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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 copay 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
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PATIENT INFORMATION

Last Name:| | First Name:| |M.I.:| | DOB:| |
MailingAddress:| | City/State/Zip:| |

Home Phone:|

Cell Phone:|

Work Phone:|

SSN: Sex (circle one): Marital Status:

| | O O | |
MALE / FEMALE 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): () O

MALE / FEMALE

Relationship to Patient:|

ADDITIONAL INFORMATION

Emergency Contact:

| Phone:| |

Relationship to Patient:|

PRIMARY INSURANCE

SECONDARY INSURANCE

Company:|

Company:|

Policy Holder:|

Policy Holder DOB:|

| Poicy Holder:
| Policy Holder DOB:

Relationship to Patient:|

| Relationship to Patient:|

THIRD PARTY LIABILITY ** If this is a 3™ 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:|

Adjuster Name:|

| Phone Number:
| Adjuster Phone: |

Patient/Guardian Signature:

Date:|




Financial Policy

Welcome to Pioneer Sports & Pain Center

We are pleased to have you as our patient. We are dedicated to providing quality, accessible, and cost effective health
care services to our patients and we strive to make every visit a positive experience. This information was designed to
provide our patients with a detailed explanation of our financial policies. We realize this information may not always

address your specific situation and encourage you to communicate with your physician.

Registration
The registration process is a vital link in our office. Information gathered provides us with contact information as well
as ensures your claims will be filed to the correct insurance company.

Upon arrival at our office, you will be asked for basic information.

e Current patient information: name, address, telephone number, employer, and emergency contact.
e Current insurance card.
® Driver’s License or State ID

Please arrive at least 15-20 minutes prior to your appointment time. Having information readily available will assist
us in making the check-in process easier for you. Information obtained in the registration process is kept in your
confidential medical record.

You will be asked to make co-payments at the Registration Desk at the time of service. For your convenience, we can
also handle your payments on your account at the Registration Desk. We accept cash, check, debit cards and major
credit cards (MasterCard, Visa, Discover & American Express).

Co-payments

Co-payments will be collected at the time of your visit. Please check with your insurance company for the
requirements and provisions of your policy to determine the dollar amount of your co-payment prior to your
appointment.

Families Divided by Divorce

We at Pioneer Sports and Pain Center understand that these situations require special handling. All efforts will be
made to comply with your instructions regarding the billing. However, with the numerous problems that arise in
divorce cases, the clinic can not act as administrator to resolve financial arrangements. The parent with whom minor
children live with will be considered the responsible party and will receive all billing statements and
correspondence. Both parents are legally responsible for the account balance.

Dependents
For your convenience, our statements show current account information for any family member who has used
Pioneer Sports and Pain Center. Once a patient becomes eighteen, an account will be established in his or her name.

NSF Checks
There will be a $20.00 charge for all returned checks.

Liabilities

Pioneer Sports and Pain Center does not protect third party liability charges. It is the obligation of the responsible
party to settle any outstanding liability charges. Pioneer Sports and Pain Center can not act as administrator to resolve
financial arrangements. The balance for services rendered is considered due in full at the time of the services.



Participation with Insurance Companies
Pioneer Sports and Pain Center reserves the right to determine which insurance companies or programs we
participate with on an annual basis.

General Insurance Policy

As a convenience to you, our Insurance Staff will file a claim on your behalf provided we have your current insurance
policy information available. However, it is impossible for our staff to determine your coverage and payment levels,
since each insurance company offers many options as part of their health care coverage package.

Our staff cannot guarantee that your insurance carrier will pay all or even part of your claim. Your insurance policy is
a contract between you and your insurance carrier. Ultimately, the patient is responsible for their Pioneer Sports and
Pain Center charges. Patients should resolve disputed coverage issues directly with their insurer or employer. It is the
patient’s responsibility to know the details of their insurance contract and if Pioneer Sports and Pain Center is a
network provider for their particular plan.

When your insurance company processes your claim they will provide you with an Explanation of Benefits (EOB).
This EOB will explain what the insurance company has agreed to pay. Most insurance companies agree to pay only a
percentage of the charges with the remaining balance being the responsibility of the patient. The EOB may use the
term “Usual, Customary and Reasonable” (UCR). Insurance companies develop UCRs independently of one another.
Medical Office maintains only one fee schedule and it is developed independently of the insurance company UCRs.
Therefore, because of policy deductibles, co-payments, non-covered services and UCRs, you may have a balance due
after insurance pays. No UCR adjustments will be honored unless the clinic has a signed contract in effect with that
specific insurance carrier.

Medicare Policy
Federal law requires all physicians to file claims to Medicare.

