
Intake Form
Please take time to answer the following questions as accurately as you can. Yourinformation is strictly confidential and will become part of your case record.
ClientFirst name Last name

Street Unit CityState/Province Zip CountryHome phone Mobile phoneEmail addressDate of birth Gender RelationshipstatusReferred by
InformationAge Height (in inches)Blood Type Current WeightFamily/LivingSituation Ideal Weight

Weight One YearAgoOccupation Birth Weight (ifknown)Current Weight
Exercise andrecreation:
Children Ages

ameSiblings Birth Order

Health HistoryHave you lived or traveled outside of the United States? If so, when and where?
Have you or your family recently experienced any major life changes? If so, please comment.
Have you experienced any major losses in life? If so, please comment.
How much time have you had to take off from work or school in the last year?0-2 days3-14 daysMore than 15 days



Health InformationPrimary health concern? (Describe in detail, including the severity of the symptoms).
When did you first experience these symptoms?
Have you found anything to make your symptoms better or worse? Are there any otherrelated symptoms?
Do you have any secondary health concerns you are looking to have addressed during yourconsultation? (Describe in detail)
What other health practitioners are you currently seeing? List name and specialty below.
Please list the date and description of any surgical procedures you have had (includingcosmetic)..
Surgical Procedure Date Description

How often did you take antibiotics in infancy/childhood, as a teen, and/or as an adult?
List any medicine you are currently taking.Medicine Name Dosage Frequency / Route Duration Comments

List all vitamins, minerals, herbs and nutritional supplements you are now taking.Supp Name Dosage Frequency / Route Duration Comments

Have any other family members had similar problems (please describe)?

Nutritional StatusAre there any foods that you avoid because of the way they make you feel? If yes, pleasename the food and the symptom:
Do you have symptoms immediately after eating like bloating, gas, sneezing or hives? If so,please explain:
Are you aware of any delayed symptoms after eating certain foods such as fatigue, muscleaches, sinus congestion, etc? If so, please explain:
Are there foods that you crave? If so please explain:
Describe your diet at the onset of your health concerns:



Do you have any known food allergies or sensitivities?
Which of the following foods do you consume regularly?SodaDiet sodaFast foodGluten (wheat, rye, barley)

Refined sugarDairy (milk, cheese yogurt)AlcoholCoffee
Are you currently on a special diet? Y NAutoimmune paleo (AIP)PaleoSCDGAPSBlood type

Dairy restricted or dairy freeRawVegetarianVeganGluten-freeOther (please describe below)If you checked "Other" from the question above, please describe in more detail here.
What percentage of your meals are home-cooked? Please describe.
Is there anything else we should know about your current diet, history or relationship to food?

Digestive healthBowel Movement Frequency1-3 times per dayMore than 3 times per dayNot regularly every day

Bowel Movement ConsistencySoft & well formedOften floatDifficult to passDiarrheaThin, long or narrowSmall and hardLoose but not wateryAlternating hard and loose
Bowel Movement ColorMedium brownVery dark or blackGreenishBlood is visibleVariableYellow, light brownChalky coloredGreasy, shinyDo you experience intestinal gas? If so, please explain if it is excessive, occasional, orodorous.
Have you ever had food poisoning? If yes, please describe in detail, including 1) Where wereyou, 2) What did you treat it with, and 3) If you feel like you fully recovered from it:

Medical StatusGastrointestinalPlease list any of the following conditions that apply to your history and briefly describe yoursymptoms, chosen treatment(s), and dates.Condition Symptoms Treatment(s) Dates Past Now



Irritable BowelSyndromeCrohn’sUlcerative ColitisGastritis or PepticUlcerGERD (reflux orheartburn)Celiac DiseaseSIBOGut infectionsDysbiosisLeaky gutFood allergies,intolerances orreactionsGallstonesKnown absorption orassimilation issuesOther

