
NEW PATIENT – WOMEN’S HORMONE THERAPY INTAKE FORM
PATIENT INFORMATION

Full Name ______________________________________ Date of Birth _________ Age ____ Gender: ☐ Male ☐ Female ☐ Other

Address ___________________________________________  Apt ____ City ___________________________ State ___ Zip ______

Phone _____________  Email ___________________________________ Preferred Contact Method: ☐ Phone ☐ Text ☐ Email

Marital Status ☐ Single  ☐ Married  ☐ Divorced  ☐ Widowed  ☐ Other __________________ Height _______ Weight _______

Employment Status ☐ Full-Time  ☐ Part-Time  ☐ Student  ☐ Retired  ☐ Other │Occupation ___________________________

Active Military Member:  ☐ Yes ☐ No │ Retired Military Member  ☐ Yes  ☐ No 

Emergency Contact _______________________________________ Relationship _________________ Phone _______________

How did you hear about us or who referred you? _________________________________________________________________

☐ I would like to receive appointment reminders and marketing discounts/promotions texts     ☐ I would like to opt-out

Reason for visit: The more descriptive the better we can assist you

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

2. MEDICAL HISTORY 

Have you had Corona Virus? ☐ Yes  ☐ No Have you been Vaccinated for the Corona Virus? ☐ Yes  ☐ No 

Have you had a Booster for the Corona Virus? ☐ Yes  ☐ No Do you suffer from Long-Covid? ☐ Yes  ☐ No 

Do you have a family history of any medical problems? ☐ Yes  ☐ No 

If yes, explain __________________________________________________________________________________________________

SURGICAL HISTORY(please list all surgeries with dates) ☐ Never had surgery

Type _________________________________ Date __________       Type _________________________________ Date __________

Type _________________________________ Date __________       Type _________________________________ Date __________

Please list ALL allergies and describe reactions:  ☐ Do not have allergies

________________________________________________________________________________________________________________
Please list ALL CURRENT Medications and/or Dietary Supplements including:

(Prescriptions, Over the Counter Medicines, Aspirin, Vitamins, and Herbal Supplements)

1. _________________________________  2. _________________________________  3. _________________________________ 

4. _________________________________  5. _________________________________  6. _________________________________

Do you use Aspirin or NSAIDs drugs? ☐ Yes  ☐ No              If Yes, brand name _____________________________

Are you on Blood Thinners? ☐ Yes  ☐ No   If Yes, Medication name ______________________________

Have you used Diet Pills in last 2 weeks? ☐ Yes  ☐ No                  If Yes, brand name ______________________________

Have you taken Steroids/Hormones within 1 year? ☐ Yes  ☐ No         If Yes, brand name ______________________________

Do you smoke Tobacco/Vape/Hookah  ☐ Yes  ☐ No  If Yes, #____ packs per day # ____ of years  ☐ Quit, when _________

Do you use recreational drugs  ☐ Yes  ☐ No  If Yes, type ___________________________ Usage: ☐ Often  ☐ Occasional

Continued on next page… 



Do you drink alcohol ☐ Yes  ☐ No     If Yes, ☐ Daily  ☐ 2-3X Week  ☐ Weekends Only  ☐ Socially  ☐ In Recovery

Are you currently pregnant? ☐ Yes  ☐ No   If Yes, how many months _________   Are you breastfeeding ☐ Yes  ☐ No 

Have you ever been hospitalized for a medical condition other than surgery? ☐ Yes ☐ No 

If yes, please explain: ___________________________________________________________________________________________

Have you ever experienced a serious reaction to anesthesia, medical injections, or medical procedures? ☐ Yes ☐ No

If yes, please explain: ___________________________________________________________________________________________

Do you have implanted medical hardware; joint replacements, surgical plates, screws, or spinal implants? ☐ Yes ☐ No 

If yes, please specify: ___________________________________________________________________________________________

Have you ever experienced any major injuries, broken bones, concussions, or serious falls? ☐ Yes ☐ No

If yes, please explain: ___________________________________________________________________________________________

Are you currently receiving treatment from another physician or medical specialist? ☐ Yes ☐ No

If yes, for what condition? _______________________________________________________________________________________

Do you currently experience numbness, tingling, muscle weakness, balance problems, or frequent falls? ☐ Yes ☐ No

If yes, please explain: ___________________________________________________________________________________________

Do you have physical limitations that interfere with; walking, exercising, working, or daily activities? ☐ Yes ☐ No

If yes, please explain: ___________________________________________________________________________________________

Have you experienced any unexplained weight gain or weight loss within the past 6 months? ☐ Yes ☐ No

If yes, please explain: ___________________________________________________________________________________________

Do you exercise or participate in physical activities regularly? ☐ Yes ☐ No    If yes, how many days per week? __________

How many hours of sleep do you typically get per night? __________

Patient Full Name ______________________________________  Date __________

Patient Signature _______________________________________
TYPE YOUR NAME IN THE SIGNATURE LINE
If you are filling out this form online, typing your full name in the signature line indicates your agreement to the terms 
and conditions. If left blank, you may sign the form in person at Premier on the day of your appointment.  



