
Preferred Name



Primary Household 

Household Member Name Relationship To Child Age Occupation/School 

EMPOf�R 
COUNSE[ING 

Quality of Relationship 

** If the child lives in more than one household, please fill the below section out** 

Secondary Household 

Household Member Name Relationship To Child Age Occupation/School Quality of Relationship 

Developmental History & Concerns 

Pregnancy: Yes No Unknown 

Had bleeding during the pregnancy □ □ □

Had toxemia □ □ □

Had to take medication 
□ □ □Specify the medication: 

Got injured or hurt □ □ □

Gained less than 15 lbs □ □ □

Took narcotic drugs □ □ □

Drank alcohol □ □ □

Had an infection □ □ □

Smoked during the pregnancy □ □ □

Other pregnancy problems/illnesses 
□ □ □Please specify 

Length of the pregnancy: □ □ □
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BIRTH 

Born prematurely 

Born with the cord wrapped around neck 

Injured during birth 

Had trouble breathing 

Turned blue (cyanosis) 

Had an infection 

Had seizures 

Needed oxygen 

Was jittery 

Other birth complications 

Specify: 

CHILDHOOD HEALTH ISSUES 

Seizures 

High fevers (over 103 F) 

Head Injury 

Asthma 

Hearing Difficulties 

Vision Difficulties 

Other Serious illness 

Other Hospitalizations 

FUNCTIONING 

Poor Appetite 

Constipation 

Stomachache 

Trouble Falling Asleep 

Trouble Staying Asleep 

Overly active 

Head banging 

Rocking in bed 

Temper tantrums 

Crying often/easily 

Shyness with strangers 

Irritability 

Extreme reaction to noise or sudden 

movements 

Self-destructive behavior 

Difficulty being comforted/consoled 

Yes 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

Yes No Unknown 
If yes, what 

age did it start? 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

Unknown 
If yes, what 

Yes No age did it start? 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

EMPOf�R 
COUNSE[ING 

No Unknown 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 

If yes, still 

occurring? 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

If yes, still 

occurring? 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 
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BEHAVIORS 

Has Bad Dreams 

Is Quiet or Withdrawn 

Is often down or hard on him/herself 

Is tired often 

Wets bed or pants often 

Soils underwear with bowel movements 

Is often too neat or orderly 

Too concerned with cleanliness 

Plays with matches 

Destroys objects 

Is cruel to animals 

Is not liked by other children 

Feels ill on school mornings 

Has eating problems (over/under eats) 

Part of a clique/gang that causes trouble 

Concerns with sexual 

development/behaviors? 

Comments: 

ATTENTION ISSUES 

Can only concentrate for a short time 

unless things are very interesting 

Understands main concepts 

but misses important details 

Completes tasks carelessly/ 

without thinking 

Learns a new skill one day and then 

can't seem to do it a few days later 

Receives unpredictable grades 

or test scores in school 

Often doesn't notice when he/she 

makes a mistake 

Seems not to realize when he/she is 

disturbing someone 

Annoys or bothers other children 

Behavior is hard to predict 

Seems to want things right 

away and/or is hard to satisfy 

Bullies others 

Doesn't do much better after 

punishment or correction 

Yes No Unknown 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

Yes No Unknown 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 

If yes, what 

age did it start? 

If yes, what 

age did it start? 

EMPOf�R 
COUNSE[ING 

If yes, still 

occurring? 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

If yes, still 

occurring? 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 
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School Functioning 

Does your child receive special education services (Ex- IEP or 504)? D Yes D No 

EMPOf�R 
COUNSE[ING 

If Yes, what services/accommodations do they qualify for? _____________________ _ 

Child's Substance History 

Do you have concerns about your child's use of alcohol or drugs? D Yes D No 

QUESTIONS FOR THE CHILD TO 

ANSWER 

DO YOU USE: CURRENT PAST NEVER 

Caffeine □ □ □ 

Tobacco products (including vaping) □ □ □ 

Alcohol □ □ □ 

Illegal Drugs (including marijuana) □ □ □ 

Medication beyond prescribed usage □ □ □ 

Have you ever felt that you out to cut down on your drinking or drug use? 

Have people annoyed you by criticizing your drinking or drug use? 

Have you ever felt bad or guilty about your drinking or drug use? 

