Intake Questionnaire

General Information

Name Age Today’s Date

Date of Birth Email

Address City State __ Zip
Phone (Home) (Cell) (Work)

Genetic Background: [0 African American [0 Hispanic [0 Mediterranean [ Asian
O Native American [0 Caucasian [ Northern European
O Other

When, where and from whom did you last receive medical or health care?

Emergency Contact: Relationship
Phone (Home) (Cell) (Work)

How did you hear about our practice?

O Clinic website [ IFM website [ Referral from doctor [0 Referral from friend/family member
O Social media [0 Other

Current Health Concerns

Please rank current and ongoing health concerns in order of priority

Example: Post Nasal Drip X Elimination Diet X
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Allergies

G PR FeNng s

Lifestyle Review

Sleep

How many hours of sleep do you get each night on average?

Do you have problems falling asleep? [ Yes
Do you have problems with insomnia? [ Yes
Do you feel rested upon awakening? [ Yes
Do you use sleeping aids? 0 Yes

If yes, explain:

O No
O No
[0 No
0 No

Staying asleep?
Do you snore?

O Yes
O Yes

O No
O No

Exercise

Current Exercise Program:

Cardio/Aerobic
Strength/Resistance
Flexibility/Stretching
Balance

Sports/Leisure (e.g., golf)
Ofther:

If yes, explain:

Do you feel motivated to exercise? [ Yes [ Alittle [ No
Are there any problems that limit exercise? [ Yes [ No
O Yes O No

Do you feel unusually fatigued or sore after exercise?

If yes, explain:
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Nutrition

Do you currently follow any of the following special diets or nutritional programs?

O Vegetarian
O Blood Type
O Other:

O Vegan

O Allergy [ Elimination
O Low sodium [ No Dairy [0 No Wheat

(Check all that apply)

O Low Carb [0 High Protein
O Gluten Free

O Low Fat

Do you have sensitivities to certain foods? [ Yes [0 No
If yes, list food and symptoms:
Do you have an aversion to certain foods? [ Yes [ No

If yes, explain:

Do you adversely react to:

(Check all that apply)

[0 Monosodium glutamate (MSG)
O Chocolate O Alcohol

[ Preservatives [0 Food colorings

O Red wine

Are there any foods that you crave or binge on?
If yes, what foods?

O Artificial sweeteners

[ Garlic/onion [ Cheese [ Citrus foods

[0 Sulfite—containing foods (wine, dried fruit, salad bars)
O Other food substances:

O Yes

O No

O Yes
Does skipping a meal greatly aftect you?

[ No
O Yes

Do you eat 3 meals a day?

How many meals do you eat out per week?

If no, how many
O No

Ooo-1 0O1-3 O35

O >5 meals per week

Check the factors that apply to your current lifestyle and eating habits:

[ Fast eater

O Eat too much

[0 Late-night eating

O Dislike healthy foods

O Time constraints

O Travel frequently

O Eat more than 50% of meals away from home
O Healthy foods not readily available

O Poor snack choices

[0 Significant other or family members don’t like

healthy foods

[0 Significant other or family members
have special dietary needs

O Love to eat

O Eat because I have to

O Have negative relationship to food

[0 Struggle with eating issues

[0 Emotional eater (eat when sad, lonely, bored, etc.)

O Eat too much under stress

[ Eat too little under stress

O Don’t care to cook

O Confused about nutrition advice

IFM

Female Intake Questionnaire
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Diet

Please record what you eat in a typical day:
Breakfast

Lunch

Dinner
Snacks
Fluids

How many servings do you eat in a typical week of these foods:

Fruits (not juice) Vegetables (not including white potatoes)
Legumes (beans, peas, etc) Red meat Fish
Dairy/Alternatives ______ Nuts & Seeds Fats & Oils
Cans of soda (regular or diet) Sweets (candy, cookies, cake, ice cream, etc.)