WOMEN’S HORMONE QUESTIONNAIRE

Patient Name: ____________________________________________    Date: ____________________

The following self-test is designed to help you determine if your levels of hormones are below normal. Please check one score for each line then total the score at 

the bottom of each hormone. Dr. Popkin will then discuss your scores with you during your appointment.

0 = Never    1 = Occasionally    2 = Regularly    3 = Very Often    4 = Constantly

Somatotropin (Growth Hormone)

Signs & Symptoms 0 1 2 3 4

1. My hair is thinning.

2. My cheeks sag.

3. My gums are receding.

4. My abdomen is flabby. / I’ve got a

“spare tire”.

5. My muscles are slack.

6. My skin is thin and/or dry.

7. It’s hard to recover after physical

activity.

8. I feel exhausted.

9. I don’t like the world. I tend to isolate

myself.

10. I feel continuously anxious and

worried.

Add up your Overall Score __________:

Overall total of 10 or less is satisfactory. Between 11-20 -- possible somatoptropin

deficiency. 21 or more -- probable somatotropin deficiency.

DHEA

Signs & Symptoms 0 1 2 3 4

1. My hair is dry.

2. My skin and eyes are dry.

3. My muscles are flabby.

4. My belly is getting fat.

5. I don’t have much hair under my arm.

6. I don’t have much hair in the pubic

area. (0=plenty of hair / 4=hairless).

7. I don’t have much fatty tissue in the

pubic area (flat “mound of Venus” in

women). (0=padded / 4=flat).

8. My body doesn’t have much of a

special scent during sexual arousal.

9. I can’t tolerate noise.

10. My libido is low.

Add up your Overall Score __________:

Overall total of 10 or less is satisfactory. Between 11-20 -- possible DHEA deficiency.

21 or more -- probable DHEA deficiency.

THYROID

Signs & Symptoms 0 1 2 3 4

1. I’m sensitive to cold.

2. My hands and feet are always cold.

3. In the morning my face is puffy and

my eyelids are swollen.

4. I put on weight easily.

5. I have dry skin.

6. I have trouble getting up in the

morning.

7. I feel more tired at rest than when I

am active.

8. I am constipated.

9. My joints are stiff in the morning.

10. I feel like I’m living in slow motion.

Add up your Overall Score __________:

Overall total of 10 or less is satisfactory. Between 11-20 -- possible thyroid hormone

deficiency. 21 or more -- probable thyroid hormone deficiency.

PREGNENOLONE

Signs & Symptoms 0 1 2 3 4

1. I have memory loss.

2. My joints hurt (fingers, writs, elbows,

feet, ankles, knees).

3. I’m feeling a bit drained and I have a

hard time handling stress.

4. I don’t see colors as brightly as

before.

5. I have lost interest in art; I don’t

appreciate art as much anymore.

6. I don’t have much hair under my arms

or in the pubic area. (0=plenty of hair /

4= hairless).

7. My muscles are flabby.

8. I have abundant, light-colored urine

during the day.

9. I have low blood pressure.

10. I crave salty foods.

Add up your Overall Score __________:

Overall total of 10 or less is satisfactory. Between 11-20 -- possible pregnenolone

deficiency. 21 or more -- probable pregnenolone deficiency.

Continued on next page…



WOMEN’S HORMONE QUESTIONNAIRE CONTINUED

0 = Never    1 = Occasionally    2 = Regularly    3 = Very Often    4 = Constantly

Continued on next page…

CORTISOL

Signs & Symptoms 0 1 2 3 4

1. My face looks thinner.

2. My friends call me skinny.

3. I have eczema, psoriasis, urticaria

(“nettle rash”), skin allergies, or other

rashes.

4. My heart beats quickly.

5. My blood pressure is low.

6. I crave salt or sugar (to the extent of

bingeing).

7. I have digestive problems.

8. I have allergies (hay fever, asthma,

etc.).

9. I’m stressed out.

10. I’m easily confused.

Add up your Overall Score __________:

Overall total of 10 or less is satisfactory. Between 11-20 -- possible cortisol

deficiency. 21 or more -- probable cortisol deficiency.

