
1



2

Welcome to Inspire Center for Autism 
The team at Inspire Center for Autism is highly inclusive, culturally sensitive, culturally 
respectful, and culturally competent. We will make every effort to ensure you and your 
family are treated with respect and dignity at all times, regardless of racial, ethnic or cultural 
customs/practices or beliefs, sexual orientation, gender, gender identity, or gender 
expression, disability, and/or community differences. During the referral process, Inspire 

Center for Autism inquired about any family considerations that our team should be made aware of. If at any time, 
any additional considerations arise, or considerations change, please notify the office immediately so we can do our 
best to respect the considerations of you and your family. 

Further, Inspire Center for Autism will take reasonable steps to ensure that those with Limited English Proficiency 
(LEP) have meaningful access and equal opportunities to participate in the services provided by Inspire Center for 
Autism.

Again, we want to thank you for partnering with us and for providing us with the opportunity to help your family 
navigate behavior analytic services while also working together to find the best fit for your family! 

If at any time during the course of services at Inspire Center for Autism you have questions or concerns or would 
like clarification, please do not hesitate to reach out for support. 

Printed Name of 
Guardian:

Date:

Signature:
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To continue with the intake and registration process at Inspire Center for Autism for Applied Behavior Analytic (ABA) 
services, please review and complete the documents included in this packet. A checklist has been provided below 
to assist in ensuring all requested documents are reviewed, completed and submitted. 

Intake Packet Checklist 
Title of Document Location in Packet Date Completed Initials

Welcome Page Page 2

Consent for Applied Behavior Analytic 
Services Pages 4-5

Patient Information Questionnaire Pages 6-15

Mandated Reporter Disclosure Form Page 16

Patient Home Safety Checklist Page 17-18

A finalized packet will be required prior to an assessment being scheduled.

https://docs.google.com/document/d/1L7zDe4JDu_2v6ffYP0SR1j1kx45t9PU2/edit#bookmark=id.1fob9te
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Consent for Applied Behavior Analytic Services
Patient Name: Date of Birth:

Description of Services

What is Applied 
Behavior Analysis?

ABA is the science of producing significant and practical changes in behavior through 
the analysis, observation, design, implementation and evaluation of past and current 
environmental events (antecedents and consequences). Behavior analytic practices 
focus on the acquisition, maintenance and generalization of behaviors and/or the 
reduction of behaviors that impact meaningful changes.

Assessment

Throughout all phases of treatment, consistent, ongoing, and objective assessments 
will take place to ensure a comprehensive understanding of each individual’s 
baseline, present levels of performance and progress across environments. An 
analysis of the information obtained through the assessments will serve as the basis 
for ongoing treatment recommendations. Assessments conducted by the staff at 
Inspire Center for Autism may include, but are not limited to, parent interviews, file 
reviews, the Assessment of Basic Language and Learning Skills, Revised (ABLLS-R), the 
Verbal Behavior Milestones Assessment and Placement Program (VB-MAPP), The 
Essentials for Living (ELS), the Assessment of Functional Living Skills (AFLS), the 
Vineland Adaptive Behavior Skills, and/or Functional Behavior Assessments (FBA).

Treatment 
Recommendations

:

Based on an individual’s assessment results, treatment recommendations may vary in 
the number of goals, complexity, duration, and intensity and may change over time 
based on an individual’s response to treatment. An individual treatment plan will be 
developed, reviewed and agreed upon prior to the implementation of any treatment 
components.

Treatment Models:

Comprehensive 
ABA

Comprehensive ABA treatment typically involves 30-40 hours of 
direct 1:1 therapy and is designed to address multiple domains that 
impact an individual’s ability to function at the same level as their 
typically developing peers. Gaining new skills (skill acquisition) and 
reducing barriers that may impede an individual’s involvement in 
home, community or educational opportunities (behavior 
reduction) are the primary objectives within a comprehensive ABA 
treatment approach.

Focused ABA

Focused ABA treatment typically involves 10-25 hours of direct 1:1 
therapy and is designed to address a limited number of domains 
for individuals who only need to target key functional skills or for 
individuals in which the priority of treatment is a reduction in 
significant maladaptive behaviors. The primary objectives within a 
focused ABA treatment approach include targets that increase 
independence and/or improve the health or safety of the individual 
or others.



5

Parent Training:

Parent/caregiver training is a required component of treatment and is designed to 
improve an individual’s ability and likelihood of implementing treatment protocols 
and recommendations outside of direct treatment and across environments. The 
primary objectives within a parent/caregiver training model are coaching, modeling, 
problem solving, support, and generalization using objective and measurable goals for 
parents/caregivers.

Data Analysis:

Throughout treatment at Inspire Center for Autism, on-going data analysis will be 
conducted to monitor patient progress toward treatment plan goals. Data analysis 
will include, but is not limited to, the review of data collection systems, summarizing 
and reporting patient progress towards treatment goals. Based on data analysis, the 
staff at Inspire Center for Autism may adjust treatment protocols and/or modify 
treatment recommendations.