Do you drink caffeinated beverages? [0 Yes [0 No If yes, check amounts:

Coffee (cupsperday) [O1 [O2-4 [O>4  Tea(cupsperday) O 1 [O2-4 [O >4
Caffeinated sodas—regular or diet (cans perday) O 1 O 2-4 [O >4

Do you have adverse reactions to caffeine? [ Yes [ No
If yes, explain:

When you drink caffeine do you feel: [ Irritable or wired [0 Aches or pains

Smoking
Do you smoke currently? [ Yes [ No Packs per day: Number of years
What type? [ Cigarettes [ Smokeless [ Pipe [O Cigar [ E-Cig
Have you attempted to quit? [ Yes [ No
If yes, using what methods:

If you smoked previously:  Packs per day: Number of years
Are you regularly exposed to second-hand smoke? [ Yes [ No

Alcohol

How many alcoholic beverages do you drink in a week? (1 drink = 5 ounces wine, 12 ounces beer, 1.5 ounces spirits)
O1-3 0O46 0O7-10 0O >10 0[O None

Previous alcohol intake? [ Yes (O Mild [0 Moderate [0 High) [ None

Have you ever had a problem with alcohol? [ Yes [ No
If yes, when?

Explain the problem:

Have you ever thought about getting help to control or stop your drinking? [ Yes [0 No

Other Substances

Are you currently using any recreational drugs? [ Yes [0 No
If yes, type:
Have you ever used IV or inhaled recreational drugs? [ Yes [0 No
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Stress
Do you feel you have an excessive amount of stress in your life? [0 Yes [0 No
Do you feel you can easily handle the stress in your life? [0 Yes [ No

How much stress do each of the following cause on a daily basis ~ (Rate on scale of 1-10, 10 being highest)
Work Family Social Finances Health Other

Do you use relaxation techniques? [ Yes [ No
If yes, how often?

Which techniques do you use?  (Check all that apply)
[0 Meditation [ Breathing [ Tai Chi [ Yoga [ Prayer [ Other:

Have you ever sought counseling? [ Yes [0 No

Are you currently in therapy? [ Yes [ No
If yes, describe:

Have you ever been abused, a victim of crime, or experienced a significant trauma? [ Yes [ No

‘What are your hobbies or leisure activities?

Relationships
Marital status: [0 Single [0 Married [O Divorced [ Gay/Lesbian [0 Long-Term Partner [0 Widow/er

With whom do you live? (Include children, parents, relatives, friends, pets)

Current occupation:

Previous occupations:

Do you have resources for emotional support? [ Yes [0 No  (Check all that apply)

O Spouse/Partner [0 Family [ Friends [ Religious/Spiritual [ Pets [ Other:
Do you have a religious or spiritual practice? [ Yes [0 No

If yes, what kind?

How well have things been going for you?  (Mark on scale of 1-10, or N/A if not applicable)

Overall O 1 2 3 4 5 6 7 8 9 10
At school O 1 2 3 4 5 6 7 8 9 10
In your job O 1 2 3 4 5 6 7 8 9 10
In your social life O 1 2 3 4 5 6 7 8 9 10
With close friends O 1 2 3 4 5 6 7 8 9 10
With sex O 1 2 3 4 5 6 7 8 9 10
With your attitude O 1 2 3 4 5 6 7 8 9 10
With your boyfriend/girlfriend O 1 2 3 4 5 6 7 8 9 10
With your children O 1 2 3 4 5 6 7 8 9 10
With your parents O 1 2 8 4 5 6 7 8 9 10
With your spouse O 1 2 8 4 5 6 7 8 9 10
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History

Patient’s Birth/Childhood History:
You were born: O Term O Premature [O Don’t know

Were there any pregnancy or birth complications? [ Yes [ No

If yes, explain:
You were: [ Breast-fed/How long? O Bottle-fed/ Type of formula: O Don’t know
Age of introduction of:  Solid food: Wheat Dairy

As a child, were there any foods that were avoided because they gave you symptoms? [ Yes [ No
If yes, what foods and what symptoms? (Example: milk—gas and diarrhea)

Did you eat a lot of sugar or candy as a child? [ Yes [0 No

Dental History:

Check if you have any of the following, and provide number if applicable:

O Silver mercury fillings O Gold fillings O Root canals O Implants
O Caps/Crowns [0 Tooth pain [0 Bleeding gums O Gingivitis
O Problems with chewing O Other dental concerns (explain):

Have you had any mercury fillings removed? [ Yes [ No Ifyes, when:

How many fillings did you have as a kid?
Do you brush regularly? [ Yes [ No Do you floss regularly? [ Yes [ No

Environmental/Detoxification History
Do any of these significantly affect you?
O Cigarette smoke [ Perfume/colognes [0 Auto exhaust fumes [ Other:

In your work or home environment are you regularly exposed to: (Check all that apply)

O Mold @O Water leaks [ Renovations [ Chemicals [ Electromagnetic radiation

OO0 Damp environments [ Carpets or rugs [0 Old paint [0 Stagnant or stuffy air [ Smokers

[0 Pesticides [ Herbicides [0 Harsh chemicals (solvents, glues, gas, acids, etc) [0 Cleaning chemicals
OO0 Heavy metals (lead, mercury, etc.) [ Paints [0 Airplane travel [0 Other

Have you had a significant exposure to any harmful chemicals? [ Yes [0 No
If yes: Chemical name, length of exposure, date:

Do you have any pets or farm animals? [ Yes [ No
If yes, do they live: [ Inside [ Outside [ Both inside and outside
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Medications/Supplements

Current medications (include prescription and overthe-counter)

Nutritional supplements (vitamins/minerals/herbs eic.)

Have medications or supplements ever caused unusual side effects or problems? [ Yes [0 No
If yes, describe:

Have you used any of these regularly or for a long time:
NSAIDs (Advil, Aleve, etc.), Motrin, Aspirin? [ Yes [ No  Tylenol (acetaminophen)? [ Yes [ No
Acid-blocking drugs (Zantac, Prilosec, Nexium, etc.)? [ Yes [ No

How many times have you taken antibiotics?

Infancy/Childhood
Teen
Adulthood

Have you ever taken long term antibiotics? [ Yes [0 No
If yes, explain:

How often have you taken oral steroids (e.g., corlisone, prednisone, eic.)?

Infancy/Childhood
Teen
Adulthood
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Readiness Assessment and Health Goals

Readiness Assessment
Rate on a scale of 5 (very willing) to 1 (not willing):

In order to improve your health, how willing are you to:

Significantly modify your diet Os O4 O3 O2 0O1
Take several nutritional supplements each day O0s O4 O3 O2 0O1
Keep a record of everything you eat each day Os O4 O3 O2 0O1
Modify your lifestyle (e.g., work demands, sleep habits) Os O4 O3 O2 0O1
Practice a relaxation technique Os O4 O3 O2 0O1
Engage in regular exercise Os O4 O3 O2 0O1

Rate on a scale of 5 (very confident) to 1 (not confident at all):

How confident are you of your ability to organize and follow
through on the above health-related activities? Os5 O04 O3 O2 0O1

If you are not confident of your ability, what aspects of yourself
or your life lead you to question your capacity to follow through?

Rate on a scale of 5 (very supportive) to 1 (very unsupportive):

At the present time, how supportive do you think the people in

your household will be to your implementing the above changes? [0 5 [0 4 O3 O2 [O1
Rate on a scale of 5 (very frequent contact) to 1 (very infrequent contact):

How much ongoing support (e.g., telephone consults, email
correspondence) from our professional staff would be helpful to
you as you implement your personal health program? Os O4 O3 O2 0O1

Comments
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Health Goals

What do you hope to achieve in your visit with us?

When was the last time you felt well?

Did something trigger your change in health?

What makes you feel better?

What makes you feel worse?

How does your condition affect you?

What do you think is happening and why?

What do you feel needs to happen for you to get better?

