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Continue to next page Ļ

How did you hear about us?
Patient Name:___________________________________ 

Today’s Date:______________________

I have been a patient here, before today: (circle one)   Yes    No

Please check all that apply.

Recommended by a friend, family member, or colleague (name):                               

________________________________________

Social Media (e.g. Facebook, Instagram, Twitter)

Our website

Search engine (e.g. Google, Bing) - If so, which keywords were used to search?

________________________________________

Advertisement (e.g. Radio, Newspaper):____________________________

Reviews Site (e.g. Google Reviews, Yelp):____________________________

Other (e.g. Insurance):___________________________________

TP

TC

2I¿FH�8VH�2QO\
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PERSONAL INFORMATION - 3OHDVH�FRPSOHWH�DOO�¿HOGV�WKDW�DUH�KLJKOLJKWHG�LQ�yellow

Address

First Name

Emergency contact name

Previous dentist

Dental insurance provider

Last Name Preferred Name

Best Contact Number

City, State, Zip

EmailDate of Birth (mm/dd/yyyy)

Relation

Last dental visit

Emergency Contact’s Phone Number

Previous Dentist’s Phone Number

Subscriber name

Did you have x-rays taken?

Social Security #

Employer
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�,I�\RX�KDYH�¿OOHG�RXW�WKLV�IRUP�GLJLWDOO\��\RX�ZLOO�UHFHLYH�D�FRS\�RI�WKLV�RI¿FH¶V�1RWLFH�RI�3ULYDF\�3UDFWLFHV�XSRQ�DUULYDO��<RX�PD\�DOVR�

UHIXVH�WR�VLJQ�WKLV�DFNQRZOHGJPHQW��

,�DFNQRZOHGJH�WKDW�,�KDYH�UHFHLYHG�DQG�UHDG�D�FRS\�RI�WKLV�RIÀFH·V�1RWLFH�RI�3ULYDF\�3UDFWLFHV�

Printed name: _______________________________ Signature: _______________________________ Date: _________________

2I¿FH�XVH�RQO\�� � ,QGLYLGXDO�UHIXVHG�WR�VLJQ� � &RPPXQLFDWLRQV�EDUULHUV�SURKLELWLQJ�DFNQRZOHGJPHQW

   Emergency situation  Other:___________________________

Parents / Legal Guardians, please give your NAME AND DATE OF BIRTH below:

__________________________________           ____________________

HIPAA POLICY

Continue to next page Ļ

Subscriber date of birth ID number Group number Customer service number

CIRCLE
MR.

MRS.
MS.
DR.

CONSENT TO DISCUSS TREATMENT
,Q�WKH�HYHQW�RI�D�VSRXVH��SDUHQW��RU�FKLOG�ZKR�FDOOV�RXU�RI¿FH�RU�LV�SUHVHQW�ZLWK�\RX�DW�\RXU�DSSRLQWPHQW��ZH�DUH�QRW�DEOH�WR�JLYH�RXW�DQ\�LQIRUPDWLRQ�
UHJDUGLQJ�\RXU�WUHDWPHQW��ZKHQ�\RXU�QH[W�DSSRLQWPHQW�LV�VFKHGXOHG��HWF��8QOHVV�\RX�OLVW�WKHP�DV�VRPHRQH�ZH�DUH�DOORZHG�WR�GLVFXVV�WKLV�ZLWK�EHORZ�

 I do not wish to have my dental appointments or treatment discussed with anyone.

 I hereby give consent to this dental practice to have my dental treatment or appointments discussed in front of or over the phone             
with ____________________________________________. 

Patient Signature: ________________________________  Date: _____________________

YES          NO

32273BSteelecroft Dental
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DENTAL HISTORY
1. 'R�\RXU�JXPV�EOHHG�ZKHQ�\RX�EUXVK�RU�ÀRVV"

2. Are your teeth sensitive?

If yes, explain_____________________________________________________________________________

3. 'RHV�IRRG�RU�ÀRVV�FDWFK�EHWZHHQ�\RXU�WHHWK"

4. Is your mouth dry?

5. Have you had any gum treatments?

6. Have you had braces?

7. Have you ever had any issues with dental treatment?

8. Are you currently experiencing any pain?

9. Do you have ear or neck pain?

10. Do you have clicking or popping in your jaw?

11. Have you ever had a serious head or mouth injury?

If yes, explain_____________________________________________________________________________

12. Do you have any loose teeth?

13. Do you have dentures or partial dentures?

1.  