Tiered Service 
Delivery Model:

Inspire Center for Autism utilizes a tiered service-delivery model, in which the Board-
Certified Behavior Analyst (BCBA)® on the case designs, supervises, and provides 
clinical direction, while the treatment protocols are delivered by the Registered 
Behavior Technicians (RBT®).

Coordination of 
Care:

In an effort to improve patient outcomes, the staff at Inspire Center for Autism will
consult and/or collaborate with other professionals involved in the patient’s care. 
Coordination of care between professionals and family members can help ensure 
consistency across environments. Coordination of care may include, but is not limited 
to, emails, phone calls, in-person meetings, and/or trainings. Explicit consent from the 
patient’s legal guardian to obtain and/or release information for the purpose of 
coordination of care will be obtained by Inspire Center for Autism prior to doing so.

I, ____________________________________, the legal guardian of ________________________________ 
give consent for my child to participate in the behavior analytic services provided by Inspire Center for 

Autism. Participation may include, but is not limited to, assessment, treatment implementation and other 
services deemed necessary by Inspire Center for Autism. Services will consist of evidence-based practices, 

techniques and approaches in the field of Applied Behavior Analysis (ABA).

Printed Name of 
Guardian:

Date:

Signature: Expiration of 
Consent:
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Patient Information Questionnaire 

Date of Intake: Completed By:

Patient Name: Date of Birth:

Medical History

Pregnancy:

Normal and routine

Problematic

Describe any difficulties or 
complications during 
pregnancy: 

Gestation:

The individual was born at
_________weeks. 

The individual
came home as expected

was required to stay in the 
hospital for ________ weeks after 
delivery

Fetal History:

Prior to birth, the individual was exposed to:
Alcohol

Illicit drugs

Prescription drugs

Tobacco

Caffeine

Other

Unknown

None

Birth:

Vaginal birth without complications

Vaginal birth with complications

Describe any difficulties or complications experienced during delivery:

Cesarean delivery without complications

Cesarean delivery with complications

Describe any difficulties or complications experienced during delivery:

Developmental 
Milestones:

Did the individual meet their developmental milestones on time?           Yes          No

If not, which domains were not met on time?
Communication        Social Skills          Motor Skills        Self-Help skills 

When did you become concerned about the individual’s development?
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When did medical professionals become concerned?

Has your child had genetic testing?            Yes        No
If so, what were the findings:

Hospitalizations:

There individual has not been hospitalized for any medical procedures or medical 
conditions or behavioral emergencies

The individual has been hospitalized for medical procedures, medical conditions, and/or        
behavioral emergencies including the following:

Please include reason for hospitalization, date and length of stay

N/A

Infectious Diseases:

No history of infectious diseases

The individual has or had the following infectious diseases that the treatment team 
should be made aware of:

Autoimmune 
Deficiencies:

The individual does not have a history of any autoimmune deficiencies (i.e., PANDAs, 
Lyme disease, etc.)

The individual has a history of autoimmune deficiencies

N/A

If so, have the autoimmune deficiencies been evaluated and/or treated by a medical 
professional:     Yes     No         Date of last follow-up: 

Name of the treating physician:

Please attach the current treatment plan or most recent progress notes. 

History of Seizures:

The individual does not have a history of seizures

The individual has a history of seizures

N/A

If so, have the seizures been evaluated and/or treated by a medical professional:
Yes   No          Date of last follow-up: 

Name of the treating physician:
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Please attach the current treatment plan or most recent progress notes. 

Adaptive Devices:

The individual does not require or use any adaptive devices

The individual uses the following adaptive devices:

Augmentative and Alternative Communication (AAC) Device

Ankle Foot Orthotics (AFOs)/Leg, foot or ankle braces

Glasses

Hearing Aids

Wheelchair/walker/forearm crutches

Other:

Allergies:

The individual does not have any known allergies

The individual has the following allergies:

Instructions for allergic reactions include: 

Dietary 
Considerations:

Dietary Allergies:
No

Yes, including the following:

Dietary Restrictions:
No
Yes, including the following:

The individual experiences the following:
Food selectivity (only eats specific foods, textures, colors, etc.)

Food refusal (requires supplemental nutrition due to refusal to eat/drink)

None of the above

Other:

Have the feeding concerns been evaluated and/or treated by a medical professional:
Yes              No                   Date of last follow-up:

Name of the current or previous treating physician(s): 
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Please attach the current treatment plan or most recent progress notes. 

Sleep

Are there any sleep concerns?     No Yes
If yes, please explain: _________________________

Do they take naps?       No Yes
If yes, how long and what time is it during the 
day?_________________________________________________________________

Family Medical 
History:

There is no signification family medical history

There is a significant family medical history, including the following:

Condition Mother Father Maternal 
Grandparent

Paternal 
Grandparent

Other

Autism

Intellectual disability

Anxiety

Depression

Learning disability

Speech/language delay

ADHD

Bipolar Disorder

Seizures

Diabetes

Celiac disease

Food allergies                            

Gastrointestinal disease

Other: 
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Medical 
Professionals:

Is your child currently being seen by any other medical professionals (excluding ongoing 
services such as speech, OT, PT that were listed on the Referral)?   