CardiovascularPlease list any of the following conditions that apply to your history and briefly describe yoursymptoms, chosen treatment(s), and dates.Condition Symptoms Treatment(s) Dates Past NowHeart attackHeart DiseaseStrokeElevated cholesterolArrhythmia (irregularheartbeat)Hypertension (highblood pressure)Rheumatic FeverMitral Valve ProlapseOther
Hormones/MetabolicPlease list any of the following conditions that apply to your history and briefly describe yoursymptoms, chosen treatment(s), and dates.Condition Symptoms Treatment(s) Dates Past NowType 1 DiabetesType 2 DiabetesMetabolic SyndromePre-DiabetesInsulin Resistance orHypothyroidism (lowthyroid)Hyperthyroidism(overactive thyroid)Hashimoto’s(autoimmunehypothyroid)Grave’s Disease(autoimmunehyperthyroid)Endocrine problemsPolycystic Ovarian



Syndrome (PCOS)Weight gainWeight lossFrequent weightfluctuationsEating disorderHair lossInfertilityMenopausedifficultiesOther
CancerPlease list any of the following conditions that apply to your history and briefly describe yoursymptoms, chosen treatment(s), and dates.Condition Symptoms Treatment(s) Dates Past NowLung CancerColon CancerProstate CancerBreast CancerOvarian CancerSkin Cancer(Melanoma)Skin Cancer(Squamous, Basal)Other
Genital & Urinary SystemsPlease list any of the following conditions that apply to your history and briefly describe yoursymptoms, chosen treatment(s), and dates.Condition Symptoms Treatment(s) Dates Past NowKidney StonesErectile Dysfunctionor SexualDysfunctionInterstitial CystitisGoutFrequent urinary tractinfectionsFrequent YeastinfectionsOther
Musculoskeletal/PainPlease list any of the following conditions that apply to your history and briefly describe yoursymptoms, chosen treatment(s), and dates.Condition Symptoms Treatment(s) Dates Past NowOsteoarthritisChronic PainFibromyalgiaSore muscles orjoints, undiagnosedOther
Immune/InflammatoryPlease list any of the following conditions that apply to your history and briefly describe yoursymptoms, chosen treatment(s), and dates.Condition Symptoms Treatment(s) Dates Past Now



Chronic FatigueSyndromeRheumatoid ArthritisLupus SLERaynaud’sPsoriasisMixed ConnetiveTissue Disease(MCTD)Poor immunefunction (frequentinfections)Food allergiesEnvironmentalallergiesMultiple chemicalsensitivitiesLatex allergyHepatitisLyme (andcoinfections)Chronic Infections(Epstein-Barr,Cytomegalo-virus,Herpes, etc.)Other
Respiratory ConditionsPlease list any of the following conditions that apply to your history and briefly describe yoursymptoms, chosen treatment(s), and dates.Condition Symptoms Treatment(s) Dates Past NowAsthmaChronic SinusitisBronchitisEmphysemaPneumoniaSleep ApneaFrequent or recurrentColds/FlusOther
Skin ConditionsPlease list any of the following conditions that apply to your history and briefly describe yoursymptoms, chosen treatment(s), and dates.Condition Symptoms Treatment(s) Dates Past NowEczemaPsoriasisDermatitisHivesRash, undiagnosedAcneSkin Cancer(Melanoma)Skin Cancer(Squamous, Basal)Other
Neurologic/MoodPlease list any of the following conditions that apply to your history and briefly describe your



symptoms, chosen treatment(s), and dates.Condition Symptoms Treatment(s) Dates Past NowDepressionAnxietyBipolar DisorderSchizophreniaHeadachesMigrainesADD/ADHAAutismMild CognitiveImpairmentMemory ProblemsMultiple SclerosisALSSeizuresAlzheimer’sOther
MiscellaneousPlease list any of the following conditions that apply to your history and briefly describe yoursymptoms, chosen treatment(s), and dates.Condition Symptoms Treatment(s) Dates Past NowAnemiaChicken PoxGerman MeaslesMeaslesMumpsSleep ApneaWhooping CoughTuberculosisKnown geneticvariants (SNPs,polymorphisms, etc.)Other
Please check frequency of the following:Yes No SometimesShort term memoryimpairmentShortened focus ofattention and ability toconcentrateCoordination andbalance problemsProblems with lack ofinhibitionPoor organizationabilitiesProblems with timemanagement (late orforget appts)Mood instabilityDifficultyunderstanding speechand word findingBrain fog, brain fatigueLower effectiveness atwork, home or school



Judgment problemslike leaving the stoveon, etc
Health HazardsHave you been exposed to any chemicals or toxic metals (lead, mercury, arsenic, aluminum)?
Do odors affect you?
Are you or have you been exposed to second-hand smoke?