2.  

 

3.  

4.  

5.  

6. 

7.  

8.  

9.  

10.  

11.  

  

12.  

13.  

YES     or     NO

MEDICAL HISTORY
Primary physician’s name:___________________________________________________ Phone #:____________________________

Are you currently under the care of a physician?   If yes, for what _______________________________________________

Date of your last physical exam:__________________________

**It is recommended by the ADA to have antibiotics prior to any dental treatment, including cleanings, if you have any history of Congenital 

+HDUW�'LVHDVH��&+'���DUWL¿FLDO�SURVWKHWLF�YDOYHV�RU�DQ\�SUHYLRXV�LQIHFWLYH�HQGRFDUGLWLV�

$V�RI¿FH�SROLF\��LI�\RX�KDYH�KDG�DQ\�IXOO�MRLQW�UHSODFHPHQW�VXUJHU\�ZLWKLQ�WKH�ODVW�\HDU�RI�\RXU�DSSRLQWPHQW�GDWH��ZH�UHTXLUH�D�FOHDUDQFH�

letter from your surgeon, as antibiotics may be recommended before treatment.

Do you use controlled substances (drugs)?

'R�\RX�XVH�DQ\�IRUP�RI�WREDFFR"�9DSLQJ�3URGXFWV"� � ���,I�\HV��ZKDW�W\SH"�BBBBBBBBBBBBBBBBBBBB��IUHTXHQF\"�BBBBBBBBBBBBBBBB

Do you drink alcohol?   If yes, how often? _____________________________

Do you take or have you ever taken Phen-Fen or Redux?   If yes_________________________

Have you ever taken Fosamax, Boniva, Acetonel or any other medications containing Biphosphonates?   If yes__________________

Are you on a special diet?   If yes_________________________

Has a doctor or dentist ever recommended you to take antibiotics before dental appointments?

If yes, for what condition? ___________________________________________ For how long? __________________

Women Only: Pregnant?                           Number of weeks: _______  Taking birth control pills or hormone replacement?
Continue to next page Ļ

YES          NO

YES          NO

YES          NO

YES          NO

YES          NO

YES          NO

YES          NO

YES          NO

YES          NOYES          NO
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ALLERGIES - Are you allergic to or have you had any type of reaction to:

1. Local Anesthetics
2. Aspirin
3. Penicillin or other antibiotics
4. Barbiturates, sedatives or sleeping pills
5. Sulfa drugs
6. Codeine or other narcotics

7. Latex

Do you have any disease, condition or problem that was not listed above?         If yes_______________________________________
What medications are you currently taking? ___________________________________________________________________________________

                  __________________________________________________
                  __________________________________________________
                  __________________________________________________
                  __________________________________________________
                  __________________________________________________
                  __________________________________________________
                  __________________________________________________

YES     or     NO                SPECIFIC TYPE OF REACTION:

MEDICAL HISTORY
1. Do you have unhealed oral injuries, growths, or spots in your mouth?
2. Have you been hospitalized within the past 5 years?
3. Is there any condition concerning your health that the doctor should be told?
4. Do you currently take any blood thinners?
5. Have you had or have any of the following conditions? 