No                Yes

If so, please list them below:
Role/Specialty Name Intensity

Medications:

Please list all medications that your child is currently taking: N/A

Name Dosage Frequency Reason Prescribing Physician

Previous Services:

Please list the services that the individual received in the past, but is no longer receiving:
Service Dates Duration (i.e., 1 hour) Intensity (i.e., 2x/week)

Additional 
Considerations:

Please list any additional information you would like to share with your child’s team regarding 
their medical history/background:

Parent Concerns:

Do you have any current medical related concerns?           No        Yes 

If so, please explain:

Educational History

Educational 
Placement:

Currently attends:
Daycare           

Preschool

Public School

Private School

Name:

Name:

Name:

Name:

Grade:

Grade:
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Does your child receive special education services?     No         Yes

If so, where does your child receive the majority of their education:

General Education          Inclusion         Self-Contained

Schedule at current placement:     Full-time           Part-time

Times:

Days of attendance: 
Monday       Tuesday     Wednesday     Thursday      Friday

Does your child have an IEP?  No    Yes

Additional 
Considerations:

Please list any additional information you would like to share with your child’s team regarding 
their educational experiences:

N/A

Parent Concerns:

Do you have any current concerns related to your child’s educational experiences?  
No     Yes 

If yes, please explain:

Communication Skills

Method(s) of 
Communication:

My child communicates through:
Spoken language   

Sign language

Verbal approximations

AAC device

PECS

Gestures

Other: 

My child prefers to communicate through:
Spoken language   

Sign language

Verbal approximations

AAC device

PECS

Gestures

Other:

Communication 
History:

When did your child do the following:
Say their first word:
Combine two words:
How many words does your child currently use to communicate:
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Strengths and 
Weaknesses:

What are your child’s communication 
strengths?

Indicating wants/needs

Listening skills   

Requesting

Labeling

Articulation/intonation

Echoics/vocal Imitation

Asking/answering “wh” questions

Conversational skills

Other:

What are your child’s communication 
weaknesses?

Indicating wants/needs

Listening skills   

Requesting

Labeling

Articulation/intonation

Echoics/vocal Imitation

Asking/answering “wh” questions

Conversational skills

Other:

Parent Goals:

Please list any goals you have for your child’s communication skills:

Social Interactions

Social Interactions:

How often does your child do the following:

Show you affection
Never Sometimes Frequently Always

Make eye contact

Respond to their name

Show interest in the 
behavior of others
Play/socialize with others

Participate in social groups, 
clubs or sports teams
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Preferred Social 
Interactions:

Alone          Parallel play      Engaging with others       Other

Strengths and 
Weaknesses:

What are your child’s social strengths? What are your child’s social weaknesses?

Additional 
Considerations:

Please list any additional information you would like to share with your child’s team regarding 
their social skills:

Parent Goals:

Please list the goals you have for your child’s social skills:

Play and Leisure

Toy Play:

Does your child play appropriately with toys?         No            Yes

If no, please explain:

Variation in Play:

Does your child show variation in their play routines?         No            Yes

If no, please explain:

Preferences:

Please list your child’s favorite items/activities/actions within each category:

Shows/Movies:

Sounds:

Songs:

Smells:

Snacks:

Tangible objects:

Social interactions:

Movement activities:
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Strengths and 
Weaknesses:

What are your child’s play skill strengths? What are your child’s play skill weaknesses?

Additional 
Considerations:

Please list any additional information you would like to share with your child’s team regarding 
their play skills:

Parent Goals:

Please list the goals you have for your child’s play skills:

Self-Help 
Please see the VB-MAPP Self-Help Checklist for a more detailed list of skills

Strengths and 
Weaknesses:

What are your child’s self-help strengths?

Dressing
Bathing and grooming   
Feeding
Toileting

Other:

What are your child’s self-help weaknesses?

Dressing
Bathing and grooming   
Feeding
Toileting

Other:

Medical Treatment:

Have the weaknesses indicated above been evaluated and/or treated by a medical 
professional:

No              Yes           N/A Date of last follow-up:

Name of the current or previous treating physician(s): 

Please attach the current treatment plan or most recent progress notes. 

Additional 
Considerations:

Please list any additional information you would like to share with your child’s team regarding 
their self-help skills:

Parent Goals:

Please list the goals you have for your child’s self-help skills:
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Behavior

Concerns:

Please indicate the behaviors you are currently concerned with:
Response time

Attention span   

Hyperactivity

Restricted interests

Repetitive behavior

Stress/anxiety

Biting (self or others)

Hitting

Kicking

Elopement (running away)

Food selectivity   

Food refusal

Property destruction

Self-injury

Noncompliance

Impulsivity

Safety skills

Other:

Medical Concerns:

Have any of these behaviors of concerns been addressed with a medical professional?
No            Yes

If so, please list all current and providers who have addressed behavioral concerns (including 
psychiatrists, pediatricians, behavior analysts and specialty providers): 

Please attach the treatment plan or most recent progress notes. 