TESTOSTERONE (for women)

Signs & Symptoms 0 1 2 3 4

(MEN AND WOMEN)

1. My face has gotten slack and more

wrinkled.

2. I’ve lost muscle tone.

3. My belly tends to get fat.

4. I’m constantly tired.

5. I feel like making love less than I used

to.

Add up your Overall Score __________:

For Women: 5 or less: Satisfactory level. Between 6 and 10: Possible testosterone

deficiency. 11 or more -- probable testosterone deficiency. For Men: 10 or less:

Satisfactory level. Between 11 and 20 - possible testosterone deficiency. 21 or more

-- probable testosterone deficiency.

MELATONIN

Signs & Symptoms 0 1 2 3 4

1. I look older than I am.

2. I have trouble falling asleep in at

night.

3. I wake up during the night…

4. And I can’t get back to sleep.

5. My mind is busy with anxious

thoughts while I’m trying to fall asleep.

6. My feet are too hot at night.

7. When I get up, I don’t feel rested.

8. I feel like I’m living out of sync with the

world, going to bed late and waking

up late.

9. I can’t tolerate jet lag.

10. I smoke, drink, and/or use a

beta-blocker or a sleep aid.

Add up your Overall Score __________:

Overall total of 10 or less is satisfactory. Between 11-20 -- possible melatonin

deficiency. 21 or more -- probable melatonin deficiency.

ESTROGEN

Signs & Symptoms 0 1 2 3 4

1. I am losing hair on top of my head.

2. I’m getting thin, vertical wrinkles

above my lips.

3. My breasts are droopy.

4. My face is too hairy.

5. My eyes are dry and easily irritated.

6. I have hot flashes.

7. I feel tired constantly.

8. I am depressed.

9. My menstrual flow is light.

(0=moderate/ 1-3=low/ 4=none)

10. Women with periods: My cycles are

irregular, too short (<27 days), or too

long (>31 days).

11. Women without periods: I do not feel

like making love anymore.

Add up your Overall Score __________:

Overall total of 10 or less is satisfactory. Between 11-20 -- possible estrogen

edeficiency. 21 or more -- probable estrogen deficiency.



WOMEN’S HORMONE QUESTIONNAIRE CONTINUED

0 = Never    1 = Occasionally    2 = Regularly    3 = Very Often    4 = Constantly

PROGESTERONE

Signs & Symptoms 0 1 2 3 4

1. My breasts are large.

2. My close friends complain I’m nervous and agitated.

3. I feel anxious.

4. I sleep lightly and restlessly

The following questions are for women who have not yet reached menopause, and menopausal women who are taking hormone replacement therapy (estrogen or 

estrogen and progesterone.).

5. My breasts are swollen and tender or painful before my period.

6. And my lower belly is swollen.

7. And I’m irritable and aggressive.

8. And I lose my self-control.

9. I have heavy periods.

10. And they are continuously painful.

Add up your Overall Score __________:

Post-menopausal women not treated with hormone replacement therapy (estrogen or estrogen and progesterone): 4 or less: Satisfactory level. Between 5 and 8:

Possible progesterone deficiency. 9 or more -- probable progesterone deficiency. Menstrual women and menopausal women taking hormone replacement therapy

(estrogen or estrogen and progesterone): 10 or less: Satisfactory level. Between 11 and 20 -- possible progesterone deficiency. 21 or more -- probable progesterone

deficiency.

Check YES or NO for each ailment

ENERGY

1. Do you have a hard time getting up in the morning? Yes No

2. Do you always feel tired or tired in the afternoon? Yes No

SEX

1. Do you lack sexual desire? Yes No

2. Does your penis or clitoris seem less sensitive? Yes No

3. Yes No

4.

Have you lost your attraction toward your partner?

Yes NoDo you lack vaginal lubrication?

SLEEP

1. Do you sleep poorly? Yes No

2. Do you rarely dream? Yes No

MEMORY

1. Do you suffer from short- or long-term memory loss? Yes No

2. Do you have trouble concentrating? Yes No

SKIN AND HAIR

1. Do you have wrinkles on your face along the nose,

smile lines, forehead creases?
Yes No

2. Do you have little wrinkles around the eyes and crow’s

feet?
Yes No

3. Do you have age spots? Yes No

4. Do you have dry, thin skin? Yes No

5. Are you losing your hair or is it turning gray? Yes No

WEIGHT CONTROL

1. Is your abdomen too plump? Is it distended? Yes No

2. Women: Are your breast too large? Do they get larger

before your period?
Yes No

3. Are your buttocks and thighs too well padded? Are you

pear shaped?
Yes No

STRESS & MOOD

1. Do you suffer from constant fatigue? Yes No

2. Do you have high blood pressure? Yes No

3. Are you anxious, nervous, or irritable? Yes No

4. Do small things set you off? Yes No

3. Are you depressed? Yes No

JOINTS & BONES

1. Do you have arthritis? Yes No

2. Do you have osteoarthritis in the hip? Yes No

3. Do you have fibromyalgia (sharp shoulder pain)? Yes No

4. Have you lost muscle mass, tone, and strength? Yes No

5. Do you have bone loss of the spine, hips, hands, wrist,

& feet?
Yes No

Thank you for your time in completing this questionnaire and we look forward to helping you feel better!