Pioneer Sports and Pain Center accepts Medicare assignment. This means we agree to accept Medicare’s allowance
on services provided to you. You will still be responsible for your annual deductible, the co-payment, and any
non-covered services specified by Medicare.

If you carry a supplemental plan to Medicare, please be sure we have your policy information so that a claim can be
filed for you.

General Credit Policies
All accounts are payable upon receipt of your first statement. Credit is extended as a courtesy, and arrangements will
be based on demonstrated needs.

If you are not covered by a medical insurance plan payment is expected at the time services are provided.

If you are from outside the Tri-State area you will be required to pay for your services prior to being seen regardless
of your insurance status/coverage.

Payment in full or the amount not covered by your insurance carrier may be required prior to receiving care if you
have a present/previous clinic account turned over to a collection agency, you currently have an overdue balance, or if
you have a recent bankruptcy case.

Any account that has had a minimum of three balances turned over to a collection agency will be reviewed for a
Credit Withdrawal of Care. Upon receipt of payment in full on those balances the Credit Withdrawal of Care may be
rescinded.



Hardship

Patients who are having financial difficulties may qualify for a reduction in a repayment plan or a financial adjustment
on their account. They will be required to complete a financial form and include the necessary information to process
their application.

Missed Appointments

We reserve the right to charge for missed appointments and for canceled appointments if the cancellation is not made
24 hours prior the time of the scheduled appointment. A $60 charge will be billed directly to you and be your
responsibility. Please help us serve you better by keeping your scheduled appointment or by canceling prior to the
day of the scheduled visit.

—_— $60 missed appointment fee

Questions Regarding Your Account
If you have questions regarding your account please contact our Patient Accounts Staff at the following telephone
numbers: 208-922-4908

Billing questions:
Customer Service Staff,
208-922-4908 **Choose billing option

Credit Card Payments:
We accept debit cards and credit cards (MasterCard, Visa, Discover & American Express)

Thank you for your cooperation in helping us serve you with the highest quality, accessible and cost effective health
care services.

VERIFICATION:

- Patient Acknowledges Receipt of Financial Policy

~ Patient Refused Acknowledgement of Receipt of Financial Policy for the following
reason(s):| |

Patient Signature Date




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

Personal Health History

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.).

Approximate . Type of Treatment .
Name of Therapist or o Beneficial
Date(s) of Treatment Facility (e.g. Reiki, Qi Gong, | Reason for Treatment Experience?
Treatment Sand Tray)

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] E |
3] [6] [o] |

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




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?

=

€

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?

Substance Abuse

N NN O v

L N ] 2

Kidney Disease

Osteoporosis

Rheumatoid Arthritis | Il |

Asthma | | |

Mental Health disorder | | |
| |

Pharmaceuticals and Supplements:

Do you have Medication allergies? Q Yes

Q No Ifyes, please list:

Medication Reaction Medication Reaction
Please outline your use of the following, past or present:
Product: Current Use? | Quantity | Quantity Past Use? Do others have concern about
) Yes/No Per Day | Per Week Yes/No your usage?
Tobacco | Il | Il | |
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.

| I I I |
2 9.

| ! | I |

7 I | I |

Preventive Health: Please provide the dates and documentation when possible

Do you routinely wear a seat belt? O Yes 0 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 L 1
Rectal prostate exam (males) | | Hepatitis A [ ]
Prostate Specific Antigen (males) | | Hepatitis B [ ]
Bone Density (Dexa) | | MMR [ ]
Eye exam Gardesil (HPV vaccine) L 1
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 <2 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 enj oy?| |

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

Foods

Reaction

Reaction
|

I

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

O No

Do you feel knowledgeable about your nutritional needs? 1 Yes [ No

Who prepares your meals? |

Personal and Professional Development:

Current or past occupation: |

O Retired? (1 Working at home? [ Care-taking? (A4 Disabled? (dUnemployed?

Are you happy with your occupation? Q Yes 9 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?|

Are you sexually active? O 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.)?

|Number of children and ages: |

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 No GASTROINTESTINAL
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

1 | A | o e ) ) e ]

| O A

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

Mood swings

1) A A A A e e

(| ) DDFDDDDDDD Op|oE|#

Pioneer Sports and Pain Center Patient Intake Form



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, |
have the right to revoke this consent at any time.

Patient/Legal Guardian Signature: Date:

Protected Health Information Release (patients 18 vears 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.

