMATOPOIETIC Localized numbness, tingling, neuropathy
Swollen lymph glands PSYCHOLOGICAL
Blood clots Anxiety
Excessive bleeding Depression
Anemia Memory loss

Mood swings
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Consent for Treatment

Consent for Treatment: I authorize the staff at Pioneer Sports & Pain Center to undertake such treatment and procedures as deemed
appropriate to improve my condition. It is recognized that the practice of medicine is not an exact science and, as such, no guarantees are
made by the staff of Pioneer Sports & Pain Center as to the results of treatment or interventions performed. I am advised that I have the
full right to a full explanation of any treatment or procedure utilized. I understand that I have the right to refuse treatment; but, in doing so,
I also understand that the desired outcome of my treatment program may be affected. Persistent refusal to participate or cooperate in the
recommended treatment program may result in my discharge from the program.

Release of information: Pioneer Sports & Pain Center may disclose all or any part of my records to any part or organization responsible
for all or part of my therapy chargers. Pioneer Sports & Pain center may disclose all or part of my record to other healthcare providers
including but not limited to, hospitals and physicians. I further agree that Pioneer Sports & Pain Center may release all or any part of my
record to any federal, state, or local government body when, in the opinion of Pioneer Sports & Pain Center, such bodies may be liable for
all or part of my charges in relation to my care and treatment pursuant to statute or rule.

Patient/Legal Guardian Signature: ______________________________________________ Date: ________________

Consent to Communicate

I understand that Pioneer Sports & Pain Center may send text messages, emails, or voice call reminders for my appointments. I also
understand that I might receive on occasion messages and such that might inform me of any specials, upcoming events, or any other
noteworthy information that may be pertinent to my care. If I no longer wish to receive messages from Pioneer Sports & Pain Center, I
have the right to revoke this consent at any time.

Patient/Legal Guardian Signature: ______________________________________________ Date: ________________

Protected Health Information Release (patients 18 years and older)

Please note that by signing this release you are not authorizing us to release your physical records. This authorization is to verbally discuss
your healthcare with the individuals you list below.

Only release information to me personally.
I authorize you to speak with my adult family members or other individuals about my medical care, test results, or billing as
identified below.

Name (please print):__________________________________ Name (please print):_______________________________
Phone number: ______________________________________ Phone number: __________________________________
Name (please print):__________________________________ Name (please print):_______________________________
Phone number: ______________________________________ Phone number: __________________________________
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Medical Records Release

Patient Name:__________________________________________Date of Birth: _______________Phone Number:__________________

I hereby request that a copy or summary of my records, including laboratory or x-ray reports that you may have which contains
information relevant to my present and future diagnosis and/or treatment to be released from Pioneer Sports & Pain Center to the
following Medical Office, Health Care Provider, or Person(s):
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

HIPPA Privacy Act Acknowledgement

Pioneer Sports & Pain Center is concerned about the privacy of our patient’s health care information. Our intent is to make you aware of
the possible uses and disclosures of your privacy rights. The delivery of your health care service will in no way be conditioned upon your
signature acknowledgement, we will continue to provide you treatment, and will use and disclose your protected health information for
treatment, payment and health care operations when necessary.

I acknowledge that I have received this Notice of Privacy Practice for Pioneer Sports & Pain Center.

Patient/Legal Guardian Signature: ________________________________________________________Date: ______________________

Completed by:_____________________________If not patient, relationship to patient:_____________________Date: ___________

