PHQ-9: Modified for Teens

Name: Clinician: Date:

Instructions: How often have you been bothered by each of the following symptoms during the
past two weeks? For each symptom put an “X” in the box beneath the answer that best
describes how you have been feeling.

e T e e O e e 4_? e e P e
(0)

(1) (2) Z]
Not At All [ Several | More Than| Nearly

Days Half the | Every Day

1. Feeling down, depressed, irritable, or hopeless?

2. Little interest or pleasure in doing things?

3. Trouble falling asleep, staying asleep, or sleeping too
much?

4, Poor appetite, weight loss, or overeating?

5. Feeling tired, or having little energy?

6. Feeling bad about yourself — or feeling that you are a
failure, or that you have let yourself or your family
down?

7. Trouble concentrating on things like school work,
reading, or watching TV?

8. Moving or speaking so slowly that other people could
have noticed?

0 |oO Dh:pmrdm
O |0 DDPH

Or the opposite - being so fidgety or restless that you
were moving around a lot more than usual?
9. Thoughts that you would be better off dead, or of ] ]

hu% yourself in some way? _____
In the past year have you felt depressed or sad most days, even if you felt okay someurnes’?

If you are experiencing any of the problems on this form, how difficult have these problems made it for you to
m do your work, take care of things at home or get along with other people?
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l | !Not _CEﬁCLllttat alll ] | Somewhat difficult J[ ]Veg difficult ]_ijtremeiz difficult H

Has there been a time in the past month when yu have had serious thoughts about ending your life?
Yes No

Have you EVER, in your WHOLE LIFE, tried to kil yourself or made a suicide attempt?
Yes [] No

*If you have had thoughts that you would be better off dead or of hurting yourself in some way,
please discuss this with your Health Care Clinician, go to a hospital emergency room or call 911.

Office useonly: ~ Severity scors:

Modified with permission by the GLAD-PC team from the PHQ-9 (Spitzer, Williams, & Kroenke, 1999), Revised PHQ-A (Johnson,
2002), and the CDS (DISC Development Group, 2000)

Use with Permission. Guidelines for Adolescent Depression in Primary Care. Version 2, 2010. 71



"PATIENT HEALTH QUESTIONNAIRE-9

(PHQ-9)

Over the last 2 weeks, how often have you been bothered

M N

by any of the following problems? Several tha: Lea" ef,::‘;
(Use “# to indicate your answer) Not at all days  the days day
1. Little interest or pleasure in doing things 0] 1 2 3

~ 2. Feeling down, depressed, or hopeless 0 1 2 3
3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3
4. Feeling tired or having little energy 0 1 2 3
5. Poor appetite or overeating 0 1 2 3
6. Feeling bad about yourself — or that you are a failure or 0 1 2 3

have let yourself or your family down

7. Trouble concentrating on things, such as reading the 0 1 2 3

newspaper or watching television

8. Moving or speaking so slowly that other people could have
noticed? Or the opposite — being so fidgety or restless 0 1 2 3
that you have been moving around a lot more than usual

9. Thoughts that you would be better off dead or of hurting
yourself in some way

FOR OFFICE CODING __ 0 + + +

=Total Score:

If you checked off any problems, how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?

Not difficult Somewhat Very Extremely
at all difficult difficult difficult
O O O L3

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from
Pfizer Inc. No permission required to reproduce, translate, display or distribute.




GAD-7 Anxiety

Over the last two weeks, how often have you Not Several More Nearly
been bothered by the following problems? atall days than half every
the days day
1. Feeling nervous, anxious, or on edge
0 1 2 3
2. Not being able to stop or control worrying
0 1 2 3
3. Worrying too much about different things
0 1 2 3
4. Trouble relaxing
0 1 2 3
5. Being so restless that it is hard to sit still
0 1 2 3
6. Becoming easily annoyed or irritable
0 1 2 3
7. Feeling afraid, as if something awful
might happen 0 1 2 3
Column totals 0 + + + =
Total score

If you checked any problems, how difficult have they made it for you to do your work, take care of
things at home, or get along with other people?

Not difficult at all Somewhat difficult Very difficult Extremely difficult
O O E a

Source: Primary Care Evaluation of Mental Disorders Patient Health Questionnaire (PRIME-MD-PHQ). The PHQ was
developed by Drs, Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke, and colleagues. For research information, contact Dr.
Spitzer at ris8@columbia.edu. PRIME-MD® is a trademark of Pfizer Inc. Copyright@ 1999 Pfizer Inc. All rights reserved.
Reproduced with permission

Scoring GAD-7 Anxiety Severity

This is calculated by assigning scores of 0, 1, 2, and 3 to the response categories, respectively,
of "not at all,” "several days,” “more than half the days,” and “nearly every day.”

GAD-7 total score for the seven items ranges from 0 to 21.

