
 Desert Sage Behavioral Health 
 Daniel Chafetz, FNP, PMHNP 

 GENERAL INFORMATION 
 Welcome to Desert Sage Behavioral Health (DSBH). Dealing with a mental health disorder can be 
 challenging, but you don't have to go through it alone. We're excited for the opportunity to help you 
 reach your goals through effective quality care. We are a small privately owned company of 
 psychiatric mental health practitioners that aim to help people of all backgrounds with any mental 
 health disorders. We provide office and telehealth visits through doxy. We are also open until 8pm and 
 we’re available on the weekends. We have partnered with Genoa to provide in-office pharmacy 
 services. We are here to help you and your loved ones take back your lives. 

 OFFICE HOURS 
 Monday:  8:00am-8:00pm 
 Tuesday:  8:00am-8:00pm 
 Wednesday:  Special arrangement - Mainly doxy visits 
 Thursday:  Special arrangement - Mainly doxy visits 
 Friday:  8:00am-8:00pm 
 Saturday:  8:00am-8:00pm 
 Sunday:  8:00am-8:00pm 

 EMERGENCIES AND URGENT CALLS 
 If you have a life-threatening medical emergency such as chest pain or difficulty breathing, please call 
 911 or go to the nearest Emergency Room. 

 For any mental health crisis, you can call the Pima County crisis line at 520-622-6000 or the National 
 Suicide & Crisis Lifeline by calling "988" or texting the word "HOME" to 741741. 

 During business hours, urgent messages can be left with the receptionist who will relay the message to 
 the provider. You may also ask the receptionist to attempt to book an appointment for you within the 
 week. 

 For general messages, urgent needs after hours, on weekends, or holidays you will have the option of 
 following the voice prompts on the voicemail and leave a verbal message with your phone number. 
 This voicemail is checked daily each morning during business days. Please allow 48 business hours 
 for return call. Please be patient as occasional delays are inevitable. If you suspect your message was 
 not received, please try contacting us again. 

 Please use our fax or email, which has HIPAA compliant encryption, to send documents. 
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 PATIENT REGISTRATION FORM 
 Date: ____________________ 

 Name: ______________________________ Preferred Name:______________ Pronoun: ________ 

 Date of Birth: _____________ Age: ________ SSN: ____________________ 

 Address: __________________________________________ City:____________ State: _________ 
 (Number, Street, Box, Apt, Space) 

 Home Phone: ________________ Cell Phone: _________________ Work Phone:______________ 

 Email: ____________________________________________________________________________ 

 Emergency contact: ________________ Phone: ______________ Relationship:_______________ 

 Employer: ___________________ Title: ________________ Address: _______________________ 

 Referred by: _________________________ Family Physician: _____________________________ 

 RESPONSIBLE PARTY / CARD HOLDER 

 Name: _______________________ Relation to patient: _______________ Phone: _____________ 

 Date of Birth: ___________________ Age: ___________ SSN: _____________________________ 

 Address: __________________________________________ City:____________ State: _________ 
 (Number, Street, Box, Apt, Space) 

 Employer: _______________________________ Work Phone: _____________________________ 

 INSURANCE INFORMATION 

 Primary Behavioral Insurance _________________________________ Self-Pay: Yes [  ] No [  ] 

 Identification No: __________________ Group No: ________________ Phone: _______________ 

 Authorization No: _______________________________ 
 I authorize the release of any of my medical, psychiatric, or other information necessary to process any claim 
 and to provide information to another health care provider when necessary to coordinate treatment. I also 
 authorize payment of medical benefits to the physician or supplier for services rendered.  I fully understand 
 that if my insurance denies payment for any services defined as a non-covered service, or if my account 
 becomes delinquent due to missed appointments, late cancellations, or returned check fees then I will be 
 responsible for any amount due.  I further understand  if my account gets referred to or placed with a 
 collection agency that I will be fully responsible for all fees assessed with collections. 

