CHIROPRACTIC REGISTRATION & HISTORY

PATIENT INFORMATION
Date

Patient Name

Address

City

State Zip

Email

Social Security # - -

Sex OM DOF Age

Birth date

Marital Status
0 Married 0 Widowed [ Separated [ Divorced

0 Minor [ Single ['Partnered for years
Occupation

Patient Employer/ School

Employer/ School Phone ( )

Primary Doctor

Whom may we thank for referring you
OWalk-in OlInsurance 0[O Gift card [ Attorney
[0 Former Patient:

Internet: 0 Google 0 VYelp O Website

INSURANCE
Who is responsible for this account?

Relationship to patient
Insurance Co.

Group #
Policy ID
Is patient covered by additional insurance? O Yes [ No
Subscriber's Name
Birth date
Relationship to patient
ASSIGNMENT AND RELEASE

| certify that |, and my dependant(s), have insurance coverage with

and assign directly to Dr. Colaizzo all insurance benefits,
if any, otherwise payable to me for service rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. |
authorize the use of my signature on all insurance submissions.

The above named doctor may use my health care information and may disclose
such information to the above name insurance company(ies) and their agents for
the purpose of obtaining payment for services and determining insurance benefits
or the benefits payable for related services. This consent will end when my
current treatment plan is completed or one year from the date signed below

Signature of Patient, Parent, Guardian or Personal Representative

Please print name of Patient, Parent, Guardian or Personal Representative

(0 Other: Date Relationship to patient

PHONE NUMBERS ACCIDENT INFORMATION

Home Phone ( ) Is condition due to an accident? (] Yes, Date ' No

Cell Phone ( ) Type of accident: 0 Auto 0OWork [ Home [ Other

IN CASE OF EMERGENCY, CONTACT To whom have you made a report of your accident?

Name Relationship 0 Auto insurance [ Employer [0 Workers Comp. [ Other

Phone ( ) Attorney name (if applicable):

PATIENT COIN!DITION tf “‘& ;;,

Reason for Visit ji"{\ _j‘;&ﬁ]

When did your symptoms appear? , b [ ‘\-“"

Is this condition getting progressively worse? [ Yes [ No [ Unknown ; "‘/;h v ’? /'! M /;‘ ;

Mark an X on the picture where you continue to have pain, numbness, or tingling. *' (‘, : \w; 3,‘\.““‘-. i i . \; "‘:"’!

Rate the severity of the pain on a scale from 1 (least pain) to 10 (severe pain) .:i"i;: T AL e ;;" e L

Type of pain: 0 Sharp 0 Dull [ Throbbing [ Numbness [ Aching [ Shooting L —'; IR T 'i ,' o
[ Burning 0 Tingling O Cramps [ Stiffness [ Swelling 0 Other "j.%}g‘; ‘; ‘3‘

How often do you have this pain? ‘ ‘ } L

Is it constant of does it come and go? } {r’ '&'!: F:‘f

Does it interfere with: 01 Work [ Sleep [ Daily routine [0 Recreation La:“;; : i ;‘

Activities or movements that are difficult to perform:

0 Sitting [ Standing [ Walking ([ Bending [ Laying down Back Front




HEALTH HISTORY

What treatment have you already received for your condition? [ Medications L) Surgery [1 Physical Therapy
[ Chiropractic Services [ None ] Other
Name and addresses of other doctor(s) who have treated you for your condition
Date of last: Physical exam Spinal X-ray Blood Test
Spinal Exam ‘Chest X-ray Urine Test
Dental X-ray MRI, CT-scan, Bone scan
Place a mark on “Yes" or “No” to indicate if you have had any of the following:
AIDS/HIV Yes [ No Diabetes Yes [1No Liver Disease [1Yes [INo Rheumatic Yes INo
fever
Alcoholism Yes [ No Emphysema 'Yes [INo | Measles Yes [1No Scarlet fever ~Yes [1No
Allergy Shots Yes ' No Epilepsy Yes [1No Migraine Yes [1No Sexually Yes [INo
headaches Transmitted
Disease
Anemia Yes  No Fractures Yes [INo Miscarriage Yes [ No Stroke Yes [ No
Anorexia Yes [/ No Glaucoma Yes [ No Mononucleosis Yes [ No Suicide Yes [ No
. Attempt
Appendicitis Yes [/ No Goiter Yes [ No Multiple Yes _ No Thyroid Yes _ No
Sclerosis Problems
Arthritis Yes [1No Gonorrhea Yes ' No Mumps Yes [ No Tonsillitis Yes INo
Asthma Yes [INo Gout Yes [ No | Osteoporosis Yes [ No Tuberculosis Yes [ No
Bleeding disorder Yes [1No Heart Yes ' No | Pacemaker IYes I No Tumors, Yes I No
disease Growths
Breast lump |Yes [1No | Hepatitis IYes | No Parkinson’s [1Yes [INo Tyhhoid Fever [ Yes ' No
Disease
Bronchitis IYes [1No | Hernia Yes [INo Pinched nerve [1Yes [INo Ulcers [ Yes .INo
Bulimia IYes [ No | Herniated disc [1Yes [I1No Pneumonia Yes [INo Vaginal 1Yes [INo
infections
Cancer 1Yes  No | Herpes [1Yes [INo Polio IYes [INo Whooping Yes [INo
Cough
Cataracts Yes I No | High blood “Yes [INo Prostate IYes [ No
pressure Problems Other
Chicken Pox Yes © No | High Yes (INo | Prosthesis Yes  No
cholesterol
Chemical ~Yes _INo | Kidney Yes ' No Rheumatoid IYes INo
Dependency disease Arthritis
EXERCISE WORK ACTIVITY HABITS
00 None [1 Sitting [0 Smoking Packs/ Day
[0 Moderate [ Standing 0 Alcohol Drinks/ Week
[ Daily [ Light Labor [0 Coffee/ Caffeine drinks Cups/ Day
[ Heavy [ Heavy Labor O High Stress Level Reason
Are you pregnant? 00No O Yes, Due Date
Injuries/ Surgeries you have had
Description Date

Falls

Head injuries

Broken Bones

Surgeries

MEDICATIONS

ALLERGIES

VITAMINS/ HERBS/ MINERALS




HIPPA 2022
Catherine Colaizzo, D.C.
1075 Easton Ave. Somerset, NJ 08873

THIS NOTICE DESCRIBES HOW CHIROPRACTIC AND MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY. )

In the.course of your care as a patient here we may use or disclose personal and health related information about
you in the following ways:

*Your personal health information, including of your clinical records, may be disclosed to another health care
provider or hospital if it is necessary to refer you for further diagnosis, assessment or treatment.

*Your health care records as well as your billing records may be disclosed to another party, such as an
insurance carrier, an HMO, a PPO, or your employer, if they are or may responsible for the payment of your
services.

*Your name, address, phone number, and your health care records may be used to contact you regarding
appointment reminders, information about alternatives to your present care, or other health related
information that may be of interest to you.

If you are not at home to receive an appointment reminder, a message may be left on your answering machine.
Further, you have the right to inspect or obtain a copy of the information we will use for these purposes. 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. Under federal law, we are also permitted or required to use or disclose your health
information without your consent or authorization in these following circumstances:

*If we are providing health care services to you based on the orders of another health care provider. *If we
provide health care services to you in an emergency. *If we are required by law to provide care to you and we
are unable to obtain your consent after attempting to do so.
*|f there are substantial barriers to communicating with you, but in our professional judgement we believe that
you intend for us to provide care. *If we are ordered by the courts or another appropriate agency
Any use or disclosure of your protected health information, other than as outlined above, will only be made upon
your written authorization. We normally provide information about your health to you in person at the time you
receive chiropractic 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.
You have the right to inspect and/or copy your health information for seven years from the date that the record
was created or as long as the information remains in our files. In addition you have the right to request an
amendment to your health information. Requests to inspect, copy or amend your health related information
should be provided to us in writing.
We are required by state and federal law to maintain the privacy of your patient file and the health protected
health information therein. We are also required to provide you with this notice of our privacy practices with
respect to your health information.
We are further required by law to abide by the terms of this notice while it is in effect. We reserve the right to alter
or amend the terms of this privacy notice. If changes are made to our privacy notice we will notify you in writing
as soon as possible following the changes. Any change in our privacy notice will apply for all of your health
information in our files.