0—4: minimal anxiety

5-9: mild anxiety

10-14: moderate anxiety

15-21: severe anxiety



DacuSign Envelope 1D: 7D730020-8148-4B42-9A9F-4FOSACEBBBBA

Obsessive Compulsive Inventory — Revised (OCI-R)

The following statements refer to experiences that many people have in their everyday lives. Select the
number that best describes HOW MUCH that experience has DISTRESSED or BOTHERED you during

the PAST MONTH,

o = =
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2™ s hi
1. | I have saved up so many things that they get in the way. 0 1 2 3 4
2 I check things more often than necessary. 0 1 2 3 4
3. |l getupset if objects are not arranged properly. 0 1 2 3 4
4. || feel compelled to count while | am doing things. 0 1 2 3 4
5 | find it difficult to touch an object when | know it has been touched by 0 1 5 3 4

* | strangers or certain people.
6. [ Ifind it difficult to control my own thoughts. 0 1 2 3 4
7. |l collect things | don't need. 0 1 2 3 4
8. | repeatedly check doors, windows, drawers, etc. 0 1 2 3 4
9. | 1gstupset if others change the way | have arranged things. 0 1 2 3 4
10. | 1feel | have to repeat certain numbers. 0 1 2| 3 4
11 | sometimes have to wash or clean myself simply because | feel 0 1 2 3 4
" | contaminated.
19, L«?ﬂn upset by unpleasant thoughts that come into my mind against my 0 1 5 3 4
13, Ila?::{rjld throwing things away because | am afraid | might need them 0 1 5 3 4
| repeatedly check gas and water taps and light switches after turning
14. |, 0 1 21 3 4
them off,
15. | | need things to be arranged in a particular way. 0 1 2 3 4
16. || feel that there are good and bad numbers. 0 1 2 3 4
17. | l wash my hands mare often and longer than necessary., 0 1 2 3 4
18. | I frequently get nasty thoughts and have difficuity in getting rid of them. | 0 1 2 3 4
Copyright Information:

Foa, E.B., Huppett, J.D., Leiberg, S., Hajcak, G., Langner, R., et al. (2002). The ObsessiveCompulsive

Inventory: Development and validation of a short version. Psychological Assessment, 14, 485-496,




Mood Disorder Questionnaire

Patient Name Date of Visit

Please answer each question to the best of your ability

1. Has there ever been a period of time when you were not your usual self and... YES NO
...you felt so good or so hyper that other people thought you were not your normal self or you ] n
were so hyper that you got into trouble?
you were so irritable that you shouted at people or started fights or arguments? ] ]
..... youfenmuchmoresew_conf.den”hanusuapDD
""" you got much less sleep than usual and found that you didn'treally miss it~ [J [
..... youWeremoretamatweorspokemuchfasterthanusuapDD
..... thoughtsraced throughyourheadoryoucou|dnts|owyourmmddown?DD
..you were so easily distracted by things around you that you had trouble concentrating or .
staying on track? o O
..... youhadmoreenergwhanusual?DD
..... youweremuchmoreact|ve0rd|dmanymorethmgsthanusual?DD
"..you were much more social or outgoing than usual, for example, you telephoned friendsin
the middle of the night? O O
..... youweremuchmore,nterestedmsexthanusuap|”_‘||"_“|
"...you did things that were unusual for you o that other people might have thought were D """" D """"
excessive, foolish, or risky?
Spendmgmoneygowou Oryourfamny.ntroume) ....................................................................... |“_"| ....... D .......
2. If you checked YES to more than one of the above, have several of these ever 0 ]

happened during the same period of time?

3. How much of a problem did any of these cause you - like being unable to work;
having family, money or legal troubles; getting into arguments or fights?

[] No problems  [] Minor problem  ["]Moderate problem  [T] Serious problem

This instrument is designed for screening purposes only and not to be used as a diagnostic tool.
Permission for use granted by RMA Hirschfeld, MD



COLUMBIA-SUICIDE SEVERITY RATING SCALE
Screen Version

SUICIDE IDEATION DEFINITIONS AND PROMPTS

Since Last
Visit

Ask questions that are bold and underlined

YES | NO

Ask Questions 1 and 2

1) Wish to be Dead:
Person endorses thoughts about a wish to be dead or not alive anymore, or wish to fall asleep

and not wake up.
Hav wish Uy redéadorwi d you could qo to.sleep and not wake up?

2) Suicidal Thoughts:
General non-specific thoughts of wantmg to end one’s life/die by suicide, “ I've thought about

killing myself”without general thoughts of ways to kill oneself/associated methods, intent, or
plan. |

Have you actually had any thoughts of killing yourself?

If YES to 2, ask questions 3, 4, 5, and 6. If NO to 2, go directly to question 6

3) Suicidal Thoughts with Method (without Specific Plan or Intent to Act):
Person endorses thoughts of suicide and has thought of a least one method during the
assessment period. This is different than a specific plan with time, place or method details
worked out. "I thought about takmg an overdose but I never made a specific plan as to when
where or how I would actually a’o it....and I would never go through with it

Have you been thinking abag how kill yourself?

4) Suicidal Intent (without Specific Plan):
Active suicidal thoughts of killing|oneself and patient reports having some intent to act on
such thoughts, as opposed to “/ [ha ve the thoughts but I definitely will not do anything about
i

them.”
Have you had these thoughts and had some intention of acting on them?

5) Suicide Intent with Specific Rlan:
Thoughts of killing oneself with details of plan fully or partially worked out and person has

some intent to carry it out,

Have you started to work ou; or worked out the details of how to kill yourself and
do you intend to carry out tms plan?

6) Suicide Behavior

Ha ve you done anything, s'tarfed to do anything, or prepared to do anything to end

wr life?

Examples: Collected pills, obtamed a gun, gave away valuables, wrote a will or suicide note,
took out pills but didnt swallow any, held a gun but changed your mind or it was grabbed
from your hand, went to the roof] but didn't jump; or actually took pills, tried to shoot
yourself, cut yourself, tried to hang yourself, etc.

For inquiries and training information contact: Kelly Posner, Ph.D.