Have you ever had a drink or used drugs first think in the morning (eye opener) to 

steady your nerves: ex- to get rid of hangover, or get the day started? 

Child's Legal History 

Does your child have a history of legal charges? D Yes D No 

COMMENTS- how often? 

Yes No 

□ □ 

□ □ 

□ □ 

□ □ 

If yes, describe the charges:--------------------------------

Child Psychiatric/Therapy History 

Please list any psychiatry and or therapy provider that has worked with your child. 

Still working 

Provider Agency Dates Reason? with them? 
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EMPOf�R 
COUNSE[ING 

Primary Care Physician: _________________ Phone Number: _______ _ 

Address: ________________ City: ______ State: __ Zip: ____ _ 

Please list any medication your child is currently on, dosage, frequency, and who prescribed: _______ _ 

Other Family Concerns 

Primary 

No Yes Client Mother Father Sibling Other 

Health Problems □ □ □ □ □ □ □ 

Disability □ □ □ □ □ □ □ 

Legal Issues □ □ □ □ □ □ □ 

Financial Concerns □ □ □ □ □ □ □ 

Anxiety □ □ □ □ □ □ □ 

ADHD □ □ □ □ □ □ □ 

Mania □ □ □ □ □ □ □ 

Sch izoph ren ia/Psychosis □ □ □ □ □ □ □ 

Alcohol Abuse □ □ □ □ □ □ □ 

Substance Abuse □ □ □ □ □ □ □ 

Depression □ □ □ □ □ □ □ 

Mental Illness □ □ □ □ □ □ □ 

Eating Problems □ □ □ □ □ □ □ 

Trouble with the Law □ □ □ □ □ □ □ 

Physically Abusive □ □ □ □ □ □ □ 

Physically Abused □ □ □ □ □ □ □ 

Sexually Abusive □ □ □ □ □ □ □ 

Sexually Abused □ □ □ □ □ □ □ 

Verbally Abusive □ □ □ □ □ □ □ 

Verbally Abused □ □ □ □ □ □ □ 

Emotionally Abusive □ □ □ □ □ □ □ 

Emotionally Abused □ □ □ □ □ □ □ 

Significant Family Stressors (moves, deaths, 
□ □ □ □ □ □ □ 

divorce, loss of employment) 

Comments (Specify problems that impact child's needs): 
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psychologist 



Psychological

4
150 per 30 min of testing with Psychologist
120 per 30 min of testing with psychometrist

If .

s: $

10 per computer administered assessment 
325 per hour of evaluating/interpreting results 
300 for feedback with patient/family members









Empower Counseling No Show/Late Cancel Policy 

Empower Counseling understand that life happens and we know the reason you are here is to prioritize your mental 
health. In order for our patients to be successful and to streamline our scheduling process, the following policy will 
be effective 8/1/2023. 
DEFINITIONS: 
LATE CANCEL - Less than 24-hour notice. 
NO SHOW -— A missed appointment is not showing up, failure to reschedule within Empower Counseling guidelines 
and arriving late. 

1. Appointment reminders will be sent via text and email approximately 48 hours prior to the scheduled 
appointment. These reminders are a courtesy.
a. If you are not receiving appointment reminder messages, please contact our office to make sure we have 

your correct information on file.
b. Failure to keep your appointment will result in a late fee. You are responsible for keeping your scheduled 

appointments regardless of whether a reminder was sent or received.
c. If you are more than 15 minutes late for your appointment, it is considered a no show and you will be 

charged a fee.

2. If you cannot attend the scheduled session, please reach out and let Empower Counseling staff know so we 
can find an alternative time that works for you and the clinician.

a. When you schedule an appointment and do not show up or cancel, we are unable to reschedule 
someone else who needs our services.

b. Our job at Empower Counseling is to ensure the community's mental health is being served to the best 
of our ability. We hope you respect our time, as we respect yours,

3. You will be given 1 “free pass” for no show/late cancel each calendar year.
4. BILLABLE CHARGES:

a. No Show rate ¡is $50.00
b. Late Cancel rate is $25.00
c. These charges are the responsibility of the patient.

5. After 3 consecutive no-shows/late cancels no appointments will be scheduled until you have
contacted your therapist directly regarding scheduling.
a. Your therapist will be able to help eliminate any barriers you may be encountering.
b. Empower Counseling can provide service options to help mitigate obstacles.
c. Maybe you just have a lot going on and need to take a break. And that is ok!