 Patient, or authorized Signature: _________________________________ Date: _________________ 

 Print Name: ____________________________________ Relationship to Patient: ________________ 
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 FEE SCHEDULE 
 The following fees apply to patients paying out of pocket and insurance plans not contracted with our 
 office. These treatment fees are kept within the standard of the Tucson community. 

 Service  Charge  No Show/Cancelation 
 Initial Diagnostic Evaluation (60 mins)                          $300                                        $100 
 Medication Management (30 mins)                                $150                                         $75 

 Phone sessions:  10-15 mins                                   $40 
 16-25 mins                                   $75 
 26-30 mins                                   $90 

 Other charges: 
 Returned check fee                                                          $35 
 Late co-payment fee                                                        $5 
 Overdue balance per month (30 days past due)              $5 (balance under $100) 
 Overdue balance per month (30 days past due)              $10 (balance over $100) 
 Early refills (see prescription policies)                           $30 

 FINANCIAL POLICIES 
 •  Payment is due and expected at the time of service  . Personal checks, cash, and 
 Visa/MasterCard/AmEx are accepted. There is a $35 charge for returned checks. 

 • Missed appointments, late cancellations, or changing appointments with less than  24 business 
 hours'  notice will result in the patient being responsible for a full fee of the scheduled service (please 
 refer to the fee schedule above for further details about fees). $75 for follow up, $100 for longer 
 appointments. Please give more than 24 business hours' notice in order to avoid having to pay out of 
 pocket for missed, late canceled or changed appointments. (Example: if your appointment is Monday 
 at 3:15pm, you must cancel before Sunday at 3:15pm). If you call and there is no answer, leave a 
 message. The voicemail will timestamp your message. 

 • All accounts must be paid off to keep any scheduled appointments, including, but not limited to No 
 Show fees, Late Cancelation Fees, Deductible Balances, Co-Pays and Past Due Balances. If you have 
 a balance and payment is not received before your next scheduled appointment it will be canceled. 
 Special arrangements can be made for Life-threatening Emergencies. 

 • Delinquent accounts (balances in excess of 30 days) will be subject to a $5 (for balances less than 
 $100) or a $10 (for balances above $100) service charge per month. You further agree that should your 
 account be turned over to a collection agent, you will be responsible for any and all charges incurred 
 as a result of the collection process. If temporary financial problems arise, please contact the office at 
 520-771-6782 so that an adequate payment plan may be arranged. 
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 PRESCRIPTION POLICIES 
 • Before requesting a refill, please check your bottle to see if there are any refills left. Please make sure 
 to call at least 7 days prior to running out of medications. When you call, please provide your name, 
 date of birth, name of medication and your pharmacy number. 

 • There will be a $30.00 charge for the following: Each lost prescription replacement for any 
 medication A rewrite for a partially filled prescription A refill request when overdue for an 
 appointment Rewrite for prescriptions that cannot be transferred. Rewrite for new prescription not on 
 formulary or too expensive 

 • It is often helpful to bring all your prescription bottles with you on your first appointment or early in 
 your treatment to review your medication and what will need to be refilled. We may not be able to 
 refill new medications in between appointments. 

 • Make sure you inform us of your pharmacy to send prescriptions to at the time of the appointment. 
 Genoa is our in-house pharmacy; they can facilitate prior authorizations and delivery of medications to 
 your home or schedule a time for you to pick up at our office. 

 • If the prescription is for a controlled medication, please call the pharmacy first as there should be a 
 prescription waiting for you. 

 • If you have not missed or canceled any appointments, Make sure there are medication refills to last 
 until your next appointment. 

 • Please keep in mind the policies you were shown on your first appointment about when we have to 
 charge for refills. 

 • Unless previously arranged, You are required to be seen every 3 months to continue to refill 
 medication. 

 PRIOR AUTHORIZATION POLICIES 
 • Prior authorization forms are unfortunately time consuming, please allow up to 72 hours or more 
 depending on medication and/or pharmacy. 

 I hereby acknowledge that I have been presented with a copy of DSBH fee, financial. Prescription, and prior auth 
 policies. 