Behavior 
Intervention Plan:

Has your child ever had a Behavior Intervention Plan (BIP)?          No         Yes
If so, who developed it and when?

Behaviors of 
concern:

Behavior:                         Frequency:                       Duration:                      Triggers:
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Mandated Reporter Disclosure Form
Patient’s Name: Date of Birth:

This disclosure shall serve as a reminder to all patients and potential patients that staff members affiliated 
with Inspire Center for Autism are mandated reporters as deemed so by Arizona state rules, regulations, 

and laws. Such laws are in place to protect individuals from injury and should not be viewed as a means to 
harm parents/guardians or caretakers.

Being deemed a mandated reporter, requires by law, that any and all allegations, reports, and/or suspicions 
of child abuse, neglect, and/or maltreatment be reported to the appropriate identified governing body. 
Child Protective Services is the governing body identified in the state of Arizona regarding cases of child 

abuse, neglect, and maltreatment. Therefore, staff members of Inspire Center for Autism will report 
incidents mentioned above to the National Hotline for Child Protective Services.

It should be noted that the staff at Inspire Center for Autism shall only participate in CPS cases as required 
and requested by Child Protective Services. The staff at Inspire Center for Autism shall play no part in 

decisions made by Child Protective Services and should be viewed as a separate organization from Child 
Protective Services.

The patient and/or guardian shall sign a Mandated Reporter Disclosure Receipt Form that shall be kept in 
the patient’s file as evidence that the information mentioned above has been provided to the patient and 

family.

I, __________________________________, the legal guardian of ________________________________ 
have read and received a copy of the Mandated Reporter Disclosure Form from Inspire Center for Autism.

Printed Name of 
Guardian:

Date:

Signature:
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Patient Home Safety Checklist
Patient’s Name: Date of Birth:

The conditions listed below are deemed necessary to provide a safe and effective work environment in 
each patient’s home. Please read each condition and initial where designated, to indicate your awareness 

of the listed expectation:

Smoking Yes No
Is this a smoke free home?

If not, please indicate where smoking takes place:

General Expectations Initials
Fully functioning smoke alarms

Fully functioning carbon dioxide alarms
At least one smoke detector per level of the home

At least one fire extinguisher on each level of the home
Working plumbing 

Working cell phone service
Proper illumination throughout the home

Adequate, secure parking for Inspire Center for Autism staff during sessions
Walkways are clear of clutter, debris and obstructions

Absence of rodents and/or insects
Bathrooms are regularly cleaned, free from soiled clothing and/or diapers

Bathrooms are adequately supplied with necessary items (i.e., toilet paper, soap, 
hand towels)

Stairs are free from clutter, debris and obstructions
Handrails on the stairs are secure

Designated Area for ABA Sessions Initials
Floor space is available for session activities

Workspace is available, including a table and chairs
Therapy materials are stored in a secure location, where the patient is not able to 

access the materials outside of session time
Adequate heat/air conditioning is provided, and proper ventilation is available 

Workspaces are regularly cleaned, vacuumed/swept and free of debris
Inspire Center for Autism is not responsible for any damage to the work area 

caused by the patient

Other Household Members Initials
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Siblings are not present in the work area, unless explicitly invited by an Inspire 
Center for Autism staff member

Conflicts between family members that may occur during sessions are handled 
respectfully 

All household members maintain themselves in a presentable manner during work 
times

No illegal activities on premises
At least one parent/guardian or caregiver is present throughout session time 

Inspire Center for Autism will be notified regarding household members that have 
medical conditions or may pose a medical risk

Animals Yes No NA
Are there animals are in the home? If so, please list below.

If so, are animals in the home, are they up to date on all 
recommended vaccines?

If there are animals in the home, is there a history of aggressive 
behavior? If so, please list below.

Animals:

Aggressive behavior:

Firearms Yes No NA
Are there firearms located in the home?

If so, are the firearms located in a gun safe or properly stored?

I, __________________________________, the legal guardian of ________________________________ 
understand the need to adhere to the above conditions and understand that failure to do so may result in 

the immediate cancellation of services. 

Printed Name of 
Guardian: Date:

Signature:


	Text-jdhJPsbJH8: 
	Date-VlcsfLYPg5: 
	Text-QKKbBzaYJg: 
	Date-1KezXlXsW5: 
	Date-Es4GWcoWL0: 
	Date-loRCxnTFIv: 
	Date-AK-TUNilF5: 
	Date-ESK4bR7Tbw: 
	Text-JXfjrYzkzL: 
	Text-uQjE_g1irh: 
	Text-x-jEEhg-3Z: 
	Text-4RoR0Jfsuu: 
	Text-ePpL5LNKUO: 
	Text-m1osWj5Nft: 
	Date-I-HjHGijLd: 
	Text-0kZtj3mNn2: 
	Text-6zBOO1uXS7: 
	Text-B7f72oe9gC: 
	Date-v_iSiZ0hFp: 
	Date-WTxkDmCGvS: 
	Text--aHCUuGywb: 
	Date-YLzPM3_wPq: 
	Text-7IkgERwvLp: 
	Text-g-cu-XFALW: 
	Date-O3ojOll3aw: 
	CheckBox-csJWiq8-KM: Off
	CheckBox-x-aAHGuDXW: Off
	Paragraph-e4ku2Z6RkA: 
	Text-18EQvkPro6: 
	CheckBox-yjirSnpb8A: Off
	CheckBox-mCbtg-qnw2: Off
	Text-ELbL0hH9um: 
	CheckBox-QXLHgdNhtB: Off
	CheckBox-0JZAtv4sfs: Off
	CheckBox-YvVS-MAHae: Off
	CheckBox-4JOC-ujnil: Off
	CheckBox-am2Jq-7Q0i: Off
	CheckBox-6UQUZiDRRD: Off
	CheckBox-P37lNeGSVs: Off
	CheckBox-oO-vbwu_rf: Off
	CheckBox-6PKrnd2XbF: Off
	CheckBox-BDQ7QYPk45: Off
	CheckBox-a5mJifceBY: Off
	CheckBox-FD7Yxg1dJp: Off
	CheckBox-tJbAUgud4l: Off
	CheckBox-gXmQayf5tA: Off
	Paragraph-PFFZF6hLu7: 
	CheckBox-k7EublzyAf: Off
	CheckBox-vq_5BvlDfx: Off
	CheckBox-Ct4rdinWfM: Off
	CheckBox-6A9OR3q0Rr: Off
	Paragraph-XKnnDHh_hz: 
	Paragraph-3WC8vOpGjK: 
	Text-UatYxpdSts: 
	Paragraph-MHzLwBYSHS: 
	CheckBox-z3HL7kNVw_: Off
	CheckBox-3XuwP2JmrK: Off
	Paragraph-VhYzfFc--f: 
	CheckBox-RBqTdKIgc_: Off
	CheckBox-XUMAbbuxle: Off
	CheckBox-dg_C0cb4cL: Off
	CheckBox-UVocxEwruP: Off
	CheckBox-DYndaaOp_F: Off
	Paragraph-V92b96qkbO: 
	Paragraph-ztm3eCU6Dq: 
	CheckBox-8AfV05qePb: Off
	CheckBox-UoCoYD5Oel: Off
	CheckBox-Ad7HuLLiSB: Off
	Text-SB5_vhLTh8: 
	Text-P7VDisexuJ: 
	CheckBox-fLtGU7Ttpg: Off
	CheckBox-INFMjLC_8j: Off
	CheckBox-u02uXEsA6G: Off
	CheckBox-igs55p7l8b: Off
	Text-awU9vE3kAm: 
	Text-4HrB5Pqi-v: 
	CheckBox-0lWZrRgtsR: Off
	CheckBox-Fcs1Pl2odz: Off
	CheckBox-Y71P-q7GLb: Off
	CheckBox-iiKl7LIr9V: Off
	CheckBox-c88oHn8q7k: Off
	CheckBox-aqAiy0FbMx: Off
	CheckBox-4LsyPcKhu0: Off
	CheckBox-v0FpCWDpq1: Off
	Text-n-_slunOjm: 
	CheckBox-S87ulecII3: Off
	CheckBox-yRtvZAxHlP: Off
	Text-RUQEvr8D09: 
	Paragraph-dVWj4YmAzB: 
	CheckBox-HElo8c5JJf: Off
	CheckBox-t3eve35TMA: Off
	Paragraph-EhlXc0yNFf: 
	CheckBox-jJ4odHOK5w: Off
	CheckBox-3eQUK0neYg: Off
	Paragraph-LfXOwneuzo: 
	CheckBox-Kz3Dc5SQtC: Off
	CheckBox-LDwUT47cYz: Off
	CheckBox-gL_JpqU1VB: Off
	CheckBox-crMgAtv17Z: Off
	Text-tVm9pLr9Zs: 
	CheckBox-8C4r35i9of: Off
	CheckBox-E7EUfOWVWu: Off
	Text-3DT-GvlHTn: 
	Text-0ZWd5TO22q: 
	CheckBox-5OldMFmyEe: Off
	CheckBox--pUQ0QNiDZ: Off
	Paragraph-fFo5A27yFq: 
	CheckBox-xcN2Dl9Acl: Off
	CheckBox-BKNyRktxDq: Off