New York State Psychiatric Institute,|1051 Riverside Drive, New York, New York, 10032; posnerk@nyspi.columbia.edu

© 2008 The Research Foundation for Mental Hygiene, Inc.




to indicate how much you have been bothered by that problem in the past month.

PCL-5

Instructions: Below is a list of problems that people sometimes have in response to a very stressful experience.
Keeping your worst event in mind, please read each problem carefully and then select one of the numbers to the right

Your worst event:

In the past month, how much were you bothered by:

Not at all

A little bit

Moderately

Quite a bit

Extremely

Repeated, disturbing, and unwanted memories of the
stressful experience?

0O

10

20

30

40O

Repeated, disturbing dreams of the stressful experience?

0O

10

20

30

40

Suddenly feeling or acting as if the stressful experience
were actually happening again (as if you were actually
back there reliving it)?

0O

10

20

30

40

experience?

00

10

20

30

4, Feeling very upset when something reminded you of the
stressful experience? 0 O 1 o 2 o 3 O 4 O
5. Having strong physical reactions when something
reminded you of the stressful experience (for example, 00 10 26 30 40O
heart pounding, trouble breathing, sweating)? '
6. Avoiding memories, thoughts, or feelings related to the
stressful experience? 0 o L o 2 O 3 O 4 O
7. Avoiding external reminders of the stressful experience
(for example, people, places, conversations, activities, 0 O 1 O 2 O 3 O 4 O
objects, or situations)?
8. Trouble remembering important parts of the stressful

40O

Having strong negative beliefs about yourself, other
people, or the world (for example, having thoughts such as:
| am bad, there is something seriously wrong with me, no
one can be trusted, the world is completely dangerous)?

00

10

20

30

40O

10.

Blaming yourself or someone else for the stressful
experience or what happened after it?

0O

10

20

30

40

1.

Having strong negative feelings such as fear, horror, anger,
guilt, or shame?

0O

10

20

30

40

12

Loss of interest in activities that you used to enjoy?

00

10

20

30

40O

13.

Feeling distant or cut off from other people?

0O

10

20

30

40

14,

Trouble experiencing positive feelings (for example,
being unable to feel happiness or have loving feelings for
people close to you)?

00O

Le

20

30

40

15.

Irritable behavior, angry outbursts, or acting aggressively?

00O

10

20

30

40

16.

Taking too many risks or doing things that could cause
you harm?

00

10

20

30

40O

17. Being “superalert” or watchful or on guard? 00O 10 2 3 O Q)
18. Feeling jumpy or easily startled? 00 1 O 20 30 4 O
19. Having difficulty concentrating? 0 O 1 O 2 O 3 O 4 O
20. Trouble falling or staying asleep? 0 O 1 O 2 O 3 O 4 O

PCL-5 (18 August 2023)

National Center for PTSD

Page3of 3



Adult ADHD Self-Report Scale (ASRS-vI.1) Symptom Checklist

Patient Name

Today’s Date

Please answer the questions below, rating yourself on each of the criteria shown using the
scale on the right side of the page. As you answer each question, place an X in the box that
best describes how you have felt and conducted yourself over the past 6 months. Please give
this completed checklist to your healthcare professional to discuss during today’s
appointment.

Never

Rarely

Sometimes

Often

Very Often

. How often do you have trouble wrapping up the final details of a project,
once the challenging parts have been done!

. How often do you have difficulty getting things in order when you have to do
a task that requires organization?

. How often do you have problems remembering appointments or obligations?

. When you have a task that requires a lot of thought, how often do you avoid
or delay getting started?

. How often do you fidget or squirm with your hands or feet when you have
to sit down for a long time?

. How often do you feel overly active and compelled to do things, like you
were driven by a motor!

Part A

How often do you make careless mistakes when you have to work on a boring or
difficult project?

. How often do you have difficulty keeping your attention when you are doing boring

or repetitive work?

. How often do you have difficulty concentrating on what people say to you,

even when they are speaking to you directly?

. How often do you misplace or have difficulty finding things at home or at work?

. How often are you distracted by activity or noise around you?

. How often do you leave your seat in meetings or other situations in which

you are expected to remain seated?

. How often do you feel restless or fidgety?

. How often do you have difficulty unwinding and relaxing when you have time

to yourself?

. How often do you find yourself talking too much when you are in social situations?

. When you're in a conversation, how often do you find yourself finishing

the sentences of the people you are talking to, before they can finish
them themselves?

. How often do you have difficulty waiting your turn in situations when

turn taking is required?

. How often do you interrupt others when they are busy?

Part B
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Adverse Childhood Experience Questionnaire for Adults
California Surgeon General’s Clinical Advisory Committee

©

For Children and Families Mental Wellbeing

Our relationships and experiences—even those in childhood—can affect our health and well-being. Difficult
childhood experiences are very common. Please tell us whether you have had any of the experiences listed
below, as they may be affecting your health today or may affect your health in the future. This information will
help you and your provider better understand how to work together to support your health and well-being.

Instructions: Below is a list of 10 categories of Adverse Childhood Experiences (ACEs). From the list
below, please place a checkmark next to each ACE category that you experienced prior to your 18t
birthday. Then, please add up the number of categories of ACEs you experienced and put the total
number at the bottom.

1. Did you feel that you didn’t have enough to eat, had to wear dirty clothes, or
had no one to protect or take care of you?