YES          NO

������$EQRUPDO���([FHVVLYH�%OHHGLQJ

      AIDS or HIV infection

      Alzheimer’s Disease

      Anaphylaxis

      Anemia

      Angina

������$UWKULWLV���*RXW���-RLQW�'LVHDVH

������$UWL¿FLDO�+HDUW�9DOYH

������$UWL¿FLDO�-RLQWV

      Asthma

      Autoimmune Disease

      Blood Disease

      Blood Transfusion

������%UHDWKLQJ�3UREOHPV���'LI¿FXOW\

      Bronchitis, Chronic Cough

      Bruise Easily

      Cancer

      Cardiovascular Disease

������&KHPR���5DGLDWLRQ�7KHUDS\

      Chest Pains

      Chronic Fatigue

������&ROG�6RUHV���)HYHU�%OLVWHUV

      Congenital Heart Disorder

      Congestive Heart Failure

      Contagious Disease

      Convulsions

      Cortisone Medicine

      Damaged Heart Valves

      Delay in healing

      Diabetes

      Dialysis

      Drug Addiction

      Eating Disorder

      Emphysema

      Epilepsy

      Excessive Thirst

������)DLQWLQJ�6SHOOV���6HL]XUHV

������)UHTXHQW�'LDUUKHD

������)UHTXHQW�+HDGDFKHV

      Gallbladder Trouble

      Genital Herpes

������*(5'���+HDUWEXUQ

      Glaucoma

      Hay Fever

������+HDUW�$WWDFN���6WURNH���)DLOXUH

      Heart Murmur

      Heart Surgery

������+HDUW�7URXEOH���'LVHDVH

      Hemophilia

      Hepatitis A

      Hepatitis B or C

      +HUSHV���&ROG�6RUHV���)HYHU�%OLVWHUV

      High Blood Pressure

      High Cholesterol

      Hives or Rash

      Hypoglycemia

      Immune System Problems

      Irregular Heartbeat

������-RLQW�5HSODFHPHQWV

������.LGQH\�'LVHDVH���3UREOHPV

      Leukemia

      Liver Disease

      Low Blood Pressure

      Low Blood Sugar

      Lung Disease

      Mitral Valve Prolapse

      Mononucleosis

      Osteoporosis

      Pacemaker

������3V\FKLDWULF�7UHDWPHQW���&DUH

      Recent Weight Loss

      Recurrent Infections

      Renal Dialysis

      Rheumatic Fever

      Rheumatism

      Scarlet Fever

      Shingles

������6LFNOH�&HOO�'LVHDVH���7UDLWV

      Sinus Problems

������6SLQD�%L¿GD

      Stomach Disease

      Swelling of Limbs

������7K\URLG�3UREOHPV���'LVHDVH

������70-��-DZ�3DLQ

      Tonsillitis

      Tuberculosis (TB)

      Tumors or Growths

������8OFHUV

      Venereal Disease

1.  
2.  
3.  
4. 
5.  

YES     or     NO
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,�XQGHUVWDQG�WKDW�ZLWK�GHQWDO�LQVXUDQFH��WKH�FRSD\�RI�WRWDO�IHH�LV�H[SHFWHG�DW�WKH�WLPH�VHUYLFHV�DUH�UHQGHUHG��,�DOVR�XQGHUVWDQG�WKDW�IRU�P\�
FRQYHQLHQFH�WKH�GHQWLVW�DFFHSWV�FDVK��FKHFN�RU�FUHGLW�FDUG�DQG�,�KHUHE\�DJUHH�WR�SD\�WKH�FRSD\�WRGD\�IRU�WKH�VHUYLFHV�UHQGHUHG�WR�PH��
:LWKRXW�GHQWDO�LQVXUDQFH��IHHV�DUH�GXH�ZKHQ�VHUYLFH�LV�UHQGHUHG��DIWHUZDUGV�LW�LV�WKH�SDWLHQW·V�UHVSRQVLELOLW\�WR�UHWXUQ�LI�WUHDWPHQW�LV�QRW�
FRPSOHWHG�RQ�WKH�ÀUVW�YLVLW� 