HIPAA Notice of Privacy Practices
PREMIER TOTAL HEALTHCARE

2415 HOLLYWOOD BLVD
HOLLYWOOD FL 33020

954.456.0250
Your Information. Your Rights. Our Responsibilities.

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

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out 
treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also 
describes your rights to access and control your protected health information. “Protected health information” is information 
about you, including demographic information, that may identify you and that relates to your past, present or future physical
or mental health condition and related health care services. 

USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our 
office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health 
care bills, to support the operation of the physician’s practice, and any other use required by law. 

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care 
and any related services. This includes the coordination or management of your health care with a third party.  For example, 
your protected health information may be provided to a physician to whom you have been referred to ensure that the 
physician has the necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For 
example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to 
the health plan to obtain approval for the hospital admission. 

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the 
business activities of your physician’s practice. These activities include, but are not limited to, quality assessment, employee 
review, training of medical students, licensing, and conducting or arranging for other business activities. For example, we may 
disclose your protected health information to medical school students that see patients at our office. In addition, we may use 
a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician. We may also 
call you by name in the waiting room when your physician is ready to see you. We may use or disclose your protected health 
information, as necessary, to contact you to remind you of your appointment, and inform you about treatment alternatives or 
other health-related benefits and services that may be of interest to you.

We may use or disclose your protected health information in the following situations, except SUD records as explained in Feb 
15, 2026 addendum, without your authorization. These situations include: as required by law, public health issues as required 
by law, communicable diseases, health oversight, abuse or neglect, food and drug administration requirements, legal 
proceedings, law enforcement, coroners, funeral directors, organ donation, research, criminal activity, military activity and
national security, workers’ compensation, inmates, and other required uses and disclosures.  Under the law, we must make 
disclosures to you upon your request. Under the law, we must also disclose your protected health information when required 
by the Secretary of the Department of Health and Human Services to investigate or determine our compliance with the 
requirements under Section 164.500. 

Provided By HCSI



Required Addendum to our NPP (Notice of Privacy Practices)  
Effective as of February15,2026 

PREMIER TOTAL HEALTHCARE 
2415 HOLLYWOOD BLVD 

HOLLYWOOD FL 33020 
954-456-0250 

Special Privacy Protections for Certain Health Information 
We are not primarily a substance use disorder (SUD) treatment program. We may receive and maintain SUD-
related information incidentally (e.g., referrals, history, meds, labs) and that information we maintain may be 
subject to additional federal privacy protections, including records related to the diagnosis, treatment, or referral 
for treatment of a substance use disorder. These records are protected by federal law (42 C.F.R. Part 2), which, in 
some cases, is more restrictive than HIPAA. When these stricter rules apply, we follow them. 

How We May Use and Disclose Health Information 
We may use and disclose your health information for treatment, payment, and health care operations. When 
information includes substance use disorder records, additional legal requirements may apply, including your 
written consent before using or disclosing that information. 

Limits on Use of Substance Use Disorder Records 
Federal law places strict limits on how substance use disorder records may be used or disclosed.  Substance use 
disorder records cannot be used or disclosed to initiate or substantiate civil, criminal, administrative, or legislative 
proceedings without written consent or a qualifying court order. 

Authorization and Consent 
Certain uses and disclosures require written authorization. You may revoke authorization at any time by written 
request, except where already relied upon.  If your health information includes substance use disorder records, 
your authorization may allow us to use and disclose that information for treatment, payment, and health care 
operations, as permitted by law. 

Your Rights Regarding Your Health Information 
You have rights to inspect, access, amend, request restrictions, request confidential communications, and 
receive an accounting of disclosures, as permitted by law. 

Redisclosure Notice 
If your health information is disclosed to another party, that party may be permitted to redisclose the information, 
and it may no longer be protected by HIPAA. However, substance use disorder records may continue to be 
protected by federal law even after disclosure, depending on the circumstances. 