2. Did you lose a parent through divorce, abandonment, death, or other reason?

3. Did you live with anyone who was depressed, mentally ill, or attempted suicide?

4. Did you live with anyone who had a problem with drinking or using drugs, including
prescription drugs?

5. Did your parents or adults in your home ever hit, punch, beat, or threaten to harm each other?

6. Did you live with anyone who went to jail or prison?

7. Did a parent or adult in your home ever swear at you, insult you, or put you down?

8. Did a parent or adult in your home ever hit, beat, kick, or physically hurt you in any way?

9. Did you feel that no one in your family loved you or thought you were special?

10. Did you experience unwanted sexual contact (such as fondling or oral/anal/vaginal
intercourse/penetration)?

L OO O O O e .

Your ACE score is the total number of checked responses

Do you believe that these experiences have affected your health? ONot Much OSome OA Lot

Experiences in childhood are just one part of a person’s life story.
There are many ways to heal throughout one’s life.

Please let us know if you have questions about privacy or confidentiality.
5/5/20



Screen for Adult Anxiety Related Disorders (SCAARED)
TO BE COMPLETED BY THE PATIENT

Name: Date:

Directions:

Below is a list of sentences that describe how people feel. Read each phrase and decide if it is “Not True or Hardly Ever
True” or “Somewhat True or Sometimes True” or “Very True or Often True” for you. Then, for each sentence, check

the box that corresponds to the response that seems to describe you now or within the past 3 months.

0 1 2
Somewhat

Not True True or Very True

or Hardly Sometimes or Often

Ever True True True
1. When I feel nervous, it is hard for me to breathe. PN
2.1 get headaches when [ am at school, at work or in public places. PN
3. I don’t like to be with people I don’t know well. SC
4, 1 get nervous if I sleep away from home. SP
5. I worry about people liking me. GD
6. When I get anxious, I feel like passing out. PN
7.1 am nervous. GD
8. It is hard for me to stop worrying. GD
9. People tell me that I look nervous. PN
10. I feel nervous with people I don’t know well. SC
11. I get stomachaches at school, at work, or in public places. PN
12. When I get anxious, I feel like I'm going crazy. PN
13. I worry about sleeping alone. SP
14. T worry about being as good as other people. GD
15. When I get anxious, I feel like things are not real. PN
16. I have nightmares about something bad happening to my family. SP
17. T worry about going to work or school, or to public places. PN
18. When I get anxious, my heart beats fast. PN
19. 1 get shaky. PN
20. I have nightmares about something bad happening to me. SP




NICHQ Vanderbilt Assessment Scale—PARENT Informant

Today’s Date: Child’s Name: Date of Birth:

Parent’s Name: Parent’s Phone Number:

Directions: Each rating should be considered in the context of what is appropriate for the age of your child.
When completing this form, please think about your child’s behaviors in the past 6 months.

Is this evaluation based on a time when the child  [] was on medication [] was not on medication [ not sure?

Symptoms Never Occasionally Often  Very Often
1. Does not pay attention to details or makes careless mistakes 0 1 2 3
with, for example, homework
Has difficulty keeping attention to what needs to be done 0 1 2 3
3, Does not seem to listen when spoken to directly 0 1 2 3
Does not follow through when given directions and fails to finish activities 0 1 2 3
(not due to refusal or failure to understand)
5. Has difficulty organizing tasks and activities 0 1 2 3
6. Avoids, dislikes, or does not want to start tasks that require ongoing 0 1 2 3
mental effort
7. Loses things necessary for tasks or activities (toys, assignments, pencils, 0 1 2 3
or books)
8, Is easily distracted by noises or other stimuli 0 1 2 3
9. Is forgetful in daily activities 0 1 2 3
10, Fidgets with hands or feet or squirms in seat 0 1 2 3
11. Leaves seat when remaining seated is expected 0 1 2 3
12. Runs about or climbs too much when remaining seated is expected 0 1 2 3
13. Has difficulty playing or beginning quiet play activities 0 1 2 3
14, Is “on the go” or often acts as if “driven by a motor” 0 1 2 3
15, Talks too much 0 1 2 3
16. Blurts out answers before questions have been completed 0 1 2 3
17. Has difficulty waiting his or her turn 0 1 2 3
18. Interrapts or intrudes in on others’ conversations and/or activities 0 1 2 3
19, Argues with adults 0 1 2 3
20. Loses temper 0 1 2 3
21, Actively defies or refuses to go along with adults’ requests or rules 0 1 2 3
22. Deliberately annoys people 0 1 2 3
23, Blames others for his or her mistakes or misbehaviors 0 1 2 3
24. Is touchy or easily annoyed by others 0 1 2 3
25, Is angry or resentful 0 1 2 3
26. Is spiteful and wants to get even - 0 1 2 3
27. Bullies, threatens, or intimidates others 0 1 2 3
28, Starts physical fights 0 1 2 3
29, Lies to get out of trouble or to avoid obligations (ie, “cons” others) 0 1 2 3
30, Is truant from school (skips school) without permission 0 1 2 3
31, Is physically cruel to people 0 1 2 3
32, Has stolen things that have value 0 1 2 3
The information contained in this publication should not be used as a substitute for the Copyright 2002 American Academy of Pediatrics and National Initiative for Children's

medical care and adyice of your pediatrician. There may be variations in treatment that Healtheare Quality
your pediatrician may recormmend based on Individual facts and circumstances. Adapied from the Vanderbilt Rating Scales developed by Mark L, Walraich, MD.
Revised - 1102 '

@ NORKRIS SERVICES, INC.
Attentive Therapeutic Expressive Minds Working
9 For Children and Families Mental Wellbeing
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NICHQ Vanderbilt Assessment Scale—PARENT Informant