,I�,�KDYH�GHQWDO�LQVXUDQFH��WKH�FRQVXOWDWLRQ�IHH�IRU�P\�YLVLW�ZLOO�QRW�EH�SD\DEOH�WRGD\��EXW�ZLOO�EH�¿OHG�RQ�P\�LQVXUDQFH�FODLP��,�DXWKRUL]H�WKH�GHQWLVW�
to release any information including the diagnosis and records of any treatment rendered me during the period of dental care to third party payers 
DQG�RU�UHIHUULQJ�SUDFWLWLRQHUV��,�authorize�DQG�KHUHE\�UHTXHVW�P\�LQVXUDQFH�FRPSDQ\�WR�SD\�GLUHFWO\�WR�WKH�GHQWLVW�DQ\�EHQH¿WV�RWKHUZLVH�SD\DEOH�
WR�PH��,�ZRXOG�OLNH�\RXU�RI¿FH�WR�¿OH�DOO�LQVXUDQFH�FODLPV�WR�WKH�EHVW�RI�WKHLU�DELOLW\�DV�D�FRXUWHV\�WR�PH��,�DP�DZDUH�DQ�³HVWLPDWHG´�SRUWLRQ�LV�GXH�DW�
WKH�WLPH�RI�VHUYLFH�DQG�,�XQGHUVWDQG�WKDW�,��WKH�SDWLHQW�DQG�RU�VXEVFULEHU��DP�UHVSRQVLEOH�IRU�DOO�DPRXQWV�QRW�FRYHUHG�E\�P\�LQVXUDQFH�FDUULHU��VHH�
disclaimer below) and that any balance due on the account after 45 days must be paid in full, regardless of insurance still being processed. I will be 
responsible for contacting my insurance company for further explanation.

Insurance Disclaimer
,W�LV�RXU�SOHDVXUH�WR�HVWLPDWH�\RXU�LQVXUDQFH�FRYHUDJH�DQG�¿OH�FODLPV�RQ�\RXU�EHKDOI�WR�DOO�GHQWDO�LQVXUDQFH�FRPSDQLHV��6LQFH�ZH�DUH�QRW�
D�0HGLFDUH�SURYLGHU��D�UHFHLSW�ZLWK�DOO�WKH�QHFHVVDU\�LQIRUPDWLRQ�FDQ�EH�SURYLGHG�LQ�RUGHU�IRU�\RX�WR�¿OH�\RXU�RZQ�FODLP�WR�PHGLFDUH��I 
understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible for full payment of all 
VHUYLFHV�UHQGHUHG�RQ�P\�EHKDOI�RU�RQ�EHKDOI�RI�P\�GHSHQGHQWV�UHJDUGOHVV�RI�ZKDW�P\�LQVXUDQFH�FRPSDQ\�PD\�PD\�QRW�FRYHU��Note: We 
DUH�LQ�QHWZRUN�ZLWK�$HWQD��$PHULWDV��$VVXUDQW��%&%61&��&LJQD��'HOWD�'HQWDO��'HQWHPD[��*XDUGLDQ��+XPDQD��0HW/LIH��8QLWHG�+HDOWK�&DUH�

We do our best to research online and call directly to a representative to give us accurate information. Please keep in mind that our 
estimates are only as accurate as the information provided to us by your insurance representatives. Because of human error, there is 
DOZD\V�DQ�LQVXUDQFH�GLVFODLPHU�VWDWLQJ�SD\PHQW�LV�QRW�D�JXDUDQWHH�DQG�¿QDO�SD\PHQW�ZLOO�EH�GHWHUPLQHG�XSRQ�UHFHLSW�RI�WKH�FODLP�IRU�DFWXDO�
services rendered. We are not responsible for any unforeseen balances incurred due to incorrect information or policy changes. Based on 
the occasional inaccurate information supplied to us by insurance companies, we encourage everyone to get involved and verify their 
RZQ�LQVXUDQFH�FRYHUDJH�SULRU�WR�WUHDWPHQW�

Despite such expansive research there are times insurance companies may change coverage based on individual situations. In this case 
they may deny the coverage that had originally been approved. This decision comes from the insurance company directly. There could also 
be procedures performed that are subject to being downgraded by your insurance company. In such circumstances, the insurance portion 
of the fee becomes my responsibility.