IFM Female Intake Questionnaire © 2015 The Institute for Functional Medicine 9



	Name: 
	Age: 
	s Date: 
	Date of Birth: 
	Email: 
	Address: 
	City: 
	Zip: 
	Phone Home: 
	Cell: 
	Work: 
	D Other: 
	When where and from whom did you last receive medical or health care: 
	Emergency Contact: 
	Relationship: 
	Phone Home_2: 
	Cell_2: 
	Work_2: 
	D Other_2: 
	If yes describe: 
	If yes explain: 
	What do you hope to achieve in your visit with us: 
	When was the last time you felt well: 
	Did something trigger your change in health: 
	What makes you feel better: 
	How does your condition affect you: 
	hy: 
	What do you feel needs to happen for you to get better: 
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Text78: 
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Text84: 
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Text91: 
	Text92: 
	Text93: 
	Text94: 
	Text95: 
	Text96: 
	Text97: 
	Text98: 
	Text99: 
	Text100: 
	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
	Text113: 
	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
	Text123: 
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Text130: 
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Text134: 
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Text141: 
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Text151: 
	Text152: 
	Text153: 
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Text157: 
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Text164: 
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Text171: 
	Text172: 
	Text173: 
	Text174: 
	Text175: 
	Text176: 
	Text177: 
	Text178: 
	Text179: 
	Text180: 
	Text181: 
	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
	Text194: 
	Text195: 
	Text196: 
	Text197: 
	Text198: 
	Text199: 
	Text200: 
	Text201: 
	Text202: 
	Text203: 
	Text204: 
	Text205: 
	Text206: 
	Text207: 
	Text208: 
	Text209: 
	Text210: 
	Text211: 
	Text212: 
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Text218: 
	Check Box219: Off
	Check Box220: Off
	Text221: 
	Text222: 
	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
	Text236: 
	Text237: 
	Text238: 
	Text239: 
	Text240: 
	Text241: 
	Text242: 
	Text243: 
	Text244: 
	Text245: 
	Text246: 
	Text247: 
	Text248: 
	Text249: 
	Text250: 
	Text251: 
	Text252: 
	Text253: 
	Text254: 
	Text255: 
	Text256: 
	Check Box257: Off
	Text258: 
	Text259: 
	Text260: 
	Text261: 
	Text262: 
	Text263: 
	Text264: 
	Text265: 
	Text266: 
	Text267: 
	Text268: 
	Text269: 
	Text270: 
	Text271: 
	Text272: 
	Text273: 
	Text274: 
	Text275: 
	Text276: 
	Text277: 
	Text278: 
	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 Box295: Off
	Check Box296: Off
	Text297: 
	Text298: 
	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
	Text327: 
	Text328: 
	Text329: 
	Text330: 
	Text331: 
	Text332: 
	Text333: 
	Text334: 
	Text335: 
	Text336: 
	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
	Text361: 
	Text362: 
	Text363: 
	Text364: 
	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
	Text389: 
	Text390: 
	Text391: 
	Text392: 
	Text393: 
	Text394: 
	Check Box395: Off
	Check Box396: Off
	Check Box397: Off
	Check Box398: Off
	Check Box399: Off
	Check Box400: Off
	Check Box401: Off
	Check Box402: Off
	Text403: 
	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
	Text416: 
	Text417: 
	Check Box418: Off
	Check Box419: Off
	Check Box420: Off
	Check Box421: Off
	Check Box422: Off
	Check Box423: Off
	Check Box424: Off
	Check Box425: Off
	Text426: 
	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
	Check Box467: Off
	Check Box468: Off
	Check Box469: Off
	Check Box470: Off
	Check Box471: Off
	Check Box472: Off
	Check Box473: Off
	Check Box474: Off
	Check Box475: Off
	Check Box476: Off
	Check Box477: Off
	Check Box478: Off
	Check Box479: Off
	Check Box480: Off
	Check Box481: Off
	Check Box482: Off
	Check Box483: Off
	Check Box484: Off
	Check Box485: Off
	Check Box486: Off
	Check Box487: Off
	Check Box488: Off
	Check Box489: Off
	Check Box490: Off
	Check Box491: Off
	Check Box492: Off