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 to: US DEPT of Health & Human Services.

This notice is effective as of Jan 1, 2014. This notice, and any alterations or amendments made hereto will
expire seven years after the date upon which the record was created. My signature acknowledges that | have
received a copy of this notice.

Name (Printed) date Signature Parent or Guardian

HIPPA 2020 COLAIZZO



Coronavirus (COVID_19) Screening Questionnaire

Patient Name: Date:

DOB: Age:

1) Have you traveled anywhere in the last 3 weeks (especially outside the USA)?

2) Have you been in contact with anybody that was sick in the last 3 weeks? NO Yes
If yes please explain. (this could be a friend, family or co- worker).

3) Have you been to a region designated as an epicenter (AREAS OF HIGH CONTAGION)?

YES___NO_____Ifyes please explain.

4) Do you have symptoms of a cold or flu? Yes NO_
5) Do you have a cough? YES___ NO
6) Do you have any difficulty breathing? YES__ NO

7) Do you have a runny nose? YES NO
'8) Do you have a sore throat? YES NO
9) DO you have any illness related body aches? YES NO

| attest that | have fully and properly answered the above questions and the information
complete.

Patient’s/ Guardian’s Signature: Date:




Welcome to the Chiropractic & Therapy Center!
1075 Easton Avenue Somerset, NJ ¢ (P) 732-545-5999 ¢ (F) 732-545-3439 # chirtherapy@yahoo.com
) " Catherine Colaizzo, DC

The insurance company, Medicare/ , covers chiropractic services but on a

very limited basis. You are allowed unlimited visits per calendar year. It does not cover
services chiropractors are licensed and trained to perform such as:

X-rays, examinations, interferential electrical stimulation, ultrasound, ART (active release
care), manual soft tissue therapy, massage, muscle work, neuromuscular re-education,
stretching, active exercises, general nutritional counseling, and durable supplies such as cervical
pillows and Biofreeze.

~ Note to Medicare Patients: even if you have AARP as additional insurance, these services will
not be covered as AARP only covers charges approved by Medicare. However, coverage from
a secondary insurance company may assume the costs.

In order to administer appropriate, quality chiropractic care some or all of the above services
will be needed to be performed. This letter is to inform you of your benefits prior to receiving
services. All non-billable services will be your responsibility. This is in addition to your co-

pay/co-insurance of $30.00/ % per visit.
Non-billable Exam Fee $ Non-billable X-rays $
Additional therapies  $ Co-pay/Coinsurance $30.00/ %

Total fee per visit $30.00

I understand the above information and guarantee this form was completed correctly to the best
of my knowledge and understand it is my responsibility to inform this office of any changes to
the information I have provided. I hereby assign my insurance benefits to be paid directly to the
Chiropractic & Therapy Center and acknowledge that I am financially responsible for any non-
covered services. I hereby authorize my physician to release any information required to
support my claim.

Signature: Date: [/
[0 Adult Patient 0 Parent/Guardian O Spouse




Chiropractic & Therapy Center
Catherine Colaizzo, D.C.

Date:

Medical Releasge Form

| authorize the release and exchange of medical records including office notes, exam
reports, and diagnostics tests between the entities listed below.

Phone:

Fax;

Chiropractic and Therapy Center
Catherine Colaizzo, DC

1075 Easton Avenue Suite 9
Somerset, NJ 08873

P (732) 545-5999
Fax(732)545-3439

Patient name (printed)

Patient DOB:

Patient Signature:

Date of signature :

Village Plaza, 1075 Easton Avenue, Suite 9, Somerset, NJ 08873
732-545-5999 = Fax: 732-545-3439
chiropractictherapycenternj@gmail.com
www.wefixpains.com