Oral Health HistoryIn the past 12 months has a dentist or hygienist talked to you about your oral health, bloodsugar or other health concerns? (Explain.)
What is your current oral and dental regimen? (Please note whether this regimen is once ortwice daily or occasionally and what kind of toothpaste you use.)
Do you have any concerns about your oral or dental health? Such as having bleeding gums,the presence or removal of mercury amalgams, etc?

Lifestyle HistoryHave you had periods of eating junk food, binge eating or dieting?
List any known diet that you have been on for a significant amount of time
Have you used or abused alcohol, drugs, meds, tobacco or caffeine? Do you still?
Do you have any other unhealthy habits (physical, mental, or emotional)?

Sleep HistoryOn average, how many hours do you sleep?
What time do you go to sleep at night?
Do you fall asleep in less than 30 minutes?
Are you satisfied with your sleep? Do you feel rested when you wake and that you haveplenty of energy during the day?

For Women OnlyHow old were you when you first got your period?
How are/were your menses? Do/did you have PMS? Painful periods? If so, explain
In the second half of your cycle, do you experience any symptoms of breast tenderness,water retention or irritability?
Have you experienced any yeast infections or urinary tract infections? Are they regular?



Have you/do you still take birth control pills: If so, please list length of time and type
Have you had any problems with conception or pregnancy?
Are you taking any hormone replacement therapy or hormonal supportive herbs? If so, pleaselist again here.

Sexual HistoryDo you have any concerns or issues with your sexual functioning that you’d like to share withus(pain with intercourse, dryness, libido issues, erectile dysfunction)?

Psychosocial HistoryBriefly outline a typical weekday. What do you do from waking to sleeping?Time Activity Time Activity

Please rate 1-10, how important these things are in your lifeCareerFun & RecreationMoneyFamily & FriendsHealthPhysical EnvironmentRomancePersonal Growth
How are your moods in general? Do you experience more anxiety, depression or anger thanyou would like?

StressList the two most significantly stressful events in your life, from recent to most distant. Includethe date of occurrence and whether it still impacts you.
On a scale of 1-10, one being low and 10 being high, what is the level of stress you arecurrently experiencing in your life?1 2 3 4 5 6 7 8 9 10(1 = low, 10 = high)
How do you handle stress?

Motivation and Health GoalsWhat do you hope to achieve with your consultation?
Though it may seem odd, please consider why you might want to achieve that for yourself
At what point in your life did you feel best? Why?



When is the last time you felt well?
Did something trigger your change in health?
What do you think is happening and why?
What do you feel needs to happen for you to get better?
How motivated are you on a scale of 1 (unmotivated) to 5 (very motivated) to make changesto your diet, take supplements, exercise, and make lifestyle changes? Answer eachindividually.