Today’s Date: Child’s Name: Date of Birth:
Parent’s Name: Parent’s Phone Number:
Symptoms (continued) Never  Occasionally Often  Very Often
33, Deliberately destroys others’ property 0 1 2 3
34, Has used a weapon that can cause serious harm (bat, knife, brick, gun) 0 1 2 3
35, Is physically cruel to animals 0 ] 2 3
36. Has deliberately set fires to cause damage 0 1 2 3
37. Has broken into someone else’s home, business, or car 0 1 2 3
38. Hlas stayed out at night without permission 0 1 2 3
39, Has run away from home overnight 0 1 2 3
40, Has forced someone into sexual activity 0 1 2 3
41. Is fearful, anxious, or worried 0 1 2 3
42, Is afraid to try new things for fear of making mistakes 0 1 2 3
43. Peels worthless or inferior 0 | 2 3
44, Blames self for problems, feels guilty 0 1 2 3
45, Feels lonely, unwanted, or unloved; complains that “no one loves him or her” 0 1 2 3
46, Is sad, unhappy, or depressed 0 1 2 3
47. Is self-conscious or easily embarrassed 0 1 2 3
Somewhat
Above ofa
Performance Excellent  Average Average Problem Problematic
48, Overall school performance 1 2 3 4 5
49, Reading 1 2 3 4 5
50. Writing 1 2 3 4 5
51. Mathematics 1 2 3 4 5
52. Relationship with parents 1 2 3 4 5
53, Relationship with siblings 1 2 3 4 5
54, Relationship with peers 1 2 3 4 5
55, Participation in organized activities (eg, teams) 1 2 3 4 3
Comments:
For Office Use Only

Total number of questions scored 2 or 3 in questions 1-9:
Total number of questions scored 2 or 3 in questions 10-18:
Total Symptom Score for questions 1-18:
Total number of questions scored 2 or 3 in questions 19-26:
Total number of questions scored 2 or 3 in questions 27-40:
Total number of questions scored 2 or 3 in questions 41-47:

Total number of questions scored 4 or 5 in questions 48-55:

Average Performance Score:




NICHQvandblItAssessmentFollo pPARENTInformant.cotlnued :

Today’s Date: Child’s Name:

Parent’s Name:

Parent’s Phone Number:

Date of Birth:

Side Effects: Has your child experienced any of the following side
effects or problems in the past week?

Are these side effects currently a problem?

None

Mild

Moderate

Severe

Headache

Stomachache

Change of appetite—explain below

Trouble sleeping

Irritability in the late morning, late afternoon, or evening—explain below

Socially withdrawn——decreased interaction with others

Extreme sadness or unusual crying

Dull, tired, listless behavior

Tremors/feeling shaky

Repetitive movements, tics, jerking, twitching, eye blinking—explain below

Picking at skin or fingers, nail biting, lip or cheek chewing—explain below

Sees or hears things that aren’t there

Explain/Comments:

For Office Use Only
Total Symptom Score for questions 1-18:

Average Performance Score for questions 19-26:

Adapted from the Pittsburgh side effects scale, developed by William E. Pelham, Jr, PhD.