Public Health and De-Identified Information 
We may disclose de-identified health information for public health, research, or health care operations 
purposes as permitted by law. De-identified information does not identify you and cannot reasonably be used to 
identify you. 

Fundraising Communications 
We may contact you for fundraising purposes. You have the right to opt out of receiving fundraising 
communications at any time. Your decision to opt out will not affect your access to care. 

Complaints and Enforcement 
If you believe your privacy rights have been violated, you may file a complaint with us or with the U.S. Department 
of Health and Human Services. You will not be retaliated against for filing a complaint. 

Changes to This Notice 
We reserve the right to change this Notice of Privacy Practices at any time. Any changes will apply to all health 
information we maintain. The current version of this Notice will be available upon request and on our website. 

 



Other Permitted and Required Uses and Disclosures will be made only with your consent, authorization or opportunity to 
object unless required by law.  You may revoke the authorization, at any time, in writing, except to the extent that your 
physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.

YOUR RIGHTS
The following are statements of your rights with respect to your protected health information. 

You have the right to inspect and copy your protected health information (fees may apply) – Under federal law, however, 
you may not inspect or copy the following records:  Psychotherapy notes, information compiled in reasonable anticipation of, 
or used in, a civil, criminal, or administrative action or proceeding, protected health information restricted by law, information 
that is related to medical research in which you have agreed to participate, information whose disclosure may result in harm 
or injury to you or to another person, or information that was obtained under a promise of confidentiality.

You have the right to request a restriction of your protected health information – This means you may ask us not to use or 
disclose any part of your protected health information and by law we must comply when the protected health information 
pertains solely to a health care item or service for which the health care provider involved has been paid out of pocket in full. 
You may also request that any part of your protected health information not be disclosed to family members or friends who 
may be involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must
state the specific restriction requested and to whom you want the restriction to apply.  By law, you may not request that we 
restrict the disclosure of your PHI for treatment purposes.

You have the right to request to receive confidential communications – You have the right to request confidential 
communication from us by alternative means or at an alternative location. You have the right to obtain a paper copy of this 
notice from us, upon request, even if you have agreed to accept this notice alternatively i.e. electronically. 

You have the right to request an amendment to your protected health information – If we deny your request for 
amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement 
and will provide you with a copy of any such rebuttal. 

You have the right to receive an accounting of certain disclosures – You have the right to receive an accounting of all 
disclosures except for disclosures: pursuant to an authorization, for purposes of treatment, payment, healthcare operations; 
required by law, that occurred prior to April 14, 2003, or six years prior to the date of this request. 

You have the right to obtain a paper copy of this notice from us even if you have agreed to receive the notice electronically.  
We reserve the right to change the terms of this notice and we will notify you of such changes on the following appointment. 
We will also make available copies of our new notice if you wish to obtain one. 

You have the right to Choose someone to act for you: - If you have given someone medical power of attorney or if someone 
is your legal guardian, that person can exercise your rights and make choices about your health information.

• We will make sure the person has this authority and can act for you before we take any action.

COMPLAINTS
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated
by us. You may file a complaint with us by notifying our Compliance Officer of your complaint. We will not retaliate against 
you for filing a complaint.  

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and 
privacy practices with respect to protected health information.   We are also required to abide by the terms of the 
notice currently in effect.  If you have any questions in reference to this form, please ask to speak with our HIPAA 
Compliance Officer in person or by phone at our main phone number.          Provided By HCSI

PT Signature Date

TYPE YOUR NAME IN THE SIGNATURE LINE
If you are filling out this form online, typing your full name in the signature line indicates your agreement to the terms and conditions. If left blank, you
may sign the form in person at Premier on the day of your appointment.