	Text13: 
	Text15: 
	Form17: 08/14/2025
	DropDown18: [Choose an item]
	DropDown19: [Choose an item]
	Group 1: Off
	Text3: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text16: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Form52: 08/14/2025
	Form55: 08/14/2025
	Form58: 08/14/2025
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text53: 
	Text54: 
	Text56: 
	Text57: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Text90: 
	Text91: 
	Text92: 
	Text93: 
	Text94: 
	Text95: 
	Text96: 
	Text97: 
	Text98: 
	Text99: 
	Text100: 
	Text101: 
	Text102: 
	Text103: 
	Text104: 
	Text105: 
	Text106: 
	Text107: 
	Text108: 
	Text109: 
	Text110: 
	Text111: 
	Text112: 
	Text113: 
	CheckBox116: Off
	CheckBox117: Off
	CheckBox118: Off
	CheckBox119: Off
	CheckBox120: Off
	CheckBox121: Off
	CheckBox122: Off
	CheckBox123: Off
	CheckBox124: Off
	CheckBox125: Off
	CheckBox126: Off
	CheckBox127: Off
	CheckBox128: Off
	CheckBox129: Off
	CheckBox130: Off
	CheckBox131: Off
	CheckBox132: Off
	CheckBox133: Off
	CheckBox134: Off
	CheckBox139: Off
	CheckBox140: Off
	CheckBox141: Off
	CheckBox143: Off
	CheckBox144: Off
	CheckBox145: Off
	CheckBox146: Off
	CheckBox147: Off
	CheckBox148: Off
	CheckBox149: Off
	CheckBox150: Off
	CheckBox152: Off
	CheckBox153: Off
	CheckBox154: Off
	CheckBox155: Off
	CheckBox156: Off
	CheckBox157: Off
	CheckBox158: Off
	CheckBox159: Off
	Text114: 
	Text115: 
	Text135: 
	Text136: 
	Text137: 
	Text160: 
	Text161: 
	CheckBox165: Off
	CheckBox166: Off
	CheckBox170: Off
	CheckBox171: Off
	CheckBox175: Off
	CheckBox176: Off
	CheckBox180: Off
	CheckBox181: Off
	CheckBox185: Off
	CheckBox186: Off
	CheckBox190: Off
	CheckBox191: Off
	CheckBox195: Off
	CheckBox196: Off
	CheckBox200: Off
	CheckBox201: Off
	CheckBox205: Off
	CheckBox206: Off
	CheckBox210: Off
	CheckBox211: Off
	CheckBox215: Off
	CheckBox216: Off
	CheckBox220: Off
	CheckBox221: Off
	CheckBox225: Off
	CheckBox226: Off
	CheckBox230: Off
	CheckBox231: Off
	CheckBox235: Off
	CheckBox236: Off
	CheckBox240: Off
	CheckBox241: Off
	CheckBox245: Off
	CheckBox246: Off
	CheckBox250: Off
	CheckBox251: Off
	CheckBox256: Off
	CheckBox257: Off
	CheckBox261: Off
	CheckBox262: Off
	CheckBox266: Off
	CheckBox267: Off
	CheckBox271: Off
	CheckBox272: Off
	CheckBox276: Off
	CheckBox277: Off
	CheckBox281: Off
	CheckBox282: Off
	CheckBox286: Off
	CheckBox287: Off
	CheckBox291: Off
	CheckBox292: Off
	CheckBox296: Off
	CheckBox297: Off
	CheckBox301: Off
	CheckBox302: Off
	CheckBox306: Off
	CheckBox307: Off
	CheckBox311: Off
	CheckBox312: Off
	CheckBox316: Off
	CheckBox317: Off
	CheckBox321: Off
	CheckBox322: Off
	CheckBox326: Off
	CheckBox327: Off
	CheckBox331: Off
	CheckBox332: Off
	Text162: 
	Text163: 
	Text164: 
	Text167: 
	Text168: 
	Text169: 
	Text172: 
	Text173: 
	Text174: 
	Text177: 
	Text178: 