	text_1yqyv: 
	text_2ccty: 
	text_3clkv: 
	checkbox_4fwdy: Off
	checkbox_5cxyc: Off
	checkbox_6kxku: Off
	checkbox_7hqam: Off
	checkbox_8iash: Off
	checkbox_9gqpe: Off
	checkbox_10paqs: Off
	checkbox_11jnky: Off
	checkbox_12hyuw: Off
	checkbox_13jbbf: Off
	checkbox_14rjxj: Off
	checkbox_15wyia: Off
	checkbox_16jgsf: Off
	checkbox_17culh: Off
	checkbox_18sotg: Off
	checkbox_19qqji: Off
	checkbox_20pxfp: Off
	checkbox_21uktq: Off
	checkbox_22vbwj: Off
	checkbox_23aqea: Off
	checkbox_24dzpx: Off
	checkbox_25goem: Off
	checkbox_26urko: Off
	checkbox_27jxzc: Off
	checkbox_28vmkq: Off
	checkbox_29fcpz: Off
	checkbox_30vuat: Off
	checkbox_31cukn: Off
	checkbox_32lsug: Off
	checkbox_33aybp: Off
	checkbox_34oakd: Off
	checkbox_35nbmu: Off
	checkbox_36gbcc: Off
	checkbox_37fteq: Off
	checkbox_38pvnl: Off
	checkbox_39tpva: Off
	radio_group_40bxqa: Off
	text_48qodo: 
	checkbox_49waru: Off
	checkbox_50xnrk: Off
	checkbox_51wkjo: Off
	checkbox_52sunv: Off
	checkbox_53zqke: Off
	checkbox_54aknw: Off
	checkbox_55mliu: Off
	checkbox_56yavv: Off
	checkbox_57osie: Off
	checkbox_58mnkm: Off
	checkbox_59gsoi: Off
	checkbox_60xyxc: Off
	checkbox_61omqy: Off
	checkbox_62sfah: Off
	checkbox_63gwsd: Off
	checkbox_64ywnq: Off
	checkbox_65iuzn: Off
	checkbox_66puky: Off
	checkbox_67yylk: Off
	checkbox_68gczs: Off
	checkbox_69lqcf: Off
	checkbox_70wxym: Off
	checkbox_71rfqd: Off
	checkbox_72iqje: Off
	checkbox_73zbpi: Off
	checkbox_74apry: Off
	checkbox_75psd: Off
	checkbox_76vvnl: Off
	checkbox_77syef: Off
	checkbox_78agvh: Off
	checkbox_79mxjb: Off
	checkbox_80mscd: Off
	checkbox_81jlpu: Off
	checkbox_82jeyu: Off
	checkbox_83ddje: Off
	checkbox_84ives: Off
	text_85oalf: 
	text_86kwap: 
	text_87eomb: 
	text_88uxmf: 
	checkbox_89smty: Off
	checkbox_90magx: Off
	checkbox_91vaeb: Off
	checkbox_92gwje: Off
	text_95efit: 
	text_96ioor: 
	text_97ewtf: 
	text_98ouug: 
	checkbox_99vlgs: Off
	checkbox_100owgr: Off
	checkbox_101gbre: Off
	checkbox_102clsl: Off
	checkbox_103aplc: Off
	checkbox_104bhoh: Off
	checkbox_105jpp: Off
	checkbox_106skrx: Off
	checkbox_107dgul: Off
	checkbox_108jqmn: Off
	checkbox_109hgsq: Off
	checkbox_110fnzu: Off
	checkbox_111wkqj: Off
	checkbox_112eae: Off
	checkbox_113kwud: Off
	checkbox_114svih: Off
	checkbox_115hbqo: Off
	checkbox_116shzn: Off
	checkbox_117zpyy: Off
	checkbox_118wieh: Off
	checkbox_119hbnw: Off
	checkbox_120ptsi: Off
	checkbox_121qydk: Off
	checkbox_122lseh: Off
	checkbox_123iuim: Off
	checkbox_124hqof: Off
	checkbox_125pph: Off
	checkbox_126lpk: Off
	checkbox_127jnvy: Off
	checkbox_128old: Off
	checkbox_129rrer: Off
	checkbox_130wbkl: Off
	radio_group_131etta: Off
	radio_group_132aqkc: Off
	radio_group_141hwwl: Off
	radio_group_142ewyf: Off
	radio_group_143joot: Off
	radio_group_144ygqg: Off
	radio_group_145acnz: Off
	radio_group_146dsps: Off
	text_221urws: 
	text_222czmp: 
	checkbox_223yiob: Off
	checkbox_224akaf: Off
	checkbox_225rwyb: Off
	checkbox_226stph: Off
	checkbox_227semm: Off
	checkbox_228axge: Off
	checkbox_229zcqh: Off
	checkbox_230zqbx: Off
	checkbox_231kuef: Off
	checkbox_232ioyp: Off
	checkbox_233sdmf: Off
	checkbox_234fxtu: Off
	checkbox_235lnck: Off
	checkbox_236ynwc: Off
	checkbox_237rpwq: Off
	checkbox_238ghpp: Off
	checkbox_239lpqy: Off
	checkbox_240hdrz: Off
	checkbox_242qqek: Off
	checkbox_243tgc: Off
	checkbox_244hlzd: Off
	checkbox_245koyy: Off
	checkbox_246bxuo: Off
	checkbox_247vjpo: Off
	checkbox_248vjmt: Off
	checkbox_249kxtv: Off
	checkbox_250tgpk: Off
	checkbox_251btay: Off
	checkbox_252zzbt: Off
	checkbox_253lwgp: Off
	checkbox_254lgfu: Off
	checkbox_255ugaq: Off
	checkbox_256anjz: Off
	checkbox_257nhwu: Off
	checkbox_258xzja: Off
	checkbox_259diiv: Off
	checkbox_260dboh: Off
	checkbox_261xqtr: Off
	checkbox_262twbr: Off
	checkbox_263rsbo: Off
	checkbox_264uybr: Off
	checkbox_265jyza: Off
	checkbox_266wpee: Off
	checkbox_267asvj: Off
	radio_group_268iwrr: Off
	radio_group_269khhj: Off
	radio_group_270rwus: Off
	radio_group_271rwhf: Off
	radio_group_272fjtq: Off
	radio_group_273iymj: Off
	radio_group_274klmb: Off
	radio_group_275qqfp: Off
	radio_group_276vwty: Off