	Slide 1
	Slide 2
	Slide 1
	Slide 2
	Slide 3
	Slide 1


	text_0: 
	text_1: 
	text_2: 
	text_3: 
	text_4: 
	text_5: 
	text_6: 
	text_7: 
	text_8: 
	text_9: 
	text_10: 
	text_11: 
	text_12: 
	text_13: 
	text_14: 
	text_15: 
	text_16: 
	text_17: 
	text_18: 
	text_19: 
	text_20: 
	checkbox_21: Off
	checkbox_22: Off
	checkbox_23: Off
	checkbox_24: Off
	checkbox_25: Off
	checkbox_26: Off
	checkbox_27: Off
	checkbox_28: Off
	checkbox_29: Off
	checkbox_30: Off
	checkbox_31: Off
	checkbox_32: Off
	checkbox_33: Off
	checkbox_34: Off
	checkbox_35: Off
	checkbox_36: Off
	checkbox_37: Off
	checkbox_38: Off
	checkbox_39: Off
	checkbox_40: Off
	checkbox_41: Off
	checkbox_42: Off
	checkbox_43: Off
	checkbox_44: Off
	checkbox_45: Off
	checkbox_46: Off
	checkbox_47: Off
	checkbox_48: Off
	checkbox_49: Off
	checkbox_50: Off
	checkbox_51: Off
	checkbox_52: Off
	checkbox_53: Off
	checkbox_54: Off
	checkbox_55: Off
	checkbox_56: Off
	checkbox_57: Off
	checkbox_58: Off
	checkbox_59: Off
	checkbox_60: Off
	checkbox_61: Off
	checkbox_62: Off
	checkbox_63: Off
	checkbox_64: Off
	checkbox_65: Off
	checkbox_66: Off
	checkbox_67: Off
	checkbox_68: Off
	checkbox_69: Off
	text_70: 
	text_71: 
	text_72: 
	text_73: 
	text_74: 
	text_75: 
	text_76: 
	text_77: 
	text_78: 
	text_79: 
	text_80: 
	text_81: 
	text_82: 
	text_83: 
	text_84: 
	text_85: 
	text_86: 
	text_87: 
	text_88: 
	text_89: 
	text_90: 
	text_91: 
	text_92: 
	text_93: 
	checkbox_94: Off
	checkbox_95: Off
	checkbox_96: Off
	checkbox_97: Off
	checkbox_98: Off
	checkbox_99: Off
	checkbox_100: Off
	checkbox_101: Off
	checkbox_102: Off
	checkbox_103: Off
	checkbox_104: Off
	checkbox_105: Off
	checkbox_106: Off
	text_107: 
	text_108: 
	text_109: 
	text_110: 
	text_111: 
	text_112: 
	text_113: 
	text_114: 
	text_115: 
	checkbox_116: Off
	checkbox_117: Off
	checkbox_118: Off
	checkbox_119: Off
	checkbox_120: Off
	checkbox_121: Off
	checkbox_122: Off
	checkbox_123: Off
	checkbox_124: Off
	checkbox_125: Off
	checkbox_126: Off
	checkbox_127: Off
	checkbox_128: Off
	checkbox_129: Off
	checkbox_130: Off
	checkbox_131: Off
	text_132: 
	text_133: 
	text_134: 
	text_135: 
	text_136: 
	checkbox_0: Off
	checkbox_3: Off
	checkbox_4: Off
	checkbox_5: Off
	checkbox_6: Off
	checkbox_7: Off
	checkbox_8: Off
	checkbox_9: Off
	checkbox_10: Off
	checkbox_11: Off
	checkbox_12: Off
	checkbox_13: Off
	checkbox_14: Off
	checkbox_15: Off
	checkbox_16: Off
	checkbox_17: Off
	checkbox_18: Off
	checkbox_19: Off
	checkbox_20: Off
	checkbox_70: Off
	checkbox_71: Off
	checkbox_72: Off
	checkbox_73: Off
	checkbox_74: Off
	checkbox_75: Off
	checkbox_76: Off
	checkbox_77: Off
	checkbox_78: Off
	checkbox_79: Off
	checkbox_80: Off
	checkbox_81: Off
	checkbox_82: Off
	checkbox_83: Off
	checkbox_84: Off
	checkbox_85: Off
	checkbox_86: Off
	checkbox_87: Off
	checkbox_88: Off
	checkbox_89: Off
	checkbox_90: Off
	checkbox_91: Off
	checkbox_92: Off
	checkbox_93: Off
	text_102: 
	text_103: 
	checkbox_107: Off
	checkbox_108: Off
	checkbox_109: Off
	checkbox_110: Off
	checkbox_111: Off
	checkbox_112: Off
	checkbox_113: Off
	checkbox_114: Off
	checkbox_115: Off
	checkbox_132: Off
	checkbox_133: Off
	checkbox_134: Off
	checkbox_135: Off
	checkbox_136: Off
	checkbox_137: Off
	checkbox_138: Off
	checkbox_139: Off
	checkbox_140: Off
	checkbox_141: Off
	checkbox_142: Off
	checkbox_143: Off
	checkbox_144: Off