[J Only release information to me personally.
[J T 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)J |
Phone number:| | Phone number: |

Pioneer Sports and Pain Center Patient Intake Form



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_1pcgz: 
	text_2akoi: 
	text_3wqpj: 
	text_4sboq: 
	text_5epba: 
	text_6hkhv: 
	text_7rmhv: 
	text_8imrp: 
	text_9rukk: 
	text_10xxae: 
	radio_group_11kblm: Off
	text_13gaqs: 
	text_14jdq: 
	text_15zqjx: 
	text_16okym: 
	text_17gl: 
	text_18salf: 
	text_19lrcb: 
	text_20igwd: 
	text_21nvwd: 
	text_22gkjh: 
	text_23tywh: 
	text_24lmjn: 
	text_25fzwl: 
	text_26lans: 
	text_27flvm: 
	text_28grdf: 
	radio_group_29oqtj: Off
	text_32adab: 
	text_33gkcc: 
	text_34weki: 
	text_35rwxo: 
	text_36ctez: 
	text_37yqsn: 
	text_38ins: 
	text_39xmio: 
	text_40yeyn: 
	text_41lnmv: 
	text_42twpw: 
	text_43ub: 
	text_44lxnh: 
	text_45wwwv: 
	text_46qsvx: 
	text_47zrvz: 
	text_48qjic: 
	text_49wrq: 
	text_50ecxl: 
	text_51pnei: 
	text_52gzy: 
	text_53riee: 
	text_54zfa: 
	text_55bcxa: 
	text_56okxz: 
	text_57mcoj: 
	text_58vtfd: 
	text_59oopk: 
	text_60igij: 
	text_61cmvh: 
	text_62jrj: 
	text_63zwdo: 
	text_64qrim: 
	text_65vdks: 
	text_66jasn: 
	text_67uxox: 
	text_68yjog: 
	text_69ruap: 
	text_70lris: 
	text_71vply: 
	text_72novf: 
	text_73ahxv: 
	text_74uxzf: 
	text_75iwyl: 
	text_76kdmj: 
	text_77pzxq: 
	text_78iwer: 
	text_79smwf: 
	text_80khcj: 
	text_81vuur: 
	text_82xfpq: 
	text_83qdwe: 
	text_84ofdv: 
	text_85vacx: 
	text_86fzbb: 
	text_87fcwn: 
	text_88qpds: 
	text_89prrd: 
	text_90ofvn: 
	text_91mbxz: 
	text_92pboq: 
	text_93jug: 
	text_94gfct: 
	text_95cvdf: 
	text_96mloa: 
	text_97luel: 
	text_98tteq: 
	text_99pehl: 
	text_100gvmg: 
	text_101ruqf: 
	text_102ohe: 
	text_103csal: 
	text_104oqgr: 
	text_105yhqd: 
	text_106nfbu: 
	text_107jdtr: 
	text_108tlts: 
	text_109wdi: 
	text_110ihpm: 
	text_111ibck: 
	text_112rgvv: 
	text_113jgtn: 
	text_114yhfq: 
	text_115dtmu: 
	text_116gnsp: 
	text_117yjax: 
	text_118ijzl: 
	text_119ospe: 
	text_120bmhz: 
	text_121tegx: 
	text_122bpsq: 
	checkbox_123tfdd: Off
	checkbox_124pzhc: Off
	checkbox_125wstl: Off
	checkbox_126qacv: Off
	checkbox_127kswf: Off
	checkbox_128zayg: Off
	checkbox_129lbep: Off
	checkbox_130ngms: Off
	checkbox_131gsth: Off
	checkbox_132pdhp: Off
	checkbox_133grsw: Off
	checkbox_134dcsv: Off
	checkbox_135qjkn: Off
	checkbox_136cnbi: Off
	checkbox_137mgga: Off
	checkbox_138oqkr: Off
	checkbox_139ykmw: Off
	checkbox_140khks: Off
	checkbox_141sqvb: Off
	checkbox_142tc: Off
	checkbox_143oioi: Off
	checkbox_144clhe: Off
	checkbox_145rcav: Off
	checkbox_146hilw: Off
	checkbox_147rpnh: Off
	checkbox_148ekoc: Off
	checkbox_149ylyf: Off
	checkbox_150eud: Off
	text_151kpxx: 
	text_152alss: 
	text_153pggj: 
	text_154tkcj: 
	text_155ewwy: 
	text_156oox: 
	text_157xkrc: 
	text_158rnob: 
	text_159ogxo: 
	text_160bxxr: 
	text_161ilts: 
	text_162nvvc: 
	text_163mmzr: 
	text_164qkc: 
	text_165peel: 
	text_166rvpc: 
	text_167cjtr: 