	Text-itQwsn5zyT: 
	CheckBox-16nlmnaKZw: Off
	CheckBox-7FK8NDUygq: Off
	CheckBox-mPciy-32BT: Off
	CheckBox-5W7FSOLT2f: Off
	CheckBox-_VibhGOFdH: Off
	CheckBox-ql_i4QUr1d: Off
	CheckBox-R522upp41S: Off
	CheckBox-Id9nUg6D0K: Off
	CheckBox-2AkhYLQxr9: Off
	CheckBox-pGYfgdxWFX: Off
	CheckBox-Jzb699eHxT: Off
	CheckBox-zkAUD7QcMZ: Off
	CheckBox-AYM8GP29Mk: Off
	CheckBox-vdlK6WErZv: Off
	CheckBox-p_T7ajfUCF: Off
	CheckBox-k8daBUXMcX: Off
	CheckBox-7zxj7DLJH7: Off
	CheckBox-FJDgpUi6bN: Off
	CheckBox-CclHcnXiZD: Off
	CheckBox-hBXZTT2bAN: Off
	CheckBox-QkbDxR-XJg: Off
	CheckBox-LNjrCl3qTD: Off
	CheckBox-1y2JcAZlfe: Off
	CheckBox-dwZoq_WB9U: Off
	CheckBox-qOY0djiW_2: Off
	CheckBox-Nv0m37tQeI: Off
	CheckBox-gFeSXURA36: Off
	CheckBox-3QSVsvDMgV: Off
	CheckBox-SVfcI-zA8Q: Off
	CheckBox-KBnGJO8tT-: Off
	CheckBox-Lmv6Jnowhd: Off
	CheckBox-rmgRK-Tv-K: Off
	CheckBox-RPJVqG7Ggc: Off
	CheckBox-6CKvzMKrr7: Off
	CheckBox-CkEwhqLS6z: Off
	CheckBox-n5vcwfRZqt: Off
	CheckBox-SvVED4AeDq: Off
	CheckBox-5hge6T6qg5: Off
	CheckBox-sUxn4Y6BtU: Off
	CheckBox-82HZv9CEnV: Off
	CheckBox-LLVzgN_yUy: Off
	CheckBox-QQ7yyIM4XC: Off
	CheckBox-co7VflbcLN: Off
	CheckBox-tH7Spof7SR: Off
	CheckBox-eWLTcZuqX4: Off
	CheckBox-LC0No-HC9s: Off
	CheckBox-FQTPVMLFxU: Off
	CheckBox-IW3v-B2_C9: Off
	CheckBox-8upMIn9YOf: Off
	CheckBox-FBIil2GuKX: Off
	CheckBox-ivsyJ2nIiz: Off
	CheckBox-DM3j7Jw5Rs: Off
	CheckBox-lHmsmIO5vQ: Off
	CheckBox-9AYz1duYQx: Off
	CheckBox-gxL76SxXmT: Off
	CheckBox-GbPECsDD1s: Off
	CheckBox-PstMVIDE5a: Off
	CheckBox-Avt31tV8Io: Off
	CheckBox-jKDOQzQi66: Off
	CheckBox-wSN_pZHIAg: Off
	CheckBox-g7JUk3YooQ: Off
	CheckBox-VvzTkuoS8O: Off
	CheckBox-kY1sgojY-r: Off
	CheckBox-XuJzLGJCeT: Off
	CheckBox-HkLuRIT1iH: Off
	CheckBox-oYM9-FSOFX: Off
	CheckBox-VDfMKQQNp4: Off
	Paragraph-X96eS3RpLu: 
	CheckBox-FAvwKzhgTp: Off
	CheckBox-Kn5pQ2wXFT: Off
	Text-D3ZX0A7DzE: 
	Text-kmKA9atadi: 
	CheckBox-s3qTU3RZXd: Off
	Text-v-jEvWpznn: 
	Text-Ad13BqEaLx: 
	Text--YIXpHvDxa: 
	Text-jCKEHRrAaM: 
	Text-mKYEpzrWrU: 
	Text-pmBB_F58jC: 
	Text-uoOxXfwWur: 
	Paragraph-XyP8dGCqLU: 
	Paragraph-kPR3WQCumI: 
	Paragraph--1ZrjhkwIS: 
	Paragraph-5onRIoKLpN: 
	Paragraph-IlPMZCo2pY: 
	Paragraph-lgKrdQyfmj: 
	Paragraph-IG7b7fuh9N: 
	Paragraph-_26dAqsx4l: 
	Paragraph-y0cYJKSoWt: 
	Paragraph-DsBZL6iont: 
	CheckBox-gYQN70z3aM: Off
	CheckBox-w2JS5Ji6Nl: Off
	Paragraph-ZsuZJlq37P: 
	CheckBox-4HwrFfUmCF: Off
	CheckBox-qd_z4TztfU: Off
	CheckBox-M1n3WrdBFC: Off
	CheckBox-p3N9Xxe9wQ: Off
	Text-jNhUQ_VjuJ: 
	Text-o2KSUPGdSA: 
	Paragraph-UKIOduXp0Z: 
	Paragraph-PnAaxmq4lA: 