	Text179: 
	Text182: 
	Text183: 
	Text184: 
	Text187: 
	Text188: 
	Text189: 
	Text192: 
	Text193: 
	Text194: 
	Text197: 
	Text198: 
	Text199: 
	Text202: 
	Text203: 
	Text204: 
	Text207: 
	Text208: 
	Text209: 
	Text212: 
	Text213: 
	Text214: 
	Text217: 
	Text218: 
	Text219: 
	Text222: 
	Text223: 
	Text224: 
	Text227: 
	Text228: 
	Text229: 
	Text232: 
	Text233: 
	Text234: 
	Text237: 
	Text238: 
	Text239: 
	Text242: 
	Text243: 
	Text244: 
	Text247: 
	Text248: 
	Text249: 
	Text253: 
	Text254: 
	Text255: 
	Text258: 
	Text259: 
	Text260: 
	Text263: 
	Text264: 
	Text265: 
	Text268: 
	Text269: 
	Text270: 
	Text273: 
	Text274: 
	Text275: 
	Text278: 
	Text279: 
	Text280: 
	Text283: 
	Text284: 
	Text285: 
	Text288: 
	Text289: 
	Text290: 
	Text293: 
	Text294: 
	Text295: 
	Text298: 
	Text299: 
	Text300: 
	Text303: 
	Text304: 
	Text305: 
	Text308: 
	Text309: 
	Text310: 
	Text313: 
	Text314: 
	Text315: 
	Text318: 
	Text319: 
	Text320: 
	Text323: 
	Text324: 
	Text325: 
	Text328: 
	Text329: 
	Text330: 
	CheckBox336: Off
	CheckBox337: Off
	CheckBox341: Off
	CheckBox342: Off
	CheckBox346: Off
	CheckBox347: Off
	CheckBox351: Off
	CheckBox352: Off
	CheckBox356: Off
	CheckBox357: Off
	CheckBox361: Off
	CheckBox362: Off
	CheckBox366: Off
	CheckBox367: Off
	CheckBox371: Off
	CheckBox372: Off
	CheckBox376: Off
	CheckBox377: Off
	CheckBox381: Off
	CheckBox382: Off
	CheckBox386: Off
	CheckBox387: Off
	CheckBox391: Off
	CheckBox392: Off
	CheckBox396: Off
	CheckBox397: Off
	CheckBox401: Off
	CheckBox402: Off
	CheckBox406: Off
	CheckBox407: Off
	CheckBox411: Off
	CheckBox412: Off
	CheckBox416: Off
	CheckBox417: Off
	CheckBox421: Off
	CheckBox422: Off
	CheckBox426: Off
	CheckBox427: Off
	CheckBox431: Off
	CheckBox432: Off
	CheckBox436: Off
	CheckBox437: Off
	CheckBox441: Off
	CheckBox442: Off
	CheckBox446: Off
	CheckBox447: Off
	CheckBox451: Off
	CheckBox452: Off
	CheckBox456: Off
	CheckBox457: Off
	CheckBox461: Off
	CheckBox462: Off
	CheckBox466: Off
	CheckBox467: Off
	CheckBox471: Off
	CheckBox472: Off
	Text333: 
	Text334: 
	Text335: 
	Text338: 
	Text339: 
	Text340: 
	Text343: 
	Text344: 
	Text345: 
	Text348: 
	Text349: 
	Text350: 
	Text353: 
	Text354: 
	Text355: 
	Text358: 
	Text359: 
	Text360: 
	Text363: 
	Text364: 
	Text365: 
	Text368: 
	Text369: 
	Text370: 
	Text373: 
	Text374: 
	Text375: 
	Text378: 
	Text379: 
	Text380: 
	Text383: 
	Text384: 
	Text385: 
	Text388: 
	Text389: 
	Text390: 
	Text393: 
	Text394: 
	Text395: 
	Text398: 
	Text399: 
	Text400: 
	Text403: 
	Text404: 
	Text405: 
	Text408: 
	Text409: 
	Text410: 
	Text413: 
	Text414: 
	Text415: 
	Text418: 
	Text419: 
	Text420: 
	Text423: 
	Text424: 
	Text425: 
	Text428: 
	Text429: 
	Text430: 
	Text433: 
	Text434: 
	Text435: 
	Text438: 
	Text439: 
	Text440: 
	Text443: 
	Text444: 
	Text445: 
	Text448: 
	Text449: 
	Text450: 