Empower Counseling staff care about you and know that life can be chaotic. We want to support your mental health. 
Late Cancels/No Shows are not a direct reflection of who YOU are, but of your life circumstances. Please 
communicate with staff, 

Client's Name 

Client/Client's guardian signature 
__________________________ 
Therapist signature 



Name Date Signature 

Name Date Signature 

Telehealth Consent

WHAT IS TELEHEALTH?
�Telehealth� means that sessions will be conducted when the provider and the client are in different physical locations, and
that services will be delivered over electronic means. The electronic means are often internet based technology tools,
including videoconferencing software and email.

WHAT WILL I NEED? You will need access to internet service and the technology tools needed in order to engage in telehealth
sessions. A computer is best, but a cell phone or tablet would also work. You will need access to your email on that device,
and you will also need to have a camera and a microphone so I can both see and hear you. It is best to use a secure wireless
connection, as a public or non secure connection could compromise your confidentiality. I will be using a secure wireless
internet connection. It is also best to ensure you are in a private setting where no one can overhear your session, and to
minimize distractions to the extent possible.

HOWWILL IT WORK? The platform that I will be using during this time is Google Meet. This is a HIPAA secure platform that is
fairly easy to use. I will send you an invitation via your email address at the time of your session, and you can join the meeting
through the link provided in your email. Please let me know via email at mandy@empowercounselingfm.com if you will be
unable to attend your session. If technology fails, I will make an attempt to re establish a connection. If I am unable to do
this, I will call you via phone. Please provide the phone number you would like me to call if necessary:
________________________________.

WHAT ARE THE RISKS/BENEFITS? We are fortunate to have telehealth as an option during the COVID 19 Pandemic. It will allow
us to continue to meet on a regular basis with minimal disruption to your treatment, while also practicing safe social distancing.
Along with the benefits of telehealth come some risks, and it is important for you to know these before you consent to telehealth
treatment. Technology can fail and occasionally it could be difficult to re establish a connection, which can be disruptive to a
session. It is harder to ensure the confidentiality of your session when using telehealth than it is in person. Technology is
vulnerable to electronic breaches of information. As stated above, both provider and client need to take appropriate measures
to prevent this from occurring.

OTHER THINGS TO KNOW

You can choose to cease telehealth sessions at any time, and resume face to face counseling when it is determined safe
to do so.
You can revoke this consent at any time.
Both provider and therapist are agreeing that we will not record any portion of telehealth sessions.
Records will be kept in the same manner as they are for in person sessions.
If you are using health insurance or an employee assistance program to cover costs, you will want to contact your plan
to ensure that telehealth is covered. Many have made changes to their policies during the COVID 19 Pandemic, but
you will want to check on the specifics of your plan.

I have read this document and agree to proceed with telehealth sessions.



Authorization to Disclose Protected Health Information 

City: 

Date of Birth: 

State:   Zip: 

Name of Client:  

Street Address:   

CLIENT RELEASE AND SIGNATURE 
1- I Hereby Authorize:

 at 

 Disclose To  Obtain From  Mutually Exchange With 

Fax: 

Empower Counseling 
2311 45th St S Suite 4A 
Fargo ND 53104 
P: 701-532-1477 
F: 701-532-1801 

2- Permission To:

Person/Agency:

Address:

Phone: 

City: State: Zip: 

3- Description of the Information to be disclosed/obtained:

 Family and Social History  Psychological Info/Testing 
 Progress in Treatment 
 alcohol/Drug Abuse Issues/Treatment 

 Legal 
 verbal Consultation as necessary 
 coordination of Care 

 Treatment Plan  
 Discharge Summary 
 Other (Provide details): 

 Legal  At the Request of the Individual 
 collateral  Eligibility Determination 

4- This information identified above will be used for:
Coordination of Care/Treatment/Discharge Planning
 Billing/Payment
 Other (must specify to be valid):

5- Authorization remains in effect for one year from date signed unless a different date is entered here:

CLIENT CONSENT: This authorization is voluntary and remains in effect until the expiration unless specifically evoked, I understand that I may revoke my 
consent to allow Empower Counseling to release/obtain information, at any time, except to the extent that action will have been taken on information 
released prior to the revocation of my consent. I understand that my records are protected under State and Federal confidentiality regulations. 