	Text-tSZLdS7rDK: 
	Text-tqRI_GZBvm: 
	CheckBox-Ko65Hgj6yI: Off
	CheckBox-47JLby9wxG: Off
	CheckBox-sjtdlKJTFY: Off
	CheckBox-gqy9LYjBJt: Off
	CheckBox-G3cHro-j9z: Off
	CheckBox-jDmIkfWxUz: Off
	CheckBox-J8aGTfAfa2: Off
	Paragraph-hvSn_pyUJ8: 
	CheckBox-faMhseT21i: Off
	CheckBox-PrORadJ--G: Off
	CheckBox-EgeiVv1Paf: Off
	CheckBox-AHu0303O5v: Off
	CheckBox-Os7kaBMtAo: Off
	CheckBox-2IBh_hBEin: Off
	CheckBox-A7DpZfCYWR: Off
	Paragraph-tNbFDL_br4: 
	CheckBox-p_dHUiV1Xq: Off
	CheckBox-4eU5KnKFoS: Off
	Paragraph-zcxdqTzJJc: 
	CheckBox-Gt-aTST65B: Off
	CheckBox-ASvD7LOqDP: Off
	CheckBox-67epUfkp00: Off
	CheckBox-dDxGHMnlpS: Off
	CheckBox-_bSIQf2qv1: Off
	CheckBox-m2djBqv3kl: Off
	CheckBox-SUsWrunZ0j: Off
	CheckBox-8oHwQx16EW: Off
	CheckBox-3MvFDFY2cc: Off
	CheckBox-eVQtOkwOPx: Off
	CheckBox-Gzc5wbBmVO: Off
	CheckBox-8UgkZ9H-Xk: Off
	CheckBox-4uzmrOqXNX: Off
	CheckBox-rywdjaQkuc: Off
	Paragraph-IUcJ9RD06A: 
	Paragraph-uf3di-q0SH: 
	Text-9fHKXlLEYU: 
	Text-RLx6q6KUpG: 
	Text-QkybAujYgj: 
	CheckBox-3x2CHRHLWb: Off
	CheckBox-0MEICjYaKi: Off
	CheckBox-voJOt4Ri2D: Off
	CheckBox-jAR_t-t9lj: Off
	CheckBox-eiEzOcIv1_: Off
	CheckBox-jd_UoBqUDd: Off
	CheckBox-YjALrBOonU: Off
	CheckBox-HsffJA-XjD: Off
	CheckBox-eYR59F4oKD: Off
	CheckBox-i7R-wKGCd1: Off
	CheckBox-WIr6q725iH: Off
	CheckBox-8cZLiuZxzt: Off
	CheckBox-VcjalwmMej: Off
	CheckBox-XSrCwdL-8e: Off
	CheckBox-zzt_GpvDlc: Off
	CheckBox-tDzTD6tSDo: Off
	Paragraph-4tIeLVAugL: 
	Paragraph-0qIXv5ctiW: 
	Paragraph-ULUQH7MeCa: 
	CheckBox-LT87CWqYM2: Off
	CheckBox-fonbLCvLVu: Off
	CheckBox-rMk5F2Ypr5: Off
	CheckBox-Vf3UffC1lA: Off
	CheckBox-yfY9XRsQVo: Off
	CheckBox-vb5pcEFQ9M: Off
	CheckBox-i7NqmYxoup: Off
	CheckBox-tAuucqCyNa: Off
	CheckBox-aA2PvoSN0I: Off
	CheckBox-3HoVG0top7: Off
	CheckBox-2ZB48iPM8y: Off
	CheckBox-WuE3rDIHF7: Off
	CheckBox-IDTwQy5s_-: Off
	CheckBox-fGXRNiCH2M: Off
	CheckBox-lOu7scYpCp: Off
	CheckBox-11s30uGiNt: Off
	CheckBox-v4zrqAuHxw: Off
	CheckBox-9H37sU5oPC: Off
	CheckBox-CuKPXQ3JdF: Off
	CheckBox-cVqT-BEd4r: Off
	CheckBox-55vLJGEinY: Off
	CheckBox-8hr5nlWi3J: Off
	CheckBox-8bztU3Tpgy: Off
	CheckBox-DJBe38JfMt: Off
	CheckBox-DUVu_nwXRh: Off
	CheckBox-jSBXRWOffh: Off
	Paragraph-H4qsBdQ_w6: 
	Paragraph-nnaVvbbjiu: 
	Paragraph-2KRRyvGdA5: 
	Paragraph-d9tkXq0vTO: 
	Paragraph-aPf0dNJ-Z0: 
	CheckBox-490YzPeF4p: Off
	CheckBox-nTB5Lszpri: Off
	Paragraph-uOP_hWwW0o: 
	CheckBox-9JNOJcMGDZ: Off
	CheckBox--SHNmOuxLK: Off
	Paragraph-iyWW_gyBZa: 
	CheckBox-8pOWguZGOp: Off
	CheckBox--gPNCBXWO0: Off
	CheckBox-oz2caz4-7V: Off
	CheckBox-2aGNwkvxuE: Off
	CheckBox-vbS_2bgqvp: Off