	Text-E5SGMTBq1p: 
	Text-V5fck6D9t_: 
	Text-rCQO1HKjdq: 
	Text-iORGFxGbMu: 
	Text-BwO5pNOJMS: 
	Text-Xu-EnAideo: 
	Text-vpcaVdSQ52: 
	Text-CuO48YbeBX: 
	Text-nSOs7v0Wab: 
	Text-JBVhkpEi1D: 
	Text-NTnTE6EPAH: 
	Text-3yXLMWGrf1: 
	Text-PsjhJ1BXWh: 
	Text-uEekhkKbT4: 
	Text-FM25mpt2Mh: 
	Text-1PA06iLhOn: 
	Text-PVMs4zqSGj: 
	Text-rF8LRGjeDs: 
	Text-wqCXGmQB1c: 
	Text-rcvYQvhNjQ: 
	Text-FdBodKRm-Q: 
	Text-AOnfS-7lAm: 
	Text-TLuZiJSy0R: 
	Text-sDYMI-FaQO: 
	Text-Nd4xG7rU3Y: 
	Text-AWZRhw_lba: 
	Text-WN2F4eXxei: 
	Text-j2JyOjbQTS: 
	Text-pkHvYhPXYE: 
	Text-w8tLxYVznB: 
	Text-6oqj9y33wC: 
	Text-0nyZJGQvis: 
	Text-0vehZgmoN5: 
	Text-LZgwzDbzRO: 
	Text-g1QNhH43HR: 
	Text-UV_FHBcgY1: 
	Text-PcoED_szbD: 
	Text-puqsHOwRxp: 
	Text-qT5s7G9Qr0: 
	Text-udCSuNuz4P: 
	Text-g1wqly3HCl: 
	Text-8ckh0_37UH: 
	Text-_VGCW8YKtA: 
	Date-OBOxlJlJD3: 
	Date-DrUBUkCsuF: 
	Date-679JOVguLf: 
	Date-FiTuZ3Ypt_: 
	Date-4-WtyQ3CSk: 
	CheckBox-RzjmCBJ5NP: Off
	CheckBox-zjxb-rjolM: Off
	CheckBox-7TtN0CEEA1: Off
	CheckBox-ak3ld6dIpW: Off
	CheckBox-KHO2plnyd9: Off
	CheckBox-Dz17yUb5oY: Off
	CheckBox-sf3dIfQg0D: Off
	CheckBox-LhHwR2b-lR: Off
	CheckBox-DFY58ZuYtM: Off
	CheckBox-6TKsin-Wqb: Off
	CheckBox-7ZvsmNsdoa: Off
	CheckBox-sC34enodPN: Off
	CheckBox-XfB-ejkMcB: Off
	CheckBox-DLdEFcN4Yv: Off
	CheckBox-FtbVu72hjH: Off
	CheckBox-fKXnyK3gCR: Off
	CheckBox-hp1tJqKi8o: Off
	CheckBox-adM37We80f: Off
	CheckBox-MJxqYG9KW9: Off
	CheckBox-meSuMcIHvr: Off
	CheckBox-6sNjlfOfKl: Off
	CheckBox-p8YA19QWIG: Off
	CheckBox-uFIDozz4Hy: Off
	CheckBox-Rca5mGtgWi: Off
	CheckBox-fXeYRAe4kO: Off
	CheckBox-gFZqTh-CVe: Off
	CheckBox-nu1J94u3W-: Off
	CheckBox-E2IGxNXTcF: Off
	CheckBox-v72RaHfIul: Off
	CheckBox-zTqNv7hMFR: Off
	CheckBox-y_ErrCaXI8: Off
	CheckBox-UJRb-qKJib: Off
	CheckBox-WsYJ4EI5G7: Off
	CheckBox-SAVszcYb0L: Off
	CheckBox-6DHs4k4OMc: Off
	CheckBox-M5JwmxWTVY: Off
	CheckBox-GPNyarKGND: Off
	CheckBox--WpzjwfRLX: Off
	CheckBox-W1KEGYOXzz: Off
	CheckBox-r_rjYH-hsg: Off
	CheckBox-DQir0Q9X5e: Off
	CheckBox-T39q1_MkuG: Off
	CheckBox-MA2JwJ4Xs9: Off
	CheckBox-YZKbJXNOuE: Off
	CheckBox-VbH1PqI4_z: Off
	CheckBox-vUBys64xBk: Off
	CheckBox-zv_mzerdHT: Off