	radio_group_277zzvr: Off
	radio_group_278zevg: Off
	radio_group_279xugr: Off
	radio_group_280jfng: Off
	radio_group_281xbrb: Off
	radio_group_282vym: Off
	radio_group_283hfhn: Off
	radio_group_284aabh: Off
	radio_group_285pgn: Off
	radio_group_286nsoz: Off
	radio_group_287lrem: Off
	radio_group_288ada: Off
	radio_group_289ykfc: Off
	radio_group_290oovq: Off
	radio_group_291muqw: Off
	radio_group_292sfxq: Off
	radio_group_333pqwi: Off
	radio_group_334vnpp: Off
	radio_group_335zsiy: Off
	radio_group_336ekvl: Off
	checkbox_368nqpl: Off
	checkbox_369lbhm: Off
	checkbox_370kgll: Off
	checkbox_371zxdy: Off
	checkbox_372rdei: Off
	checkbox_373pynj: Off
	checkbox_374rdsy: Off
	checkbox_375bbbk: Off
	checkbox_376aqsw: Off
	checkbox_377hyak: Off
	checkbox_378zbsh: Off
	checkbox_379vdqg: Off
	checkbox_380isct: Off
	checkbox_381scos: Off
	checkbox_382fqrc: Off
	checkbox_383vzrf: Off
	checkbox_384laxp: Off
	checkbox_385shdr: Off
	checkbox_386ovaf: Off
	checkbox_387cjzf: Off
	checkbox_388kbtq: Off
	checkbox_389wumh: Off
	checkbox_390pwka: Off
	checkbox_391nqba: Off
	checkbox_392bmmy: Off
	checkbox_393mbiu: Off
	checkbox_394lyrr: Off
	checkbox_395iwdy: Off
	checkbox_396opue: Off
	checkbox_397dbem: Off
	checkbox_398rciz: Off
	checkbox_399ddio: Off
	checkbox_400vkrj: Off
	checkbox_401ilgs: Off
	checkbox_402zjgr: Off
	checkbox_403rpxs: Off
	checkbox_404gvlr: Off
	checkbox_405qwvb: Off
	checkbox_406abxs: Off
	checkbox_407csks: Off
	checkbox_408uqhh: Off
	checkbox_409imlv: Off
	checkbox_410fnpy: Off
	checkbox_411ruiq: Off
	checkbox_412dvni: Off
	checkbox_413ojbt: Off
	checkbox_414pbzt: Off
	checkbox_415vvfi: Off
	checkbox_416fhnw: Off
	checkbox_417ibao: Off
	checkbox_418txqy: Off
	checkbox_419ryxr: Off
	checkbox_420ketu: Off
	checkbox_421bcej: Off
	checkbox_422hcnw: Off
	checkbox_423jmty: Off
	checkbox_424xcnl: Off
	checkbox_425kevo: Off
	checkbox_426ibaz: Off
	checkbox_427tncx: Off
	checkbox_428lcyl: Off
	checkbox_429fwiu: Off
	checkbox_430klvk: Off
	checkbox_431pxpp: Off
	checkbox_432qvhf: Off
	checkbox_433gzwy: Off
	checkbox_434ddvq: Off
	checkbox_435znek: Off
	checkbox_436xefo: Off
	checkbox_437nnye: Off
	checkbox_438ilpg: Off
	checkbox_439emcy: Off
	checkbox_440svpd: Off
	checkbox_441kopx: Off
	checkbox_442qwmy: Off
	checkbox_443jias: Off
	checkbox_444qybl: Off
	checkbox_445jhra: Off
	checkbox_446qzrd: Off
	checkbox_447niui: Off
	checkbox_448tgmk: Off
	checkbox_449zmeo: Off
	checkbox_450qypg: Off
	checkbox_451uobr: Off
	checkbox_452juig: Off
	checkbox_453jmle: Off
	checkbox_454qqqa: Off
	checkbox_455sgse: Off
	checkbox_456dxfy: Off
	checkbox_457punu: Off
	checkbox_458ggyy: Off
	checkbox_459sgab: Off
	checkbox_460yidz: Off
	checkbox_461ehyk: Off
	checkbox_462vzqj: Off
	checkbox_463rcwr: Off
	checkbox_464fdas: Off
	checkbox_465nuir: Off
	checkbox_466mnpf: Off
	radio_group_467qtiw: Off
	radio_group_468ziey: Off
	radio_group_469mwju: Off
	text_470jqyo: 
	text_471bsxp: 
	checkbox_472gsoj: Off
	checkbox_473efwd: Off
	checkbox_474ewex: Off
	checkbox_475teua: Off
	checkbox_476frmy: Off
	checkbox_477oxip: Off
	checkbox_478geqr: Off
	checkbox_479eopx: Off
	checkbox_480vgqu: Off
	checkbox_481xslo: Off
	checkbox_482hgjv: Off
	checkbox_483njow: Off
	checkbox_484hucz: Off
	checkbox_485yyyq: Off
	checkbox_486rnib: Off
	checkbox_487touw: Off
	checkbox_488ebom: Off
	checkbox_489fqhq: Off
	checkbox_490bmao: Off
	checkbox_491prtc: Off
	checkbox_492fez: Off
	checkbox_493egzt: Off
	checkbox_494htc: Off
	checkbox_495iq: Off
	checkbox_496hjzb: Off
	checkbox_497dqta: Off
	checkbox_498gnql: Off
	checkbox_499fqkr: Off
	checkbox_500qofm: Off
	checkbox_501iuwe: Off
	checkbox_502kdf: Off
	checkbox_503ezvi: Off
	checkbox_504ypgb: Off
	checkbox_505by: Off
	checkbox_506kbgb: Off
	checkbox_507rksl: Off
	checkbox_508ydm: Off
	checkbox_509ypim: Off
	checkbox_510vzps: Off
	checkbox_511dcb: Off
	checkbox_512qzyq: Off
	checkbox_513vxih: Off
	checkbox_514ir: Off
	checkbox_515aoy: Off
	checkbox_516eiyi: Off
	checkbox_517slgg: Off
	checkbox_518uoid: Off
	checkbox_519dxjz: Off
	checkbox_520dvan: Off
	checkbox_521lufi: Off
	checkbox_522ppla: Off
	checkbox_523smay: Off