Pioneer Sports and Pain Center Patient Intake Form


	text_1vemv: 
	text_2wan: 
	text_3lgym: 
	text_4vmay: 
	text_6gcr: 
	text_7ltut: 
	text_8aslm: 
	text_9nlrs: 
	text_10pppq: 
	text_11crpw: 
	radio_group_12bhfc: Off
	radio_group_13jnus: Off
	text_14ylqu: 
	text_15ivko: 
	text_16bjog: 
	text_17xunv: 
	text_18qvxg: 
	text_19nffy: 
	text_20jtdk: 
	text_21hiza: 
	text_22uddq: 
	text_23rkfj: 
	text_24adav: 
	text_25msvj: 
	text_26pnsf: 
	text_27zoic: 
	text_28hbd: 
	text_29frus: 
	radio_group_30evkz: Off
	radio_group_31asrn: Off
	text_33wayc: 
	text_34jfzs: 
	text_35osdx: 
	text_36suye: 
	text_37eahq: 
	text_38dmpt: 
	text_39liot: 
	text_40oeym: 
	text_41dhdg: 
	text_42qkg: 
	text_43wvhm: 
	text_44nudp: 
	text_45bgbw: 
	text_46yrwj: 
	text_47re: 
	text_48onon: 
	text_49mjck: 
	text_50civw: 
	text_51biku: 
	text_52nglx: 
	text_53yahf: 
	text_54wowu: 
	text_55sapv: 
	text_56brjw: 
	text_57tlko: 
	text_58unty: 
	text_59jazk: 
	text_60feyp: 
	text_61oiir: 
	text_62mnwf: 
	text_63iuru: 
	text_64yalh: 
	text_65zbns: 
	text_66ekax: 
	text_67xbhf: 
	text_68sxcg: 
	text_69mdgx: 
	text_70pnyy: 
	text_71pnzl: 
	text_72kcko: 
	text_73ueon: 
	text_74oeqe: 
	text_75eqzt: 
	text_76eghl: 
	text_77csdw: 
	text_78oibi: 
	text_79vatq: 
	text_80xasz: 
	text_81qps: 
	text_82xim: 
	text_83wwdv: 
	text_84m: 
	text_85jgdz: 
	text_86egqr: 
	text_87bdpq: 
	text_88yrhy: 
	text_89wjeg: 
	text_90clkn: 
	text_91ydvk: 
	text_92tued: 
	text_93brwr: 
	text_94jdpg: 
	text_95uzut: 
	text_96bqbn: 
	text_97ucvy: 
	text_98ej: 
	text_99fflg: 
	text_100prf: 
	text_101grlk: 
	text_102ybjd: 
	text_103vmdq: 
	text_104jtcd: 
	text_105zmxo: 
	text_106znij: 
	text_107nieg: 
	text_108dqbg: 
	text_109anmb: 
	text_110oarf: 
	text_111fbdl: 
	text_112jhou: 
	text_113osvg: 
	text_114paqi: 
	text_115jeot: 
	text_116sqyy: 
	text_117jguz: 
	text_118yzua: 
	text_119ypph: 
	text_120benj: 
	text_121yews: 
	text_122einb: 
	text_123butc: 
	text_124mscy: 
	text_125wxxm: 
	text_126asw: 
	text_127jrcf: 
	text_128kmbk: 
	text_129ugat: 
	text_130wewf: 
	text_131ymji: 
	text_132xiuy: 
	text_133krm: 
	text_134tvmv: 
	text_135nxvc: 
	text_136djoi: 
	text_137tqau: 
	text_138jcdp: 
	text_139tokk: 
	text_140wxhc: 
	text_141iols: 
	text_142iwtk: 
	text_143ebim: 
	text_144lday: 
	text_145ydkh: 
	text_146jonm: 
	text_147aafe: 
	text_148yrdn: 
	text_149cwqq: 
	text_150xjjm: 
	text_151nywe: 
	text_152dwje: 
	text_153xdar: 
	text_154hjgh: 
	text_155wiac: 
	text_156ucry: 
	text_157jigr: 
	text_158agcj: 
	text_159upbn: 
	text_160tswp: 
	text_161aliy: 
	text_162psvl: 
	text_163abuq: 
	text_164gwtp: 
	text_165ksvc: 
	text_166xetm: 
	text_167cejg: 
	text_168dowy: 
	text_169tjhp: 
	text_170zqvj: 
	text_171vowp: 
	text_172xuan: 
	text_173tlly: 
	text_174kbpo: 
	text_175zhyk: 
	text_176huv: 
	text_177xxig: 
	text_178bxfk: 
	text_179kmyv: 
	text_180yzjt: 
	text_181iuee: 
	text_182bstm: 
	text_183kdpn: 
	text_184buba: 
	text_185yplm: 