	checkbox_145: Off
	checkbox_146: Off
	checkbox_147: Off
	checkbox_148: Off
	checkbox_149: Off
	checkbox_150: Off
	checkbox_151: Off
	checkbox_152: Off
	checkbox_153: Off
	checkbox_154: Off
	checkbox_155: Off
	checkbox_156: Off
	checkbox_157: Off
	checkbox_158: Off
	checkbox_159: Off
	checkbox_160: Off
	checkbox_161: Off
	checkbox_162: Off
	checkbox_163: Off
	checkbox_164: Off
	checkbox_165: Off
	checkbox_166: Off
	checkbox_167: Off
	checkbox_168: Off
	checkbox_169: Off
	checkbox_170: Off
	checkbox_171: Off
	checkbox_172: Off
	checkbox_173: Off
	checkbox_174: Off
	checkbox_175: Off
	checkbox_176: Off
	checkbox_177: Off
	checkbox_178: Off
	checkbox_179: Off
	checkbox_180: Off
	checkbox_181: Off
	checkbox_182: Off
	checkbox_183: Off
	checkbox_184: Off
	checkbox_185: Off
	checkbox_186: Off
	checkbox_187: Off
	checkbox_188: Off
	checkbox_189: Off
	checkbox_190: Off
	checkbox_191: Off
	checkbox_192: Off
	checkbox_193: Off
	checkbox_194: Off
	checkbox_195: Off
	checkbox_196: Off
	checkbox_197: Off
	checkbox_198: Off
	checkbox_199: Off
	checkbox_200: Off
	checkbox_201: Off
	checkbox_202: Off
	checkbox_203: Off
	text_204: 
	text_205: 
	checkbox_207: Off
	checkbox_208: Off
	checkbox_209: Off
	checkbox_210: Off
	checkbox_211: Off
	checkbox_212: Off
	checkbox_213: Off
	checkbox_214: Off
	checkbox_215: Off
	checkbox_216: Off
	checkbox_217: Off
	checkbox_218: Off
	checkbox_219: Off
	checkbox_220: Off
	checkbox_221: Off
	checkbox_222: Off
	checkbox_223: Off
	checkbox_224: Off
	checkbox_225: Off
	checkbox_226: Off
	checkbox_227: Off
	checkbox_228: Off
	checkbox_229: Off
	checkbox_230: Off
	checkbox_231: Off
	checkbox_232: Off
	checkbox_233: Off
	checkbox_234: Off
	checkbox_235: Off
	checkbox_236: Off
	checkbox_237: Off
	checkbox_238: Off
	checkbox_239: Off
	checkbox_240: Off
	checkbox_241: Off
	checkbox_242: Off
	checkbox_243: Off
	checkbox_244: Off
	checkbox_245: Off
	checkbox_246: Off
	checkbox_247: Off
	checkbox_248: Off
	checkbox_249: Off
	checkbox_250: Off
	checkbox_251: Off
	checkbox_252: Off
	checkbox_253: Off
	checkbox_254: Off
	checkbox_255: Off
	checkbox_256: Off
	text_257: 
	text_258: 
	checkbox_259: Off
	checkbox_260: Off
	checkbox_261: Off
	checkbox_262: Off
	checkbox_263: Off
	checkbox_264: Off
	checkbox_265: Off
	checkbox_266: Off
	checkbox_267: Off
	checkbox_268: Off
	checkbox_269: Off
	checkbox_270: Off
	checkbox_271: Off
	checkbox_272: Off
	checkbox_273: Off
	checkbox_274: Off
	checkbox_275: Off
	checkbox_276: Off
	checkbox_277: Off
	checkbox_278: Off
	checkbox_279: Off
	checkbox_280: Off
	checkbox_281: Off
	checkbox_282: Off
	checkbox_283: Off
	checkbox_284: Off
	checkbox_285: Off
	checkbox_286: Off
	checkbox_287: Off
	checkbox_288: Off
	checkbox_289: Off
	checkbox_290: Off
	checkbox_291: Off
	checkbox_292: Off
	checkbox_293: Off
	checkbox_294: Off
	checkbox_295: Off
	checkbox_296: Off
	checkbox_297: Off
	checkbox_298: Off
	checkbox_299: Off
	checkbox_300: Off
	checkbox_301: Off
	checkbox_302: Off
	checkbox_303: Off
	checkbox_304: Off
	checkbox_305: Off
	checkbox_306: Off
	checkbox_307: Off
	checkbox_308: Off
	checkbox_309: Off
	text_310: 
	checkbox_311: Off
	checkbox_312: Off
	checkbox_313: Off
	checkbox_314: Off
	checkbox_315: Off
	checkbox_316: Off
	checkbox_317: Off
	checkbox_318: Off
	checkbox_319: Off
	checkbox_320: Off
	checkbox_321: Off
	checkbox_322: Off
	checkbox_323: Off