	text_168rirv: 
	text_169ymxe: 
	text_170rpkd: 
	text_171vdpr: 
	text_172xtmv: 
	text_173vxkz: 
	text_174rqmh: 
	text_175ctqw: 
	text_176qxlf: 
	text_177ryyc: 
	text_178iets: 
	radio_group_179brro: Off
	text_181rjri: 
	text_182yxhi: 
	text_183asvk: 
	text_184cgjs: 
	text_185xefg: 
	text_186ymii: 
	text_187nbpl: 
	text_188ngdg: 
	text_189wxtt: 
	text_190ldgi: 
	text_191ytqa: 
	text_192qzpa: 
	text_193tpfz: 
	text_194qsdq: 
	text_195fqfk: 
	text_196cdfz: 
	text_197ciqf: 
	text_198txhu: 
	text_199bnbe: 
	text_200ikrk: 
	text_201jmxo: 
	text_202fhcy: 
	text_203mivs: 
	text_204ibkt: 
	text_205mfss: 
	text_206ydnr: 
	text_207mxsc: 
	text_208xymn: 
	text_209momg: 
	text_210ckdb: 
	text_211znxw: 
	text_212ezip: 
	text_213tvme: 
	text_214vtgp: 
	text_215unli: 
	text_216pfjm: 
	text_217utkb: 
	text_218lcwj: 
	text_219htpj: 
	text_220ebul: 
	text_221stwb: 
	text_222afxm: 
	text_223jtcc: 
	text_224hpve: 
	text_225yfgk: 
	text_226qbmr: 
	text_227qczr: 
	text_228dthp: 
	text_229cqtn: 
	text_230kbic: 
	text_231bapp: 
	text_232icd: 
	text_233rdoc: 
	text_234gifg: 
	text_235eqdw: 
	text_236fjik: 
	checkbox_237qowo: Off
	checkbox_238egbw: Off
	text_239rxdg: 
	text_240ahze: 
	text_241wght: 
	text_242mdrw: 
	text_243imae: 
	text_244cof: 
	text_245nyyj: 
	text_246pzmi: 
	text_247klve: 
	text_248epzv: 
	text_249otwy: 
	text_250ilfb: 
	text_251bklp: 
	text_252were: 
	text_253pfrv: 
	text_254lika: 
	text_255ssyw: 
	text_256lkuz: 
	radio_group_257bawu: Off
	text_261knmh: 
	text_262pvlk: 
	text_263jzqk: 
	text_264bpap: 
	text_265ploh: 
	text_266flxu: 
	text_267yddk: 
	text_268wver: 
	text_269nheo: 
	text_270chbc: 
	text_271khmx: 
	text_272ovdq: 
	text_273fsnb: 
	text_274wdvi: 
	text_275tbqu: 
	text_276gpgc: 
	text_277aotv: 
	text_278mmjc: 
	text_279sna: 
	text_280xthr: 
	text_281vtvw: 
	text_282qmjx: 
	text_283abel: 
	text_284ggch: 
	text_285lcbv: 
	checkbox_286yqpq: Off
	checkbox_287x: Off
	checkbox_288tycq: Off
	checkbox_289ddya: Off
	checkbox_290odea: Off
	checkbox_291ujga: Off
	checkbox_292sdpq: Off
	checkbox_293knph: Off
	checkbox_294ovkj: Off
	checkbox_295shxh: Off
	checkbox_296ewsq: Off
	checkbox_297gvmd: Off
	checkbox_298zxqu: Off
	text_299etii: 
	text_300xoxn: 
	text_301qmma: 
	radio_group_302fxi: Off
	text_304onpz: 
	text_305uzxb: 
	text_306qyxr: 
	text_307vkkf: 
	text_308sqmz: 
	text_309ptyx: 
	text_310vjid: 
	text_311qddq: 
	text_312ffjr: 
	text_313mzqj: 
	text_314sqzt: 
	text_315egni: 
	text_316qvjp: 
	text_317zlyx: 
	text_318ovwb: 
	text_319ukdv: 
	checkbox_320jkzh: Off
	checkbox_321hmzn: Off
	checkbox_322sdsh: Off
	checkbox_323fbv: Off
	checkbox_324hqvj: Off
	checkbox_325xwoj: Off
	checkbox_326gave: Off
	checkbox_327nt: Off
	checkbox_328vcwy: Off
	checkbox_329gxwi: Off
	checkbox_330wulu: Off
	checkbox_331gknf: Off
	checkbox_332enbs: Off
	checkbox_333xxbo: Off
	checkbox_334dzkm: Off
	checkbox_335lefo: Off
	checkbox_336gpdr: Off
	checkbox_337qvrr: Off
	checkbox_338clpz: Off
	checkbox_339emcr: Off
	checkbox_340hvaq: Off