 ______________________________________________________________                                      _________________________ 
 Patient parent/guardian signature                                                                             Date 
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 Dear patient, 

 This notice describes how health information about you (as a patient of this practice) may be used and 
 disclosed, and how you can get access to your health information. This is required by the Privacy 
 Regulations created as a result of the Health Insurance Portability and Accountability Act of 1996 
 (HIPAA). This practice is dedicated to maintaining the privacy of your health information. 

 Use and disclosure of your health information in certain special circumstances 

 The following circumstances may require us to use or disclose your health information: 

 • To public health authorities and health oversight agencies that are authorized by law to collect 
 information. 
 • Lawsuits and similar proceedings in response to a court or administrative order. 
 • If required to do so by law enforcement official. When necessary to reduce or prevent a serious threat 
 to your health and safety or the health and safety of another individual or the public. We will only 
 make disclosures to a person or organization able to help prevent the threat. 
 • If you are a member of U.S. or foreign military forces (including veterans) and if required by the 
 appropriate authorities. 
 • To federal officials for intelligence and national security activities authorized by law. 
 • To correctional institutions or law enforcement officials if you are an inmate or under the custody of 
 a law enforcement official. 
 • For Workers Compensation and similar programs. 

 Your rights regarding your health information 

 • Communications. You can request that our practice communicate with you about your health and 
 related issues in a particular manner or at a certain location. For instance, you may ask that we contact 
 you at home, rather than work. We will accommodate reasonable requests. 
 • You can request a restriction in our use or disclosure of your health information for treatment, 
 payment, or health care operations. Additionally, you have the right to request that we restrict our 
 disclosure of your family members and friends. We are not required to agree to your request: however, 
 if we do agree, we are bound by our agreement except when otherwise required by law, in 
 emergencies, or when the information is necessary to treat you. 
 •You have the right to inspect and obtain a copy of the health information that may be used to make 
 decisions about you, including patient medical records and billing records, but not including 
 psychotherapy notes. You must submit your request in writing to Desert Sage Behavioral Health. 
 •You may ask to amend your health information if you believe it is incorrect or incomplete, and as 
 long as the information is kept by or for our practice. To request an amendment, your request must be 
 made in writing and submitted to Desert Sage Behavioral Health.  You must provide us with a reason 
 that supports your request for amendment. 
 •Right to a copy of this notice. You are entitled to receive a copy of this Notice of Privacy Practices. 
 You may ask us to give you a copy of this Notice at any time. To obtain a copy of this notice, contact 
 our front desk receptionist. 
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 •Right to file a complaint. If you believe your privacy rights have been violated, you may file a 
 complaint with our practice or with the Secretary of the Department of Health and Human Services. 
 Contact the U.S. Department of Health and Human Rights, by mail at 200 Independence Ave, S.W. 
 Washington D.C. 20201 or at  HHS.Mail@hhs.gov  . The  complaint to the Secretary must be filled with 
 180 days of when the complainant knew or should have known that the act of omission complaint 
 occurred. To file a complaint with our practice, contact the office. All complaints must be submitted in 
 writing. 
 •You will not be penalized for filing a complaint. Right to provide an authorization for other uses and 
 disclosures. Our practice will obtain your written authorization for uses and disclosures that are not 
 identified by this notice or permitted by applicable law. 

 If you have any questions regarding this notice or our health information privacy policies, please 
 contact the receptionist at Desert Sage Behavioral Health. 

 I hereby acknowledge that I have been presented with a copy of Desert Sage Behavioral Health's 
 Notice of Privacy Practices/Disclosure of Protected Health Information. 

 Printed Name: _____________________________________________________ 

 Signature: ________________________________________________________ 

 Date: ______________________ 
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 FINANCIAL RESPONSIBILITY 

 Please read each statement below and initial to indicate agreement: 

 Initials ________ 
 PAPERWORK FOR OUTSIDE AGENCIES 

 Paperwork for outside agencies (ex. Medical leave, disability, 
 time-of-work paperwork, etc.) I agree to pay a fee of $75 
 out-of-pocket charge per report, as these  are not  covered by 
 insurance. 