	text_186pygv: 
	text_187vkgg: 
	text_188zvrz: 
	text_189vvkx: 
	text_190nbtv: 
	text_191thpe: 
	text_192oojw: 
	text_193lrfr: 
	text_194tmmy: 
	text_195oanv: 
	text_196mvvl: 
	text_197pewe: 
	text_198ccjq: 
	text_199fgmp: 
	text_200zwzc: 
	text_201mxhw: 
	text_202vqvx: 
	text_203fueb: 
	text_204slal: 
	text_205rcrf: 
	text_206xtgz: 
	text_207qrlr: 
	text_208aikv: 
	text_209pcqp: 
	text_210ogjx: 
	text_211msjw: 
	text_212beaf: 
	text_213zbqv: 
	text_214xs: 
	text_215bmvi: 
	text_216okwe: 
	text_217dqvi: 
	text_218nxtu: 
	text_219cmoa: 
	text_220eatn: 
	text_221zdgh: 
	text_222yoke: 
	text_223rbnw: 
	text_224cpuy: 
	text_225vhdd: 
	text_226islv: 
	text_227ipei: 
	text_228kasn: 
	text_229jss: 
	text_230jkds: 
	text_231nzxx: 
	text_232ybpe: 
	text_233vxuo: 
	checkbox_234wnae: Off
	checkbox_235llvv: Off
	text_236ibxf: 
	text_237vkzf: 
	text_238mczn: 
	text_239rnxb: 
	text_240aev: 
	text_241ktzn: 
	text_242kkgh: 
	text_243jlcg: 
	text_244rihp: 
	text_245cxr: 
	text_246azcd: 
	text_247ktha: 
	text_248gupn: 
	text_249hyii: 
	text_250atng: 
	text_251elja: 
	text_252prfb: 
	text_253stpq: 
	radio_group_255wwkr: Off
	radio_group_258xbgi: Off
	text_259bgbq: 
	text_260bmjf: 
	text_261yjjv: 
	text_262bmnj: 
	text_263wmci: 
	text_265wpyn: 
	text_266yiuk: 
	text_267tnnu: 
	text_268iylj: 
	text_269nqbd: 
	text_270fhgm: 
	text_271zyzi: 
	text_272nrid: 
	text_273xsxi: 
	text_274scfp: 
	text_275ekzl: 
	text_276jyvi: 
	text_277lwoq: 
	text_278uwuy: 
	text_279zh: 
	text_280htez: 
	text_281oabz: 
	text_282gfcs: 
	text_283xzwd: 
	text_284xtmo: 
	checkbox_285edca: Off
	checkbox_286xiip: Off
	text_287jedx: 
	checkbox_288vfgf: Off
	checkbox_289vtsz: Off
	checkbox_290fwli: Off
	checkbox_291oary: Off
	text_292wfbn: 
	text_293ehfh: 
	checkbox_294bfhm: Off
	checkbox_295myey: Off
	checkbox_296xgxv: Off
	checkbox_297nssv: Off
	checkbox_298esyf: Off
	radio_group_299tl: Off
	radio_group_300bwmi: Off
	text_301zzrj: 
	text_302cpas: 
	text_303tpwt: 
	text_304ylpy: 
	text_305ieys: 
	text_306xtod: 
	text_307bhzh: 
	text_308yfee: 
	text_309yhme: 
	text_310ngrl: 
	text_311rncu: 
	text_312epcb: 
	text_313fkhw: 
	text_314atou: 
	text_315hrof: 
	text_316pqtk: 
	text_317bcay: 
	checkbox_360vv: Off
	checkbox_361ymku: Off
	checkbox_362solq: Off
	checkbox_363nbic: Off
	checkbox_364mtox: Off
	checkbox_365poxe: Off
	checkbox_366kgty: Off
	checkbox_367giyr: Off
	checkbox_368icij: Off
	checkbox_369nszz: Off
	checkbox_370smtc: Off
	checkbox_371nfcb: Off
	checkbox_372vcvv: Off
	checkbox_373ohwo: Off
	checkbox_374vujr: Off
	checkbox_375hmft: Off
	checkbox_376lk: Off
	checkbox_377haiq: Off
	checkbox_380wsyb: Off
	checkbox_381ujzb: Off
	checkbox_382lzns: Off
	checkbox_384ajga: Off
	checkbox_385yrxc: Off
	checkbox_386qrmi: Off
	checkbox_388jyzo: Off
	checkbox_389cab: Off
	checkbox_390wlsz: Off
	checkbox_391dmar: Off
	checkbox_394vtgt: Off
	checkbox_395xklj: Off
	checkbox_396n: Off
	checkbox_397mgoq: Off