SUBSTANCE USE DISORDER INFORMATION is protected under the federal regulations governing Confidentiality of Substance Use Disorder Patient Records, 42 
C.F.R. Part 2, and cannot be disclosed without written consent unless otherwise provided for in the regulations. In accordance with North Dakota few, the
signature of a minor. 12 years of age or older is required to disclose substance use disorder information. Both the signature of a minor 13 years of age or
younger and the signature of the minor's legal representative is required To authorize the disclosure of substance use disorder information.

 CHECK IF APPLICABLE — NOTICE TO WHOMEVER DISCLOSURE IS MADE CONCERNING ADDICTION RECORDS 

Date: 

Date: 

Signature of Client:  

Signature of Parent/Guardian: 

Witness (if needed):  Date: 


	Todays Date: 
	Name of Primary Client: 
	Social Security: 
	Date of Birth: 
	Gender: 
	Address: 
	Who has legal custody of this client: 
	Emergency Contact: 
	Phone: 
	Childs Living Arrangement with bio parents split custody step parents foster care: 
	Mothers Name: 
	DOB: 
	Date of Death: 
	Mothers Address: 
	Phone_2: 
	Ok to leave messages D Yes D No Email: 
	Mothers Occupation: 
	Fathers Name: 
	DOB_2: 
	Date of Death_2: 
	Fathers Address: 
	Phone_3: 
	Ok to leave messages D Yes D No Email_2: 
	Fathers Occupation: 
	Other Legal Custodian Name: 
	Address_2: 
	Phone_4: 
	Ok to leave messages D Yes D No Email_3: 
	Information about other peopleadults in the childs life involvement relationship quality etc 1: 
	Information about other peopleadults in the childs life involvement relationship quality etc 2: 
	What is the reason for seeking psychological testin 1: 
	What is the reason for seeking psychological testin 2: 
	When did this issue begin: 
	Did anyone refer you: 
	If yes who: 
	What changes do you and your child would like to see happen as a result of testing 1: 
	What changes do you and your child would like to see happen as a result of testing 2: 
	What strengths does your child possess 1: 
	What strengths does your child possess 2: 
	Household Member NameRow1: 
	Relationship To ChildRow1: 
	AgeRow1: 
	OccupationSchoolRow1: 
	Quality of RelationshipRow1: 
	Household Member NameRow2: 
	Relationship To ChildRow2: 
	AgeRow2: 
	OccupationSchoolRow2: 
	Quality of RelationshipRow2: 
	Household Member NameRow3: 
	Relationship To ChildRow3: 
	AgeRow3: 
	OccupationSchoolRow3: 
	Quality of RelationshipRow3: 
	Household Member NameRow4: 
	Relationship To ChildRow4: 
	AgeRow4: 
	OccupationSchoolRow4: 
	Quality of RelationshipRow4: 
	Household Member NameRow5: 
	Relationship To ChildRow5: 
	AgeRow5: 
	OccupationSchoolRow5: 
	Quality of RelationshipRow5: 
	Household Member NameRow6: 
	Relationship To ChildRow6: 
	AgeRow6: 
	OccupationSchoolRow6: 
	Quality of RelationshipRow6: 
	Household Member NameRow7: 
	Relationship To ChildRow7: 
	AgeRow7: 
	OccupationSchoolRow7: 
	Quality of RelationshipRow7: 
	Household Member NameRow1_2: 
	Relationship To ChildRow1_2: 
	AgeRow1_2: 
	OccupationSchoolRow1_2: 
	Quality of RelationshipRow1_2: 
	Household Member NameRow2_2: 
	Relationship To ChildRow2_2: 
	AgeRow2_2: 
	OccupationSchoolRow2_2: 
	Quality of RelationshipRow2_2: 
	Household Member NameRow3_2: 
	Relationship To ChildRow3_2: 
	AgeRow3_2: 
	OccupationSchoolRow3_2: 
	Quality of RelationshipRow3_2: 
	Household Member NameRow4_2: 
	Relationship To ChildRow4_2: 
	AgeRow4_2: 