	Text453: 
	Text454: 
	Text455: 
	Text458: 
	Text459: 
	Text460: 
	Text463: 
	Text464: 
	Text465: 
	Text468: 
	Text469: 
	Text470: 
	CheckBox476: Off
	CheckBox477: Off
	CheckBox481: Off
	CheckBox482: Off
	CheckBox486: Off
	CheckBox487: Off
	CheckBox491: Off
	CheckBox492: Off
	CheckBox496: Off
	CheckBox497: Off
	CheckBox502: Off
	CheckBox503: Off
	CheckBox507: Off
	CheckBox508: Off
	CheckBox512: Off
	CheckBox513: Off
	CheckBox517: Off
	CheckBox518: Off
	CheckBox522: Off
	CheckBox523: Off
	CheckBox527: Off
	CheckBox528: Off
	CheckBox532: Off
	CheckBox533: Off
	CheckBox537: Off
	CheckBox538: Off
	CheckBox542: Off
	CheckBox543: Off
	CheckBox547: Off
	CheckBox548: Off
	CheckBox552: Off
	CheckBox553: Off
	CheckBox557: Off
	CheckBox558: Off
	CheckBox562: Off
	CheckBox563: Off
	CheckBox567: Off
	CheckBox568: Off
	CheckBox572: Off
	CheckBox573: Off
	CheckBox577: Off
	CheckBox578: Off
	CheckBox582: Off
	CheckBox583: Off
	CheckBox587: Off
	CheckBox588: Off
	CheckBox592: Off
	CheckBox593: Off
	CheckBox597: Off
	CheckBox598: Off
	CheckBox602: Off
	CheckBox603: Off
	CheckBox607: Off
	CheckBox608: Off
	CheckBox612: Off
	CheckBox613: Off
	CheckBox617: Off
	CheckBox618: Off
	CheckBox622: Off
	CheckBox623: Off
	CheckBox627: Off
	CheckBox628: Off
	CheckBox632: Off
	CheckBox633: Off
	CheckBox637: Off
	CheckBox638: Off
	CheckBox642: Off
	CheckBox643: Off
	Text473: 
	Text474: 
	Text475: 
	Text478: 
	Text479: 
	Text480: 
	Text483: 
	Text484: 
	Text485: 
	Text488: 
	Text489: 
	Text490: 
	Text493: 
	Text494: 
	Text495: 
	Text498: 
	Text499: 
	Text500: 
	Text504: 
	Text505: 
	Text506: 
	Text509: 
	Text510: 
	Text511: 
	Text514: 
	Text515: 
	Text516: 
	Text519: 
	Text520: 
	Text521: 
	Text524: 
	Text525: 
	Text526: 
	Text529: 
	Text530: 
	Text531: 
	Text534: 
	Text535: 
	Text536: 
	Text539: 
	Text540: 
	Text541: 
	Text544: 
	Text545: 
	Text546: 
	Text549: 
	Text550: 
	Text551: 
	Text554: 
	Text555: 
	Text556: 
	Text559: 
	Text560: 
	Text561: 
	Text564: 
	Text565: 
	Text566: 
	Text569: 
	Text570: 
	Text571: 
	Text574: 
	Text575: 
	Text576: 
	Text579: 
	Text580: 
	Text581: 
	Text584: 
	Text585: 
	Text586: 
	Text589: 
	Text590: 
	Text591: 
	Text594: 
	Text595: 
	Text596: 
	Text599: 
	Text600: 
	Text601: 
	Text604: 
	Text605: 
	Text606: 
	Text609: 
	Text610: 
	Text611: 
	Text614: 
	Text615: 
	Text616: 
	Text619: 
	Text620: 
	Text621: 
	Text624: 
	Text625: 
	Text626: 
	Text629: 
	Text630: 
	Text631: 
	Text634: 
	Text635: 
	Text636: 
	Text639: 
	Text640: 
	Text641: 
	CheckBox647: Off
	CheckBox648: Off
	CheckBox652: Off
	CheckBox653: Off
	CheckBox657: Off
	CheckBox658: Off
	CheckBox662: Off
	CheckBox663: Off
	CheckBox667: Off
	CheckBox668: Off
	CheckBox672: Off
	CheckBox673: Off
	CheckBox677: Off
	CheckBox678: Off
	CheckBox682: Off
	CheckBox683: Off
	CheckBox687: Off