2XU�RI¿FH�XQGHUVWDQGV�WKDW�VRPHWLPHV�XQH[SHFWHG�FLUFXPVWDQFHV�PD\�SURKLELW�\RX�IURP�NHHSLQJ�\RXU�VFKHGXOHG�DSSRLQWPHQW��+RZHYHU��ZH�DVN�
that you notify us at least 24 hours prior to your scheduled appointment time. Any no-show or cancelled appointments without a 24 hour notice will 
be charged a $50 fee for hygiene appointments and $100 for treatment appointments. Any outstanding balances not paid at the time services are 
UHQGHUHG��ZLOO�EH�WXUQHG�RYHU�WR�D�FROOHFWLRQ�DJHQF\�E\�WKLV�GHQWDO�RI¿FH�DIWHU����GD\V��,�ZLOO�EH�UHVSRQVLEOH�WR�SD\�DQ\�DGPLQLVWUDWLYH�IHHV��DWWRUQH\�
fees, court fees, or any cost of collection.

NOTE: Root canal therapy does not guarantee restoration of the tooth. Rarely, after root canal treatment, the tooth may still fracture or become in-
IHFWHG��UHTXLULQJ�IXUWKHU�WUHDWPHQW��7UHDWPHQW�RI�D�FURZQHG��LQIHFWHG�WRRWK�ZLOO�EH�SHUIRUPHG�DW�QR�FRVW�WR�WKH�SDWLHQW�ZLWKLQ�VL[�PRQWKV�IURP�WKH�GDWH�
of original treatment. After six months, the patient will be responsible for the re-treatment fee. NO REFUNDS WILL BE GIVEN for fractured teeth left 
unprotected by crown.

7R�WKH�EHVW�RI�P\�NQRZOHGJH��WKH�TXHVWLRQV�RQ�WKLV�IRUP�KDYH�EHHQ�DFFXUDWHO\�DQVZHUHG��,�XQGHUVWDQG�SURYLGLQJ�LQFRUUHFW�LQIRUPDWLRQ�FDQ�
EH�GDQJHURXV�WR�P\�DQG�RWKHU�SDWLHQWV·�KHDOWK��,W�LV�P\�UHVSRQVLELOLW\�WR�LQIRUP�WKH�GHQWDO�RIÀFH�RI�DQ\�FKDQJHV�LQ�PHGLFDO�VWDWXV�

Patient, parent or legal guardian Signature: ________________________________   Date: _____________________

Authorization, Release, and Agreement to Pay for Services Rendered

32273BSteelecroft Dental



$W�RXU�GHQWDO�SUDFWLFH��\RXU�GHQWDO�KHDOWK�LV�RXU�SULRULW\��7R�PDNH�DQ�DSSURSULDWH�GHQWDO�GLDJQRVLV��DGHTXDWH�[�UD\V�PXVW�EH�

WDNHQ�RI�\RXU�WHHWK�DQG�VXUURXQGLQJ�VWUXFWXUHV��:H�DGKHUH�WR�WKH�IROORZLQJ�SURWRFRO�WR�PDLQWDLQ�TXDOLW\�RI�FDUH�

1. $OO�QHZ�SDWLHQW�FRPSUHKHQVLYH�H[DPV�ZLOO�UHTXLUH�(4) Bitewing X-Rays, a Panoramic X-Ray�RU�RI�HTXDO�YDOXH��DQG�D�

Full Mouth Series (FMX) set of X-Rays.

2. ([LVWLQJ�SDWLHQWV�ZLOO�UHTXLUH�D�PLQLPXP�RI�(4) Bitewing X-Rays each year and a Panoramic X-Ray every 3 to 5 years. 

Periodontal conditions, extent of existing dental work, and other factors may necessitate the need for additional x-rays.