	checkbox_341yttf: Off
	checkbox_342nnlq: Off
	checkbox_343wygd: Off
	checkbox_344feqg: Off
	checkbox_345soad: Off
	checkbox_346osgk: Off
	checkbox_347aiug: Off
	checkbox_348joov: Off
	checkbox_349xgkd: Off
	checkbox_350jvrh: Off
	checkbox_351cdmn: Off
	checkbox_352qdpi: Off
	checkbox_353soaz: Off
	checkbox_354odck: Off
	checkbox_355xrlj: Off
	checkbox_356xpwv: Off
	checkbox_357fcnp: Off
	checkbox_358xkbh: Off
	checkbox_359staw: Off
	checkbox_360zgww: Off
	checkbox_361aemf: Off
	checkbox_362snfd: Off
	checkbox_363vqji: Off
	checkbox_364mhrs: Off
	checkbox_365xcjf: Off
	checkbox_366jgog: Off
	checkbox_367kenp: Off
	checkbox_368gsnp: Off
	checkbox_369zpmr: Off
	checkbox_370zliq: Off
	checkbox_371wmim: Off
	checkbox_372duwb: Off
	checkbox_373clzz: Off
	checkbox_374mkce: Off
	checkbox_375mqdh: Off
	checkbox_376rpwb: Off
	checkbox_377beqi: Off
	checkbox_378yutd: Off
	checkbox_379agyi: Off
	checkbox_380aedu: Off
	checkbox_381dymx: Off
	checkbox_382pnap: Off
	checkbox_383ugqz: Off
	checkbox_384rxhi: Off
	checkbox_385spcw: Off
	checkbox_386vpsa: Off
	checkbox_387ynoo: Off
	checkbox_388paak: Off
	checkbox_389qhzc: Off
	checkbox_390rulc: Off
	checkbox_391gmvd: Off
	checkbox_392atkd: Off
	checkbox_393hchw: Off
	checkbox_394clno: Off
	checkbox_395fttu: Off
	checkbox_396ciai: Off
	checkbox_397wjjr: Off
	checkbox_398whjv: Off
	checkbox_399sydp: Off
	checkbox_400podq: Off
	checkbox_401ooof: Off
	checkbox_402lfdo: Off
	checkbox_403uiah: Off
	checkbox_404dmdu: Off
	checkbox_405bhot: Off
	checkbox_406yxmk: Off
	checkbox_407oopg: Off
	checkbox_408dfpl: Off
	checkbox_409dvih: Off
	checkbox_410gbtq: Off
	checkbox_411bvhm: Off
	checkbox_412xems: Off
	checkbox_413rmzl: Off
	checkbox_414wgaq: Off
	checkbox_415mila: Off
	checkbox_416iurz: Off
	checkbox_417fzoc: Off
	checkbox_418lmjj: Off
	checkbox_419mdh: Off
	checkbox_420pjrw: Off
	checkbox_421eoej: Off
	checkbox_422yuou: Off
	checkbox_423nnjh: Off
	checkbox_424sgye: Off
	checkbox_425ybbm: Off
	checkbox_426evlm: Off
	checkbox_427cghf: Off
	checkbox_428nfeb: Off
	checkbox_429dmaz: Off
	checkbox_430qdxo: Off
	checkbox_431hxo: Off
	checkbox_432bkoj: Off
	checkbox_433zikz: Off
	checkbox_434swal: Off
	checkbox_435hclf: Off
	checkbox_436ujom: Off
	checkbox_437pfst: Off
	checkbox_438isnb: Off
	checkbox_439socy: Off
	checkbox_440lirw: Off
	checkbox_441occm: Off
	checkbox_442codq: Off
	checkbox_443ywem: Off
	checkbox_444cacr: Off
	checkbox_445tzml: Off
	checkbox_446wqfa: Off
	checkbox_447xxga: Off
	checkbox_448czpq: Off
	checkbox_449kvcz: Off
	checkbox_450jzun: Off
	checkbox_451oiox: Off
	checkbox_452ykdw: Off
	checkbox_453jdzo: Off
	checkbox_454xuft: Off
	checkbox_455sufb: Off
	text_456aabg: 
	text_457iznj: 
	text_458sraf: 
	text_459ndff: 
	text_460drel: 
	text_461otnw: 
	text_462guxl: 
	text_463cwft: 
	text_464qtvi: 
	text_465pnsr: 
	text_466gdmx: 
	text_467jxwi: 
	text_468ovle: 
	text_469zjeq: 
	text_470qmhv: 
	text_471hlpg: 
	text_472wedx: 
	text_473wsrj: 
	text_474vjwm: 
	text_475tjca: 