	OccupationSchoolRow4_2: 
	Quality of RelationshipRow4_2: 
	Household Member NameRow5_2: 
	Relationship To ChildRow5_2: 
	AgeRow5_2: 
	OccupationSchoolRow5_2: 
	Quality of RelationshipRow5_2: 
	Household Member NameRow6_2: 
	Relationship To ChildRow6_2: 
	AgeRow6_2: 
	OccupationSchoolRow6_2: 
	Quality of RelationshipRow6_2: 
	Household Member NameRow7_2: 
	Relationship To ChildRow7_2: 
	AgeRow7_2: 
	OccupationSchoolRow7_2: 
	Quality of RelationshipRow7_2: 
	Had to take medication Specify the medication: 
	Other pregnancy problemsillnesses Please specify: 
	Length of the pregnancy: 
	Other birth complications Specify: 
	If yes what age did it start: 
	If yes what age did it start_2: 
	If yes what age did it start_3: 
	If yes what age did it start_4: 
	If yes what age did it start_5: 
	If yes what age did it start_6: 
	If yes what age did it start_7: 
	If yes what age did it start_8: 
	If yes what age did it start_9: 
	If yes what age did it start_10: 
	If yes what age did it start_11: 
	If yes what age did it start_12: 
	If yes what age did it start_13: 
	If yes what age did it start_14: 
	If yes what age did it start_15: 
	If yes what age did it start_16: 
	If yes what age did it start_17: 
	If yes what age did it start_18: 
	If yes what age did it start_19: 
	If yes what age did it start_20: 
	If yes what age did it start_21: 
	If yes what age did it start_22: 
	If yes what age did it start_23: 
	If yes what age did it start_24: 
	If yes what age did it start_25: 
	If yes what age did it start_26: 
	If yes what age did it start_27: 
	If yes what age did it start_28: 
	If yes what age did it start_29: 
	If yes what age did it start_30: 
	If yes what age did it start_31: 
	If yes what age did it start_32: 
	If yes what age did it start_33: 
	If yes what age did it start_34: 
	If yes what age did it start_35: 
	If yes what age did it start_36: 
	If yes what age did it start_37: 
	If yes what age did it start_38: 
	If yes what age did it start_39: 
	If yes what age did it start_40: 
	If yes what age did it start_41: 
	If yes what age did it start_42: 
	If yes what age did it start_43: 
	If yes what age did it start_44: 
	If yes what age did it start_45: 
	If yes what age did it start_46: 
	If yes what age did it start_47: 
	If yes what age did it start_48: 
	If yes what age did it start_49: 
	If yes what age did it start_50: 
	If yes what age did it start_51: 
	Does your child receive special education services Ex IEP or 504 D Yes D No: 
	If Yes what servicesaccommodations do they qualify for: 
	COMMENTS how often: 
	COMMENTS how often_2: 
	COMMENTS how often_3: 
	COMMENTS how often_4: 
	COMMENTS how often_5: 
	Does your child have a history of legal charges D Yes D No: 
	If yes describe the charges: 
	ProviderRow1: 
	AgencyRow1: 
	DatesRow1: 
	ReasonRow1: 
	Still working with themRow1: 
	ProviderRow2: 
	AgencyRow2: 
	DatesRow2: 
	ReasonRow2: 
	Still working with themRow2: 
	ProviderRow3: 
	AgencyRow3: 
	DatesRow3: 
	ReasonRow3: 
	Still working with themRow3: 
	ProviderRow4: 
	AgencyRow4: 
	DatesRow4: 
	ReasonRow4: 
	Still working with themRow4: 
	ProviderRow5: 
	AgencyRow5: 
	DatesRow5: 
	ReasonRow5: 
	Still working with themRow5: 
	ProviderRow6: 
	AgencyRow6: 
	DatesRow6: 
	ReasonRow6: 
	Still working with themRow6: 
	ProviderRow7: 
	AgencyRow7: 
	DatesRow7: 
	ReasonRow7: 
	Still working with themRow7: 
	ProviderRow8: 
	AgencyRow8: 
	DatesRow8: 