	CheckBox-Xk5Iwc1OWE: Off
	CheckBox-TrCnGpMc0M: Off
	CheckBox-uoW03xQ4J7: Off
	Paragraph-grSMGq9yws: 
	Paragraph-wGVfZhZGPb: 
	Paragraph-F7vZP-5KV1: 
	Paragraph-NP0NR-OvGi: 
	Paragraph-kqjxoU9szi: 
	Paragraph-JV5m8qiRly: 
	Paragraph-TEVsGXxtgn: 
	Paragraph-bovcAuhyCh: 
	Paragraph-vSjgrwP78e: 
	Paragraph-gXfsbb4_KQ: 
	Paragraph-pXyotyYYb1: 
	Paragraph-lbEftkko2L: 
	CheckBox-WD3LnAt2JW: Off
	CheckBox-l37kV4S_sd: Off
	CheckBox-9ZeX46fznj: Off
	CheckBox-IAOA_Ir2Hd: Off
	CheckBox-TK8fXrdAkw: Off
	CheckBox-AVrE_TaGWZ: Off
	CheckBox-ixEIr3e3Ex: Off
	CheckBox-eA7l6mlpuO: Off
	CheckBox-SQaqpGU3h2: Off
	CheckBox-lDYU6byZub: Off
	Text-ht_MCI6EfV: 
	Text-nnFFs-rloB: 
	CheckBox-DffCdEwR1c: Off
	CheckBox-aauFbsr5Zi: Off
	Text-GK8NMxu1t_: 
	Text-K6gez5rA-2: 
	Paragraph-Ny4wjlyKhN: 
	Paragraph-Z8yk8hNe_s: 
	CheckBox-e4PReOf2v7: Off
	CheckBox-Z9c5VjWBgc: Off
	CheckBox-SN9F6aBw_z: Off
	CheckBox-o9JEoI461s: Off
	CheckBox-IIgdQWDJaJ: Off
	CheckBox-t1OO5guI65: Off
	CheckBox-FhSn-6Pgbn: Off
	CheckBox-mgZR1edkvz: Off
	CheckBox-EXSTMWfev5: Off
	CheckBox-KmM3UIzwO0: Off
	CheckBox-MnIDo7DYQR: Off
	CheckBox-RSqnjkyTEO: Off
	CheckBox-aioR_5qq0z: Off
	CheckBox-BAwrEJGnpg: Off
	CheckBox-DHKpTt0nLa: Off
	CheckBox-cjdHiyTBqA: Off
	CheckBox-ZaWsBH4Req: Off
	CheckBox-3atZPMZiSC: Off
	Paragraph-zfbx2AeiJa: 
	CheckBox-48I_g4hcem: Off
	CheckBox-n1eBUdNsQP: Off
	Paragraph-NGLSSndqM2: 
	CheckBox-QT5K8nALDn: Off
	CheckBox-ZdEsahGNpc: Off
	Paragraph--wnzljyqYp: 
	Text-eAlwu3oKCw: 
	Text-4kKGBmP1Vu: 
	Text-Alc5rdkxu6: 
	Text-0FjuKuoEsz: 
	Text-I7pqm6LE4j: 
	Text-SxKAzyHeuL: 
	Text-_KzCsR2fTg: 
	Text-HZ94PkyyNc: 
	Text-6zFqbIj8mb: 
	Text-yf2UYpq0rJ: 
	Text-NO-QQXE01s: 
	Text-WkyfiWp8Wp: 
	Text-tP9Yjix2sA: 
	Text-tBLNEv8zua: 
	Text-34r49cojYx: 
	Text-dNmNQg7vBt: 
	Text-0O8V90Qcso: 
	Text-AxDDC1Cj02: 
	Text-_VG8tKX7QE: 
	Text-3kyH4EzKub: 
	Text-wD78Qg-T5k: 
	Text-ndcBScDNhc: 
	Text-NEDEujKrWd: 
	Text-Lmykl4dtyp: 
	Text-L34_Wms5Z-: 
	Date-HcOTWf37S8: 
	Text-wlfZoj2Z4J: 
	Text-vQVNvjATYE: 
	Text-t5WZzd56sC: 
	Date-FL6c25zQvT: 
	Text-bJiZFsDYSl: 
	Text-Q5Avk_oGUS: 
	Date-vDnBnCDd4n: 
	CheckBox-xx0BMq2G4f: Off
	CheckBox-Gr_ityXgIV: Off
	Text-2DsAl3-8_o: 
	CheckBox-8oM9ztk-je: Off
	CheckBox-4Solw3cFjw: Off
	CheckBox-mXYwySCPw1: Off
	CheckBox-EhT6ILV_-7: Off
	CheckBox-5fChjKmTyh: Off
	CheckBox-hWokwOyZ53: Off
	Paragraph-ybCBqN_jde: 
	Paragraph-28wIrahGur: 
	CheckBox-Xw9mTK7Srj: Off
	CheckBox-4svV9YsNmA: Off
	CheckBox--XgIdWEDr9: Off
	CheckBox-Lz1pGFMRL5: Off
	Text-P1LP0JpgwX: 
	Text-HirPZKBE9H: 
	Text-On06rgeQPh: 
	Date-sF9bUmliY6: 
	Text--VSICJtN9w: 