	CheckBox-ku0nrlXKpe: Off
	CheckBox-cdDACqSHhg: Off
	CheckBox-RrZU0HMuuu: Off
	CheckBox-3e7p5B3nTm: Off
	CheckBox-2nWgoSmsQU: Off
	CheckBox-yvMdNrmaxB: Off
	CheckBox-14h85keGMf: Off
	CheckBox-rn276L4hol: Off
	CheckBox-uLsQbdgHy-: Off
	CheckBox-NFeF6QThDA: Off
	CheckBox-XWHYyPxAyw: Off
	CheckBox-j1sgtMFLdv: Off
	CheckBox-ULCrR_V5Xe: Off
	CheckBox-ltNy9JAXcE: Off
	CheckBox-ozf9C3Gtcz: Off
	CheckBox-cpMofZCp-G: Off
	CheckBox-L0OSQQg_Kj: Off
	CheckBox-el4CanEUzO: Off
	CheckBox-tm7M-_Fv83: Off
	CheckBox-n4NWZ_FYAm: Off
	CheckBox-pBqjToOhFT: Off
	CheckBox-SKcd0wTB7-: Off
	CheckBox-U1dTVQu9z7: Off
	CheckBox-SaLWbDH7jl: Off
	CheckBox-bgwaphiAb6: Off
	CheckBox-7XjlaU-0TU: Off
	CheckBox-0CHhmq0nZ9: Off
	CheckBox-VrTK55E31f: Off
	CheckBox-mdl41JPXmP: Off
	CheckBox-KvsMNs9MHB: Off
	CheckBox-LPlPsskyeL: Off
	CheckBox-EP9X8Zbl_B: Off
	CheckBox-SS6E5p_9dI: Off
	CheckBox-jCtQ3AnPBX: Off
	CheckBox-ZY3Qj01hQU: Off
	CheckBox-TGHIzcpqSH: Off
	CheckBox-fGpHZdGqtp: Off
	CheckBox-snQP_PYca8: Off
	CheckBox-BnnzVQnadT: Off
	CheckBox-s2Y9zKJRlm: Off
	CheckBox-OhmgghkQa7: Off
	CheckBox-jrnlSHXuv4: Off
	CheckBox-VjeQSRf6El: Off
	CheckBox-RHS5eu_NKB: Off
	CheckBox-eb0eeIu7nz: Off
	CheckBox-00nwyIeioX: Off
	CheckBox-MI2AciQp2S: Off
	CheckBox-Q6wFSUr9IW: Off
	CheckBox-k2r1Jz-n-a: Off
	CheckBox-GYmexDiDux: Off
	CheckBox-1wtSpaOkDu: Off
	CheckBox-r8zQubf5bx: Off
	CheckBox-94oFtIIuND: Off
	CheckBox-xQrxbQvDJb: Off
	CheckBox-3e_Wgj0lcc: Off
	CheckBox-4LrDdSJQH-: Off
	CheckBox-Vjxv2S12KE: Off
	CheckBox-EvefCs3Ek7: Off
	CheckBox-tgIW9A4D71: Off
	CheckBox-Cp_1rVQHPT: Off
	CheckBox-RxSVJgcg0d: Off
	CheckBox-EYc95vmghW: Off
	CheckBox-zzFbyRCdpL: Off
	CheckBox-7TVqUxhW9c: Off
	CheckBox-I2ucdPK5hC: Off
	CheckBox-o_VM5dB3Fu: Off
	CheckBox-HQhgNHV5vc: Off
	CheckBox-omEXjgjXEt: Off
	CheckBox-BVOdWTVQwH: Off
	CheckBox-B3cILkHrXM: Off
	CheckBox-Mh5BGuiQlA: Off
	CheckBox-x58hXN1-iH: Off
	CheckBox-3V3LWzcZ43: Off
	CheckBox-UbB1fIYJGP: Off
	CheckBox-gB6ny3ezdf: Off
	CheckBox-6DpBX6FEga: Off
	CheckBox-YiVXDoOPCD: Off
	CheckBox-SrzsWBQQhj: Off
	CheckBox-MMxQyJHFEX: Off
	CheckBox-EqxoPlmIzP: Off
	CheckBox-RbIrGN5io2: Off
	CheckBox-3WL0puK0Wo: Off