3. X-Rays taken prior to your initial visit may not be satisfactory depending on when they were taken at the previ-

RXV�RI¿FH��,I�\RX�KDYH�DOUHDG\�KDG�[�UD\V�WDNHQ�ZLWKLQ�WKH�ODVW�\HDU��LW�LV�\RXU�UHVSRQVLELOLW\�WR�KDYH�WKRVH�[�UD\V�������������������������

WUDQVIHUUHG�WR�\RXUVHOI�DQG�RU�RXU�RI¿FH�SULRU�WR�\RXU�LQLWLDO�YLVLW��RU�ZH�ZLOO�UHTXLUH�RXU�RZQ�VR�ZH�PD\�SURSHUO\�GLDJQRVH�                    

**Please let us know in advance if you need assistance from us to get those records transferred.**

Please note:�5HTXLUHG�[�UD\V�PXVW�EH�WDNHQ�LQ�RUGHU�WR�FRQWLQXH�WUHDWPHQW�ZLWK�XV��UHJDUGOHVV�RI�\RXU�LQVXUDQFH�FRYHUDJH��

,W�LV�D�YLRODWLRQ�RI�6WDWH�/DZ�WR�WUHDW�D�SDWLHQW�ZLWKRXW�DGHTXDWH�[�UD\V��6WDWH�/DZ�DOVR�GLFWDWHV�WKDW�D�SDWLHQW�FDQQRW�FRQVHQW�

to negligent treatment. Therefore, the refusal of necessary x-rays will constitute termination of the doctor-patient relationship. 