	ReasonRow8: 
	Still working with themRow8: 
	ProviderRow9: 
	AgencyRow9: 
	DatesRow9: 
	ReasonRow9: 
	Still working with themRow9: 
	Primary Care Physician: 
	Phone Number: 
	Address_3: 
	City: 
	State: 
	Zip: 
	Comments Specify problems that impact childs needs: 
	Client Printed Name: 
	Date: 
	ParentGuardian Printed Name: 
	Date_2: 
	Client Printed Name_2: 
	Clinician Name_2: 
	Date_4: 
	Date_5: 
	Date_6: 
	Clients Name: 
	undefined_30: 
	Name of Client: 
	Date of Birth_2: 
	Street Address: vbvbnnbnvbn 
	at: 
	PersonAgency: 
	Phone_5: 
	Fax: 
	Address_4: 
	City_2: 
	State_2: 
	Zip_2: 
	Other Provide details: 
	Other must specify to be valid: 
	CHECK IF APPLICABLE  NOTICE TO WHOMEVER DISCLOSURE IS MADE CONCERNING ADDICTION RECORDS: 
	Date_8: 
	Date_9: 
	Witness if needed: 
	Date_10: 
	Check Box5: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Text23: 
	Text24: 
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box199: Off
	Check Box200: Off
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box206: Off
	Check Box207: Off
	Check Box208: Off
	Check Box209: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Check Box220: Off
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Check Box225: Off
	Check Box226: Off
	Check Box227: Off
	Check Box228: Off
	Check Box229: Off
	Check Box230: Off
	Check Box231: Off
	Check Box232: Off
	Check Box233: Off
	Check Box234: Off
	Check Box235: Off
	Check Box236: Off
	Check Box237: Off
	Check Box238: Off
	Check Box239: Off
	Check Box240: Off
	Check Box241: Off
	Check Box242: Off
	Check Box243: Off
	Check Box244: Off
	Check Box247: Off
	Check Box248: Off
	Check Box249: Off
	Check Box250: Off
	Check Box251: Off
	Check Box252: Off
	Check Box253: Off
	Check Box254: Off
	Check Box255: Off
	Check Box256: Off
	Check Box257: Off
	Check Box258: Off
	Check Box259: Off
	Check Box260: Off
	Check Box261: Off
	Check Box262: Off
	Check Box263: Off
	Check Box264: Off
	Check Box265: Off
	Check Box266: Off
	Check Box267: Off
	Check Box268: Off
	Check Box269: Off
	Check Box270: Off
	Check Box271: Off
	Check Box272: Off
	Check Box273: Off
	Check Box274: Off
	Check Box275: Off
	Check Box276: Off
	Check Box277: Off
	Check Box278: Off
	Check Box279: Off
	Check Box280: Off
	Check Box281: Off
	Check Box282: Off
	Check Box283: Off
	Check Box284: Off
	Check Box285: Off
	Check Box286: Off
	Check Box287: Off
	Check Box288: Off
	Check Box289: Off
	Check Box290: Off
	Check Box291: Off
	Check Box292: Off
	Check Box293: Off
	Check Box294: Off
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box23: Off
	Check Box24: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box143: Off
	Check Box245: Off
	Check Box246: Off
	Check Box295: Off
	Check Box296: Off
	Check Box297: Off
	Check Box298: Off
	Check Box299: Off
	Check Box300: Off
	Check Box301: Off
	Check Box302: Off
	Check Box303: Off
	Check Box304: Off
	Check Box305: Off
	Check Box306: Off
	Check Box307: Off
	Check Box308: Off
	Check Box309: Off
	Check Box310: Off
	Check Box311: Off
	Check Box312: Off
	Check Box313: Off
	Check Box314: Off
	Check Box315: Off
	Check Box316: Off
	Check Box317: Off
	Check Box318: Off
	Check Box319: Off
	Check Box320: Off
	Check Box321: Off
	Check Box322: Off
	Check Box323: Off
	Check Box324: Off
	Check Box325: Off
	Check Box326: Off
	Check Box327: Off
	Check Box328: Off
	Check Box329: Off
	Check Box330: Off
	Check Box331: Off
	Check Box332: Off