	CheckBox-tUqXNJgwdq: Off
	CheckBox-ObCLBGjsZG: Off
	CheckBox-8ccgSUr3JM: Off
	CheckBox-0NDXMSrP_z: Off
	CheckBox-Z0F6BQUxnm: Off
	CheckBox-b48A1ZuQcH: Off
	CheckBox-BgKXPJX3UN: Off
	CheckBox-S6EYhMMhyS: Off
	CheckBox-9H5N00FPX0: Off
	CheckBox-ozeETWnlZc: Off
	CheckBox-mTUPMQ0NcK: Off
	CheckBox-PrtNiYXa6w: Off
	CheckBox-w_GSE13US4: Off
	CheckBox-6-OrydsqOt: Off
	CheckBox-DQEfHg3PLl: Off
	CheckBox-PRWUAt8UVC: Off
	CheckBox-5u8aIphm97: Off
	CheckBox-Ltj8N4wt0j: Off
	CheckBox-rUiO1uWT8z: Off
	CheckBox-I5_1oi5ncj: Off
	CheckBox-o4WhF3WSZE: Off
	CheckBox-i-NKQC-GRa: Off
	CheckBox-YePezXrsCA: Off
	CheckBox-CD1V3IFRiK: Off
	CheckBox-EfSHaVFrM4: Off
	CheckBox--hMnnH7X60: Off
	CheckBox-aiaqhy7LbQ: Off
	CheckBox-8FN8Z_fYrV: Off
	CheckBox-kKr-31SeBi: Off
	CheckBox-fO8vTTSLuz: Off
	CheckBox-SogkIXS3D9: Off
	CheckBox-8gp-4Tu0Gn: Off
	CheckBox-kYAQwARqoK: Off
	CheckBox-d9OhhFFc44: Off
	CheckBox-YH-GwGvwlV: Off
	CheckBox-omr2yi7fpm: Off
	CheckBox-2dnG6eXKpR: Off
	CheckBox-GPAZloRw6p: Off
	CheckBox-EiZFGlUvar: Off
	CheckBox-51DvB1JlCE: Off
	CheckBox-ebxz7A3nls: Off
	CheckBox-iiunx36OhP: Off
	CheckBox-oCRDahzhiM: Off
	CheckBox-jR4YdGdv-5: Off
	CheckBox-LdpG0O2719: Off
	CheckBox-hwrySc1vyI: Off
	CheckBox-NDrlw_7Frw: Off
	CheckBox-OL3fCd1hYE: Off
	CheckBox-u7LAHtwmfL: Off
	CheckBox-sUA0SpZVZg: Off
	CheckBox-Lwo5sgmsnw: Off
	CheckBox-ITNk974F1A: Off
	CheckBox-mUxPkiYeUL: Off
	CheckBox-7uxUtHaLm-: Off
	CheckBox-qXmmcDNbDo: Off
	CheckBox-tnQfVNaa4q: Off
	CheckBox-53FoiUjGKu: Off
	CheckBox-eixtxnI_56: Off
	CheckBox-JzDjsJFTMU: Off
	CheckBox-lNmRTpdGmD: Off
	CheckBox-HbSwn4Gxz7: Off
	CheckBox-US-ji3ScPu: Off
	CheckBox-QhhIDEvrcB: Off
	CheckBox-AQVcyXkM88: Off
	CheckBox-l4vKkc3Q59: Off
	CheckBox-jMeS2M_c5w: Off
	CheckBox-1FWlxi5Sqh: Off
	CheckBox-QBJbaV5dJ8: Off
	CheckBox-B9bnxiwIHY: Off
	CheckBox-Kc1kUn2n60: Off
	CheckBox-6YR1NTywVK: Off
	CheckBox-ShYOQAXO96: Off
	CheckBox-NefnDCFgkw: Off
	CheckBox-sMsdwOwnqT: Off
	CheckBox-Tf1-UFsMwS: Off
	CheckBox-082mPRM0t6: Off
	CheckBox-RSxrFghNjW: Off
	CheckBox-kyL8DvnRSX: Off
	CheckBox-MnDsw3tI3_: Off
	CheckBox-W6oT82GUgy: Off
	CheckBox-sPbw0TZGIq: Off
	CheckBox-22NNioCr7o: Off