	CheckBox688: Off
	CheckBox692: Off
	CheckBox693: Off
	CheckBox697: Off
	CheckBox698: Off
	CheckBox702: Off
	CheckBox703: Off
	CheckBox707: Off
	CheckBox708: Off
	CheckBox712: Off
	CheckBox713: Off
	CheckBox717: Off
	CheckBox718: Off
	CheckBox723: Off
	CheckBox724: Off
	CheckBox728: Off
	CheckBox729: Off
	CheckBox733: Off
	CheckBox734: Off
	CheckBox738: Off
	CheckBox739: Off
	CheckBox743: Off
	CheckBox744: Off
	CheckBox748: Off
	CheckBox749: Off
	CheckBox753: Off
	CheckBox754: Off
	CheckBox758: Off
	CheckBox759: Off
	CheckBox763: Off
	CheckBox764: Off
	CheckBox768: Off
	CheckBox769: Off
	CheckBox770: Off
	CheckBox771: Off
	CheckBox772: Off
	CheckBox773: Off
	CheckBox774: Off
	CheckBox775: Off
	CheckBox776: Off
	CheckBox777: Off
	CheckBox778: Off
	CheckBox779: Off
	CheckBox780: Off
	CheckBox781: Off
	CheckBox782: Off
	CheckBox783: Off
	CheckBox784: Off
	CheckBox785: Off
	CheckBox786: Off
	CheckBox787: Off
	CheckBox788: Off
	CheckBox789: Off
	CheckBox790: Off
	CheckBox791: Off
	CheckBox792: Off
	CheckBox793: Off
	CheckBox794: Off
	CheckBox795: Off
	CheckBox796: Off
	CheckBox797: Off
	CheckBox798: Off
	CheckBox799: Off
	Text644: 
	Text645: 
	Text646: 
	Text649: 
	Text650: 
	Text651: 
	Text654: 
	Text655: 
	Text656: 
	Text659: 
	Text660: 
	Text661: 
	Text664: 
	Text665: 
	Text666: 
	Text669: 
	Text670: 
	Text671: 
	Text674: 
	Text675: 
	Text676: 
	Text679: 
	Text680: 
	Text681: 
	Text684: 
	Text685: 
	Text686: 
	Text689: 
	Text690: 
	Text691: 
	Text694: 
	Text695: 
	Text696: 
	Text699: 
	Text700: 
	Text701: 
	Text704: 
	Text705: 
	Text706: 
	Text709: 
	Text710: 
	Text711: 
	Text714: 
	Text715: 
	Text716: 
	Text720: 
	Text721: 
	Text722: 
	Text725: 
	Text726: 
	Text727: 
	Text730: 
	Text731: 
	Text732: 
	Text735: 
	Text736: 
	Text737: 
	Text740: 
	Text741: 
	Text742: 
	Text745: 
	Text746: 
	Text747: 
	Text750: 
	Text751: 
	Text752: 
	Text755: 
	Text756: 
	Text757: 
	Text760: 
	Text761: 
	Text762: 
	Text765: 
	Text766: 
	Text767: 
	CheckBox800: Off
	CheckBox801: Off
	CheckBox802: Off
	Text803: 
	Text804: 
	Text805: 
	Text806: 
	Text807: 
	Text808: 
	Text809: 
	Text810: 
	Text811: 
	Text812: 
	Text813: 
	Text814: 
	Text815: 
	Text816: 
	Text817: 
	Text818: 
	Text819: 
	DropDown842: [Choose an item]
	DropDown843: [Choose an item]
	DropDown844: [Choose an item]
	DropDown845: [Choose an item]
	DropDown846: [Choose an item]
	DropDown847: [Choose an item]
	DropDown848: [Choose an item]
	DropDown849: [Choose an item]
	Text820: 
	Text821: 
	Text822: 
	Text823: 
	Text824: 
	Text825: 
	Text826: 
	Text827: 
	Text828: 
	Text829: 
	Text830: 
	Text831: 
	Text832: 
	Text833: 
	Text834: 
	Text835: 
	Text836: 
	Text837: 
	Text838: 
	Text839: 
	Text840: 
	Text850: 
	Text851: 
	Text852: 
	Text853: 
	Text854: 
	Text855: 
	Text856: 
	Text857: 
	Text858: 
	Text859: 
	Text860: 