	Check Box493: Off
	Check Box494: Off
	Check Box495: Off
	Check Box496: Off
	Check Box497: Off
	Check Box498: Off
	Check Box499: Off
	Check Box500: Off
	Check Box501: Off
	Check Box502: Off
	Check Box503: Off
	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
	Check Box524: Off
	Check Box525: Off
	Check Box526: Off
	Check Box527: Off
	Check Box528: Off
	Check Box529: Off
	Check Box530: Off
	Check Box531: Off
	Check Box532: Off
	Check Box533: Off
	Check Box534: Off
	Check Box535: Off
	Check Box536: Off
	Check Box537: Off
	Check Box538: Off
	Check Box539: Off
	Check Box540: Off
	Check Box541: Off
	Check Box542: Off
	Check Box543: Off
	Check Box544: Off
	Check Box545: Off
	Check Box546: Off
	Check Box547: Off
	Check Box548: Off
	Check Box549: Off
	Check Box550: Off
	Check Box551: Off
	Check Box552: Off
	Check Box553: Off
	Check Box554: Off
	Check Box555: Off
	Check Box556: Off
	Check Box557: Off
	Check Box558: Off
	Text559: 
	Check Box560: Off
	Text561: 
	Text562: 
	Text563: 
	Check Box564: Off
	Check Box565: Off
	Check Box566: Off
	Check Box567: Off
	Check Box568: Off
	Check Box569: Off
	Check Box570: Off
	Check Box571: Off
	Check Box572: Off
	Check Box573: Off
	Check Box574: Off
	Check Box575: Off
	Check Box576: Off
	Check Box577: Off
	Check Box578: Off
	Check Box579: Off
	Check Box580: Off
	Check Box581: Off
	Text582: 
	Text583: 
	Text584: 
	Text585: 
	Text586: 
	Text587: 
	Text588: 
	Text589: 
	Text590: 
	Text591: 
	Text592: 
	Text593: 
	Check Box594: Off
	Check Box595: Off
	Check Box596: Off
	Check Box597: Off
	Check Box598: Off
	Check Box599: Off
	Check Box600: Off
	Check Box601: Off
	Check Box602: Off
	Check Box603: Off
	Check Box604: Off
	Check Box605: Off
	Check Box606: Off
	Check Box607: Off
	Check Box608: Off
	Check Box609: Off
	Check Box610: Off
	Check Box611: Off
	Check Box612: Off
	Check Box613: Off
	Check Box614: Off
	Check Box615: Off
	Check Box616: Off
	Check Box617: Off
	Check Box618: Off
	Check Box619: Off
	Check Box620: Off
	Check Box621: Off
	Check Box622: Off
	Text623: 
	Text624: 
	Text625: 
	Text626: 
	Text627: 
	Text628: 
	Text629: 
	Text630: 
	Text631: 
	Text632: 
	Text633: 
	Text634: 
	Text635: 
	Text636: 
	Text637: 
	Text638: 
	Text639: 
	Text640: 
	Text641: 
	Text642: 
	Text643: 
	Text644: 
	Text645: 
	Text646: 
	Text647: 
	Text648: 
	Text649: 
	Text650: 
	Text651: 
	Text652: 
	Text653: 
	Text654: 
	Text655: 
	Text656: 
	Text657: 
	Text658: 
	Text659: 
	Text660: 
	Text661: 
	Text662: 
	Text663: 
	Text664: 
	Text665: 
	Text666: 
	Text667: 
	Text668: 
	Text669: 
	Text670: 
	Text671: 
	Text672: 
	Text673: 
	Text674: 
	Text675: 
	Text676: 
	Text677: 
	Text678: 
	Text679: 
	Text680: 
	Text681: 
	Text682: 
	Text683: 
	Text684: 
	Text685: 
	Text686: 
	Text687: 
	Text688: 
	Text689: 
	Check Box690: Off
	Check Box691: Off
	Check Box692: Off
	Check Box693: Off
	Check Box694: Off
	Check Box695: Off
	Check Box696: Off
	Check Box697: Off
	Text698: 
	Text699: 
	Text700: 
	Text701: 
	Text702: 
	Text703: 
	Text704: 
	Text705: 
	Text706: 
	Text707: 
	Text708: 
	Text709: 
	Text710: 
	Text711: 
	Text712: 
	Text713: 
	Text714: 
	Text715: 
	Check Box716: Off
	Check Box717: Off
	Check Box718: Off
	Check Box719: Off
	Check Box720: Off
	Check Box721: Off
	Check Box722: Off
	Check Box723: Off
	Check Box724: Off
	Check Box725: Off
	Check Box726: Off
	Check Box727: Off
	Check Box728: Off
	Check Box729: Off
	Check Box730: Off
	Check Box731: Off
	Check Box732: Off
	Check Box733: Off
	Check Box734: Off
	Check Box735: Off
	Check Box736: Off
	Check Box737: Off
	Check Box738: Off
	Check Box739: Off
	Check Box740: Off
	Check Box741: Off
	Check Box742: Off
	Check Box743: Off
	Check Box744: Off
	Check Box745: Off
	Check Box746: Off
	Check Box747: Off
	Check Box748: Off
	Check Box749: Off
	Check Box750: Off
	Check Box751: Off
	Check Box752: Off
	Text753: 
	Check Box754: Off
	Check Box755: Off
	Check Box756: Off
	Check Box757: Off
	Check Box758: Off
	Check Box759: Off
	Check Box760: Off
	Check Box761: Off
	Check Box762: Off
	Check Box763: Off