	checkbox_324: Off
	checkbox_325: Off
	checkbox_326: Off
	checkbox_327: Off
	checkbox_328: Off
	checkbox_329: Off
	checkbox_330: Off
	checkbox_331: Off
	checkbox_332: Off
	checkbox_333: Off
	checkbox_334: Off
	checkbox_335: Off
	checkbox_336: Off
	checkbox_337: Off
	checkbox_338: Off
	checkbox_339: Off
	checkbox_340: Off
	checkbox_341: Off
	checkbox_342: Off
	checkbox_343: Off
	checkbox_344: Off
	checkbox_345: Off
	checkbox_346: Off
	checkbox_347: Off
	checkbox_348: Off
	checkbox_349: Off
	checkbox_350: Off
	checkbox_351: Off
	checkbox_352: Off
	checkbox_353: Off
	checkbox_354: Off
	checkbox_355: Off
	checkbox_356: Off
	checkbox_357: Off
	checkbox_358: Off
	checkbox_359: Off
	checkbox_360: Off
	checkbox_361: Off
	checkbox_362: Off
	checkbox_363: Off
	checkbox_364: Off
	checkbox_365: Off
	checkbox_366: Off
	checkbox_367: Off
	checkbox_368: Off
	checkbox_369: Off
	checkbox_370: Off
	checkbox_371: Off
	checkbox_372: Off
	checkbox_373: Off
	checkbox_374: Off
	checkbox_375: Off
	checkbox_376: Off
	checkbox_377: Off
	checkbox_378: Off
	checkbox_379: Off
	checkbox_380: Off
	checkbox_381: Off
	checkbox_382: Off
	checkbox_383: Off
	checkbox_384: Off
	checkbox_385: Off
	checkbox_386: Off
	checkbox_387: Off
	checkbox_388: Off
	checkbox_389: Off
	text_390: 
	text_391: 
	checkbox_392: Off
	checkbox_393: Off
	checkbox_394: Off
	checkbox_395: Off
	checkbox_396: Off
	checkbox_397: Off
	checkbox_398: Off
	checkbox_399: Off
	checkbox_400: Off
	checkbox_401: Off
	checkbox_402: Off
	checkbox_403: Off
	checkbox_404: Off
	checkbox_405: Off
	checkbox_406: Off
	checkbox_407: Off
	checkbox_408: Off
	checkbox_409: Off
	checkbox_410: Off
	checkbox_411: Off
	checkbox_412: Off
	checkbox_413: Off
	checkbox_414: Off
	checkbox_415: Off
	checkbox_416: Off
	checkbox_417: Off
	checkbox_418: Off
	checkbox_419: Off
	checkbox_420: Off
	checkbox_421: Off
	checkbox_422: Off
	checkbox_423: Off
	checkbox_424: Off
	checkbox_425: Off
	checkbox_426: Off
	checkbox_427: Off
	checkbox_428: Off
	checkbox_429: Off
	checkbox_430: Off
	checkbox_431: Off
	checkbox_432: Off
	checkbox_433: Off
	checkbox_434: Off
	checkbox_435: Off
	checkbox_436: Off
	checkbox_437: Off
	checkbox_438: Off
	checkbox_439: Off
	checkbox_440: Off
	checkbox_441: Off
	checkbox_442: Off
	checkbox_443: Off
	checkbox_444: Off
	checkbox_445: Off
	checkbox_446: Off
	checkbox_447: Off
	checkbox_448: Off
	checkbox_449: Off
	checkbox_450: Off
	checkbox_451: Off
	checkbox_452: Off
	checkbox_453: Off
	checkbox_454: Off
	checkbox_455: Off
	checkbox_456: Off
	checkbox_457: Off
	checkbox_458: Off
	checkbox_459: Off
	checkbox_460: Off
	checkbox_461: Off
	checkbox_462: Off
	checkbox_463: Off
	checkbox_464: Off
	checkbox_465: Off
	checkbox_466: Off
	checkbox_467: Off
	checkbox_468: Off
	checkbox_469: Off
	checkbox_470: Off
	checkbox_471: Off
	checkbox_472: Off
	checkbox_473: Off
	checkbox_474: Off
	checkbox_475: Off
	checkbox_476: Off
	checkbox_477: Off
	checkbox_478: Off
	checkbox_479: Off
	checkbox_480: Off
	checkbox_481: Off
	checkbox_482: Off
	checkbox_483: Off
	checkbox_484: Off
	checkbox_485: Off
	checkbox_486: Off
	checkbox_487: Off
	checkbox_488: Off
	checkbox_489: Off
	checkbox_490: Off
	checkbox_491: Off
	checkbox_492: Off
	checkbox_493: Off
	checkbox_494: Off
	checkbox_495: Off
	checkbox_496: Off
	checkbox_497: Off
	checkbox_1: Off
	checkbox_2: Off
	Patient_Signature: 
	Date: 