	checkbox_398rdau: Off
	checkbox_399yqnh: Off
	checkbox_400kjvy: Off
	checkbox_401fcqm: Off
	checkbox_402ygcv: Off
	checkbox_404kgcq: Off
	checkbox_405sxsb: Off
	checkbox_406rsyj: Off
	checkbox_407hnww: Off
	checkbox_409ysyz: Off
	checkbox_410himl: Off
	checkbox_411yjad: Off
	checkbox_412fqzd: Off
	checkbox_414vzcf: Off
	checkbox_415xdqi: Off
	checkbox_417ofqp: Off
	checkbox_418ynzy: Off
	checkbox_419wcbr: Off
	checkbox_420juhd: Off
	checkbox_422aijq: Off
	checkbox_423kkd: Off
	checkbox_424dchi: Off
	checkbox_425bjla: Off
	checkbox_427zcxh: Off
	checkbox_428onvh: Off
	checkbox_429zagj: Off
	checkbox_430jfao: Off
	checkbox_432uzuw: Off
	checkbox_433naya: Off
	checkbox_435bqxj: Off
	checkbox_436rctq: Off
	checkbox_437cvci: Off
	checkbox_438sgp: Off
	checkbox_440gtgw: Off
	checkbox_441ijkn: Off
	checkbox_442bbox: Off
	checkbox_443nwuh: Off
	checkbox_444mgbh: Off
	checkbox_445pphj: Off
	checkbox_447mqxs: Off
	checkbox_448lire: Off
	checkbox_449ujcm: Off
	checkbox_450blem: Off
	checkbox_451vhsh: Off
	checkbox_452qbja: Off
	checkbox_453ywoo: Off
	checkbox_454rxdk: Off
	checkbox_455fwmg: Off
	checkbox_456vkwc: Off
	checkbox_458fchc: Off
	checkbox_460shcf: Off
	checkbox_461osqs: Off
	checkbox_462xlnm: Off
	checkbox_463wksi: Off
	checkbox_465qsef: Off
	checkbox_466tuuj: Off
	checkbox_467sksb: Off
	checkbox_468emum: Off
	checkbox_469qqcf: Off
	checkbox_470lqww: Off
	checkbox_472lell: Off
	checkbox_473nzhk: Off
	checkbox_474lsvv: Off
	checkbox_475khc: Off
	checkbox_476dggk: Off
	checkbox_477hvus: Off
	checkbox_479dkhw: Off
	checkbox_480hnjk: Off
	checkbox_481xvtd: Off
	checkbox_482nsrh: Off
	checkbox_483lakt: Off
	checkbox_485fmgy: Off
	checkbox_486xklz: Off
	checkbox_487dwie: Off
	checkbox_488hevz: Off
	checkbox_489pauc: Off
	checkbox_490qyhn: Off
	checkbox_491tmbw: Off
	checkbox_492lif: Off
	checkbox_493szvt: Off
	checkbox_494lsqr: Off
	checkbox_496dcxs: Off
	checkbox_498mywb: Off
	checkbox_499wakw: Off
	checkbox_500bcut: Off
	checkbox_501teaa: Off
	checkbox_503szra: Off
	checkbox_504ivdd: Off
	checkbox_505vvlf: Off
	checkbox_506aexl: Off
	checkbox_507jyga: Off
	checkbox_508crxn: Off
	checkbox_510zihm: Off
	checkbox_511ygkt: Off
	checkbox_512yazc: Off
	checkbox_513nyyr: Off
	checkbox_514ujij: Off
	checkbox_515eqmf: Off
	checkbox_517lhxo: Off
	checkbox_518nlh: Off
	checkbox_519mquz: Off
	checkbox_520kmfz: Off
	text_522tdds: 
	text_523hhcd: 
	text_524ghxj: 
	text_525vxzh: 
	checkbox_526fzt: Off
	checkbox_527oiqp: Off
	text_529picu: 
	text_530nasz: 
	text_531lgq: 
	text_532dlrx: 
	text_533gakp: 
	text_535srjr: 
	text_536txas: 
	text_537wcto: 
	text_538dmry: 
	text_539fusc: 
	text_541kccd: 
	text_542iysr: 
	text_543rakn: 
	text_544noeo: 
	text_545uybd: 
	text_546nhzh: 
	text_547iyld: 
	text_548rysg: 
	text_549ylni: 
	radio_group_314jksu: Off
	radio_group_315jise: Off
	radio_group_254wmki: Off
	radio_group_256wwxo: Off
	checkbox_316cjzb: Off
	checkbox_317mqao: Off