	CheckBox-QaK5iKtL7G: Off
	CheckBox-Hzq9XsRV3q: Off
	CheckBox-hsIJmcIwk9: Off
	CheckBox-X5jTMx6TS_: Off
	CheckBox-R0y9fgaRfo: Off
	CheckBox-FKe0GWczXY: Off
	CheckBox-9eGwt68zyC: Off
	CheckBox-WRxAvcYE8V: Off
	CheckBox-FYa-PJ-oty: Off
	CheckBox-MO-hi8AYgN: Off
	CheckBox-rEKNRtYZjO: Off
	CheckBox-N4Pt6quSix: Off
	CheckBox-jJ3DBuBgzg: Off
	CheckBox-IcQWuddFHf: Off
	CheckBox-9WPloO2Eqa: Off
	CheckBox-KK1y31isLp: Off
	CheckBox-2hTqCK2Vht: Off
	CheckBox-oQY5ZkFMbr: Off
	CheckBox-wGRuqlFjWD: Off
	CheckBox-_FufyvcmX0: Off
	CheckBox-emO78lyGM1: Off
	CheckBox-jOYAOCqMYC: Off
	CheckBox-qxdaMfsP4M: Off
	CheckBox-T0Fjp1NplX: Off
	CheckBox-C2dbuQWQz4: Off
	CheckBox-gZPPqeab1R: Off
	CheckBox-VJWGV3pKKP: Off
	CheckBox-jLsnGlJA-c: Off
	CheckBox-KdB5bq7BWx: Off
	CheckBox-cZXQRUH2Il: Off
	CheckBox-63wiBXgYFQ: Off
	Text-lHTdpB7kpH: 
	Text-8ahqtu-rfU: 
	Text--5sYE3HzN2: 
	Text-vhLpRMOD3Z: 
	Text-oaAY7PI25G: 
	Text-UsNMKHwBcb: 
	Text-FOFex60Maa: 
	Paragraph-uRs53IcG0a: 
	Paragraph-Xxe5dwj_3t: 
	Paragraph-b5kcsp7YuF: 
	Paragraph-HPcyq_yi5a: 
	Paragraph-wx30UrVugx: 
	Date-XD9pJTzf8q: 
	Text-rTi1UWTUou: 
	Text-vh6kOHlrAR: 
	Date-faqlVHXWpx: 
	Date-Y2mT7MnqMw: 
	Date-6ICdouD3zm: 
	Date-30oXkp1ZdS: 
	Date-LtTrCZhIj_: 
	Date-_tAyzB7yJ7: 
	Date-t82yIgVBab: 
	Date-jwjExaCCBu: 
	Text-uqYmiYh9hj: 
	Text-fyyGVHtmsV: 
	Date-QL-_B5otyJ: 
	Text-5kcHGyW1Qn: 
	Text-jiodiHV8GD: 
	Paragraph-8F0wC22m38: 
	Paragraph-gaI_SBhmPH: 
	Paragraph-KhRXpAk8q8: 
	Date-Qe-hCJNwds: 
	Date-Du16V9LcE8: 
	Date-VS1S8-TtOY: 
	CheckBox-KBC8Hi4xhI: Off
	CheckBox--OoiAjbBDL: Off
	CheckBox-7QYaBxv8Vg: Off
	CheckBox-uvEqd9Cc37: Off
	CheckBox-WvCmFsXB2m: Off
	CheckBox-1qN6FUeGpg: Off
	CheckBox-CiZ3up609_: Off
	CheckBox-7kYsFb5ZMC: Off
	CheckBox-wCoPIf3Qgh: Off
	CheckBox-PheSeLTdn7: Off
	CheckBox-Xcj1ZO5Qvy: Off
	CheckBox--dw3FW9Yus: Off
	CheckBox-VEfTyqGPab: Off
	CheckBox-JZ-27V21_e: Off
	CheckBox-om1WAHMDRE: Off
	CheckBox-SE-Q04wsiw: Off
	Text--AqlS9j4dM: 
	Text-6KV5gwdkIb: 
	Text-1Wf5Y3Z63h: 
	Text-IpHKSDWbIe: 
	CheckBox-zzs6LiQvR3: Off
	CheckBox-momxlP8YRe: Off
	CheckBox-Ac-EJoD25H: Off
	Text-70Yo8PIVR0: 
	Date-TCjnyno889: 
	Date-xNVJf94oSN: 