	Check Box333: Off
	Check Box334: Off
	Check Box335: Off
	Check Box336: Off
	Check Box337: Off
	Check Box338: Off
	Check Box339: Off
	Check Box340: Off
	Check Box341: Off
	Check Box342: Off
	Check Box343: Off
	Check Box344: Off
	Check Box345: Off
	Check Box346: Off
	Check Box347: Off
	Check Box348: Off
	Check Box349: Off
	Check Box350: Off
	Check Box351: Off
	Check Box352: Off
	Check Box353: Off
	Check Box354: Off
	Check Box355: Off
	Check Box356: Off
	Check Box357: Off
	Check Box358: Off
	Check Box359: Off
	Check Box360: Off
	Check Box361: Off
	Check Box362: Off
	Check Box363: Off
	Check Box364: Off
	Check Box365: Off
	Check Box366: Off
	Check Box367: Off
	Check Box368: Off
	Check Box369: Off
	Check Box370: Off
	Check Box371: Off
	Check Box372: Off
	Check Box373: Off
	Check Box374: Off
	Check Box375: Off
	Check Box376: Off
	Check Box377: Off
	Check Box378: Off
	Check Box379: Off
	Check Box380: Off
	Check Box381: Off
	Check Box382: Off
	Check Box383: Off
	Check Box384: Off
	Check Box385: Off
	Check Box386: Off
	Check Box387: Off
	Check Box388: Off
	Check Box389: Off
	Check Box390: Off
	Check Box391: Off
	Check Box392: Off
	Check Box393: Off
	Check Box394: Off
	Check Box395: Off
	Check Box396: Off
	Check Box397: Off
	Check Box398: Off
	Check Box399: Off
	Check Box400: Off
	Check Box401: Off
	Check Box402: Off
	Check Box403: Off
	Check Box404: Off
	Check Box405: Off
	Check Box406: Off
	Check Box407: Off
	Check Box408: Off
	Check Box409: Off
	Check Box410: Off
	Check Box411: Off
	Check Box412: Off
	Check Box413: Off
	Check Box414: Off
	Check Box415: Off
	Check Box416: Off
	Check Box417: Off
	Check Box418: Off
	Check Box419: Off
	Check Box420: Off
	Check Box421: Off
	Check Box422: Off
	Check Box423: Off
	Check Box424: Off
	Check Box425: Off
	Check Box426: Off
	Check Box427: Off
	Check Box428: Off
	Check Box429: Off
	Check Box430: Off
	Check Box431: Off
	Check Box432: Off
	Check Box433: Off
	Check Box434: Off
	Check Box435: Off
	Check Box436: Off
	Check Box437: Off
	Check Box438: Off
	Check Box439: Off
	Check Box440: Off
	Check Box441: Off
	Check Box442: Off
	Check Box443: Off
	Check Box444: Off
	Check Box445: Off
	Check Box446: Off
	Check Box447: Off
	Check Box448: Off
	Check Box449: Off
	Check Box450: Off
	Check Box451: Off
	Check Box452: Off
	Check Box453: Off
	Check Box454: Off
	Check Box455: Off
	Check Box456: Off
	Check Box457: Off
	Check Box458: Off
	Check Box459: Off
	Check Box460: Off
	Check Box461: Off
	Check Box462: Off
	Check Box463: Off
	Check Box464: Off
	Check Box465: Off
	Check Box466: Off
	Text467: 
	Text468: 
	Text469: 
	Text470: 
	Text471: 
	Text472: 
	Text473: 
	Text474: 
	Text475: 
	Check Box476: Off
	Check Box477: Off
	Check Box478: Off
	Check Box479: Off
	Check Box480: Off
	Check Box481: Off
	Text482: 
	Text483: 
	Text484: 
	Text485: 
	Text486: 
	Text487: 
	Text488: 
	Date493_af_date: 
	Date494_af_date: 
	Text495: 
	Text496: 
	Date497_af_date: 
	Date498_af_date: 
	Text501: 
	Text502: 
	Text503: 
	Check Box504: Off
	Check Box505: Off
	Check Box506: Off
	Check Box507: Off
	Check Box508: Off
	Check Box509: Off
	Check Box510: Off
	Check Box511: Off
	Check Box512: Off
	Check Box513: Off
	Check Box514: Off
	Check Box515: Off
	Check Box516: Off
	Check Box517: Off
	Check Box518: Off
	Check Box519: Off
	Check Box520: Off
	Check Box521: Off
	Check Box522: Off
	Check Box523: Off
	Date524_af_date: 
	Text525: 
	Text2: 
	Text3: xgbcvbvnbn vb