	checkbox_524rnyq: Off
	checkbox_525yone: Off
	checkbox_526vnmh: Off
	checkbox_527wieg: Off
	checkbox_528fgzm: Off
	checkbox_529hhvi: Off
	checkbox_530eoj: Off
	checkbox_531xaon: Off
	text_532qqmi: 
	text_533pwca: 
	text_534rjzs: 
	text_535epai: 
	text_536rhcm: 
	checkbox_537ckio: Off
	checkbox_538rceo: Off
	checkbox_539wssn: Off
	radio_group_540yfmb: Off
	radio_group_541gcpz: Off
	radio_group_542vz: Off
	radio_group_543obqn: Off
	radio_group_544nykx: Off
	radio_group_545jfwz: Off
	radio_group_546vkls: Off
	radio_group_547iajn: Off
	radio_group_548omfz: Off
	radio_group_549rbef: Off
	radio_group_550aarh: Off
	radio_group_551abdn: Off
	radio_group_552ukym: Off
	radio_group_553bace: Off
	radio_group_554bsdj: Off
	radio_group_555ytyp: Off
	radio_group_556jeqn: Off
	radio_group_557vslw: Off
	radio_group_558mnhl: Off
	radio_group_559rrng: Off
	radio_group_560zcbm: Off
	radio_group_561owzo: Off
	radio_group_562xren: Off
	radio_group_563tnho: Off
	radio_group_564xqds: Off
	radio_group_573vfrh: Off
	radio_group_574nlyd: Off
	radio_group_575dafe: Off
	radio_group_576bivf: Off
	radio_group_577bguc: Off
	radio_group_578nbrj: Off
	radio_group_579mlje: Off
	radio_group_580dqgz: Off
	radio_group_581hzsg: Off
	radio_group_582idmc: Off
	radio_group_583anii: Off
	radio_group_584bdsn: Off
	radio_group_585zprd: Off
	radio_group_586lsz: Off
	radio_group_587ugvh: Off
	radio_group_588fhvs: Off
	radio_group_589ptns: Off
	text_667chaa: 
	text_668uxne: 
	text_669hlxf: 
	text_670uykm: 
	text_671gbu: 
	text_672fdjl: 
	text_673mvvo: 
	text_674mkhi: 
	text_675cudc: 
	text_676gqkn: 
	text_677ktre: 
	text_678teax: 
	text_679trlp: 
	radio_group_687qxis: Off
	radio_group_695gchl: Off
	radio_group_696ohin: Off
	radio_group_697betg: Off
	radio_group_698kdnz: Off
	radio_group_699mema: Off
	radio_group_700uxjc: Off
	radio_group_701plvn: Off
	radio_group_702volh: Off
	radio_group_703cayu: Off
	radio_group_704eaok: Off
	radio_group_705wap: Off
	radio_group_706jmxr: Off
	radio_group_707ggeh: Off
	radio_group_708hwwj: Off
	radio_group_709fdwj: Off
	radio_group_710lhov: Off
	radio_group_711fael: Off
	radio_group_712cynt: Off
	radio_group_713ptwi: Off
	radio_group_714rmss: Off
	radio_group_715bxe: Off
	radio_group_716yvew: Off
	radio_group_717qqzr: Off
	radio_group_718tnzo: Off
	radio_group_719rrrj: Off
	radio_group_720anmr: Off
	radio_group_721utiz: Off
	radio_group_722whot: Off
	radio_group_723xgz: Off
	radio_group_724qxzy: Off
	radio_group_725nwr: Off
	radio_group_726fluh: Off
	radio_group_727tdcr: Off
	radio_group_728nobz: Off
	radio_group_747pjmb: Off
	radio_group_748ued: Off
	radio_group_749shyt: Off
	radio_group_750cttd: Off
	radio_group_751qfhl: Off
	radio_group_752gjb: Off
	radio_group_753otwt: Off
	radio_group_754jrde: Off
	radio_group_755xxhf: Off
	radio_group_756hsmk: Off
	radio_group_757onmj: Off
	radio_group_758fyvn: Off
	radio_group_759ufmo: Off
	text_680locq: 
	text_681gjhd: 
	text_682rfhi: 
	text_683lpbq: 
	text_684qtma: 
	text_685gsui: 
	text_686eypc: 
	checkbox_787ndrh: Off
	checkbox_788izil: Off
	checkbox_789xnsm: Off
	checkbox_790clgp: Off
	checkbox_791zkur: Off
	checkbox_792ambk: Off
	checkbox_793djxn: Off
	checkbox_794nome: Off
	checkbox_795aule: Off
	checkbox_796spvq: Off
	checkbox_797jfs: Off
	checkbox_798tpuw: Off
	checkbox_799xlyw: Off
	checkbox_800kggo: Off
	checkbox_801vrqp: Off
	checkbox_802rqtl: Off
	checkbox_803mhrr: Off
	checkbox_804kays: Off
	checkbox_805ykpr: Off
	checkbox_806zyup: Off
	checkbox_807ujpw: Off
	checkbox_808me: Off
	checkbox_809cxx: Off
	checkbox_810yytd: Off
	checkbox_811viqp: Off
	checkbox_812txlq: Off
	checkbox_813bvs: Off
	checkbox_814adgu: Off
	checkbox_815xnxb: Off
	checkbox_816obpo: Off
	checkbox_817kseg: Off
	checkbox_818nsjh: Off
	checkbox_819lixn: Off
	checkbox_820reem: Off
	checkbox_821aevv: Off
	checkbox_822rkjo: Off
	checkbox_823tjgl: Off
	checkbox_824dtdd: Off
	checkbox_825jafg: Off
	checkbox_826wfoe: Off
	checkbox_827amfy: Off
	checkbox_828ddce: Off
	checkbox_829bjsv: Off
	checkbox_830fq: Off
	checkbox_831ukag: Off
	checkbox_832upqz: Off
	checkbox_833zpki: Off
	checkbox_834uveq: Off