:H�DSSUHFLDWH�\RXU�XQGHUVWDQGLQJ�RI�WKLV�SROLF\��6WDII�PHPEHUV�ZLOO�EH�DEOH�WR�DQVZHU�DQ\�TXHVWLRQV�WKDW�\RX�PD\�KDYH�

,�DFFHSW�WKH�UHFRPPHQGHG�;�5D\�SURFHGXUHV�

Signature:________________________________________ Date: _______________________

X-Ray Policy

Page 632273BSteelecroft Dental


	friend-or-colleague: 
	search-engine-keywords: 
	patient-name: 
	heard-about-date: 
	advertisement: 
	reviews-site: 
	referral-source-other: 
	heard-about-checkbox1: Off
	heard-about-checkbox2: Off
	heard-about-checkbox3: Off
	heard-about-checkbox4: Off
	heard-about-checkbox5: Off
	heard-about-checkbox6: Off
	heard-about-checkbox7: Off
	existing-patient-yes: Off
	existing-patient-no: Off
	first-name: 
	emergency-contact: 
	previous-dentist: 
	dental-insurance-company: 
	preferred-name: 
	best-contact-number: 
	last-name: 
	SSN: 
	DOB: 
	emergency-contact-relation: 
	last-dental-visit: 
	emergency-contact-number: 
	previous-dentists-phone-number: 
	subscriber-name: 
	were-xrays-taken: 
	email: 
	city-state-zip: 
	address: 
	employer: 
	xrays-no: Off
	xrays-yes: Off
	hipaa-date: 
	hipaa-office-use-other-reasoning: 
	hipaa-parent-name: 
	hipaa-parent-dob: 
	hipaa-printed-name: 
	subscriber-dob: 
	policy-number: 
	policy-group-number: 
	policy-customer-service-number: 
	consent-tx-name: 
	consent-tx-signature: 
	consent-tx-date: 
	individual-refused: Off
	emergency-situation: Off
	communication-barrier: Off
	office-use-other: Off
	consent-to-discuss-tx-no: Off
	consent-to-discuss-tx-yes: Off
	mr: Off
	mrs: Off
	ms: Off
	dr: Off
	dh-tooth-sensitivity: 
	dh-head-or-mouth-injury: 
	physician-name: 
	physician-number: 
	what-condition: 
	last-physical-exam-date: 
	tobacco-type: 
	phen-fen-which: 
	biphosphonates-which: 
	diet-which: 
	tobacco-frequency: 
	alcohol-frequency: 
	antibiotics-condition: 
	antibiotics-duration: 
	pregnant-week-number: 
	care-no: Off
	drugs-no: Off
	antibiotics-no: Off
	birth-control-no: Off
	pregnant-no: Off
	tobacco-no: Off
	alcohol-no: Off
	phen-fen-no: Off
	biphosphonates-no: Off
	diet-no: Off
	care-yes: Off
	drugs-yes: Off
	antibiotics-yes: Off
	birth-control-yes: Off
	pregnant-yes: Off
	tobacco-yes: Off
	alcohol-yes: Off
	phen-fen-yes: Off
	biphosphonates-yes: Off
	diet-yes: Off
	12yes: Off
	11yes: Off
	9yes: Off
	6yes: Off
	3yes: Off
	12no: Off
	11no: Off
	9no: Off
	6no: Off
	3no: Off
	13no: Off
	10no: Off
	8no: Off
	5no: Off
	2no: Off
	7no: Off
	4no: Off
	1no: Off
	13yes: Off
	10yes: Off
	8yes: Off
	5yes: Off
	2yes: Off
	7yes: Off
	4yes: Off
	1yes: Off
	anesthetics-reaction: 
	what-conditions-that-werent-listed: 
	what-medications-taking-currently: 
	aspirin-reaction: 
	penicilin-reaction: 
	sedative-reaction: 
	sulfa-reaction: 
	codeine-reaction: 
	latex-reaction: 
	codeine-yes: Off
	latex-yes: Off
	penicilin-yes: Off
	codeine-no: Off
	latex-no: Off
	penicilin-no: Off
	sulfa-no: Off
	aspirin-no: Off
	sedative-no: Off
	anesthetics-no: Off
	sulfa-yes: Off
	aspirin-yes: Off
	sedative-yes: Off
	anesthetics-yes: Off
	problems-no: Off
	problems-yes: Off
	Check Box 46: Off
	Check Box 48: Off
	Check Box 49: Off
	Check Box 50: Off
	Check Box 51: Off
	Check Box 52: Off
	Check Box 53: Off
	Check Box 54: Off
	Check Box 55: Off
	Check Box 56: Off
	Check Box 57: Off
	Check Box 58: Off
	Check Box 59: Off
	Check Box 60: Off
	Check Box 61: Off
	Check Box 62: Off
	Check Box 63: Off
	Check Box 64: Off
	Check Box 160: Off
	Check Box 161: Off
	Check Box 162: Off
	Check Box 163: Off
	Check Box 164: Off
	Check Box 165: Off
	Check Box 166: Off
	Check Box 167: Off
	Check Box 168: Off
	Check Box 169: Off
	Check Box 170: Off
	Check Box 171: Off
	Check Box 172: Off
	Check Box 173: Off
	Check Box 174: Off
	Check Box 175: Off
	Check Box 176: Off
	Check Box 177: Off
	Check Box 178: Off
	Check Box 179: Off
	Check Box 180: Off
	Check Box 181: Off
	Check Box 182: Off
	Check Box 183: Off
	Check Box 184: Off
	Check Box 185: Off
	Check Box 186: Off
	Check Box 187: Off
	Check Box 188: Off
	Check Box 189: Off
	Check Box 190: Off
	Check Box 191: Off
	Check Box 192: Off
	Check Box 193: Off
	Check Box 194: Off
	Check Box 195: Off
	Check Box 196: Off
	Check Box 197: Off
	Check Box 198: Off
	Check Box 199: Off
	Check Box 200: Off
	Check Box 201: Off
	Check Box 202: Off
	Check Box 203: Off
	Check Box 204: Off
	Check Box 205: Off
	Check Box 206: Off
	Check Box 207: Off
	Check Box 208: Off
	Check Box 209: Off
	Check Box 210: Off
	Check Box 211: Off
	Check Box 212: Off
	Check Box 213: Off
	Check Box 214: Off
	Check Box 215: Off
	Check Box 216: Off
	Check Box 217: Off
	Check Box 218: Off
	Check Box 219: Off
	Check Box 220: Off
	Check Box 222: Off
	Check Box 2010: Off
	Check Box 2012: Off
	Check Box 2013: Off
	Check Box 2015: Off
	Check Box 2016: Off
	Check Box 2017: Off
	Check Box 2018: Off
	Check Box 2019: Off
	Check Box 223: Off
	3yes 2: Off
	3no 2: Off
	2no 2: Off
	4no 2: Off
	1no 2: Off
	2yes 2: Off
	4yes 2: Off
	1yes 2: Off
	5no 2: Off
	5yes 2: Off
	authorization-date: 
	x-ray-policy-date 2: 