 Initials ________ 

 PAYMENT FOR SERVICES 
 I agree to provide payment/co-pay/co-insurance for both the initial 
 evaluation and for subsequent services prior to my appointment. 
 • Payment for services is expected at the time services are rendered 
 • If I have an outstanding balance of $100 or more, I understand that 
 I must make payment arrangements before scheduling my next 
 appointment. 

 Initials ________ 

 MISSED APPOINTMENTS AND LATE CANCELLATIONS 
 • With a few exceptions, I understand that I am responsible for the 
 full fee ($75/$100), for missed appointments/late cancellations (less 
 than 24 hours' notice). For example- a Monday 1 pm appointment 
 must be canceled prior to 1 pm the previous Sunday. 
 • Insurance does not cover missed appointments. If there is no 
 answer when you call to cancel, leave a message. If voicemail is 
 full, send email. Please understand that these options provide time 
 stamps for when appointments are canceled. 

 Initials ________ 

 I fully understand that if my insurance denies payment for any 
 services defined as a non-covered service, or if my account becomes 
 delinquent due to missed appointments, late cancellations, or 
 returned check fees, then I will be responsible for  ANY AMOUNT 
 DUE  . I further understand that if my account gets referred to or 
 placed with our collection agency, I will be  FULLY 
 RESPONSIBLE  for  ALL FEES  assessed with collections and/or 
 attorney/court costs. 

 I agree with the statements above and have initiated each space. 

 Patient, or authorized Signature: _________________________________ Date: _________________ 

 Print Name: ____________________________________ Relationship to Patient: ________________ 
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 MEDICATION AGREEMENT & INFORMATION 

 Initials ________  • Before requesting medication refills, check the bottle to see if there are any refills left. 
 • If in need of medication refill before the next appointment, notify  DSBH ONE 
 WEEK  prior to running out of medication. This allows enough time to refill 
 medication and ensure that you do not go without. In some cases, pharmacies may 
 bridge medication until the office reopens. 
 • To receive medication refills, I understand that I'm REQUIRED to attend follow-up 
 appointments at  least every 3 months. 

 Initials ________  If I'm prescribed a BENZODIAZEPINE (alprazolam, clonazepam, diazepam, Initials: 
 lorazepam) for longer than 3 months, I agree to attend anxiety groups as offered by 
 DSBH. 

 Initials ________  I understand that I must provide a copy of an EKG completed within the past year 
 BEFORE  being prescribed a stimulant for ADHD (amphetamine,  dexmethy|phenidate, 
 dextroamphetamine, methylphenidate, or Vyvanse). I understand that my medication 
 will  NOT  be filled until an EKG within 1 year has  been completed AND the results 
 have been read by provider, 

 Initials ________  If I'm prescribed a controlled medication (benzodiazepine or stimulant) 
 • I agree to  RANDOM DRUG SCREENINGS  . I Understand that failure to complete 
 in a timely manner (72 hours) or testing positive for substances not prescribed to me 
 will result in instant discharge of all controlled medications. (Tapering off certain 
 medications may be offered if deemed medically appropriate). 
 • I understand that if my medication is LOST or STOLEN,  I must file a report with 
 the local police department. A Copy of the police report must be sent to DSBH 
 and a follow up appointment must be scheduled BEFORE another script is filled  . 
 DSBH will determine outcomes on a case-by-case basis. 

 Initials ________  I Agree to not drive under the influence of any alcohol and/or illegal substance, or 
 After receiving Spravato/Ketamine. These actions may put providers at liability and are 
 NOT  tolerated.  YOU WILL BE DISCHARGED AS PATIENT  . I understand that 
 staff will set up transportation to/from appointments (at my expense) to ensure the 
 safety of myself and/or the public. 

 Initials ________  CONSENT FOR TREATMENT AGREEMENT 
 I agree to receive psychiatric treatment, which may include medication management 
 and/or other psycho-therapeutic interventions as clinically indicated. This treatment is 
 in accordance with standard practice, laws, and regulations regarding psychiatric 
 treatment in Arizona. I understand that DSBH's treatment recommendations represent 
 the options they believe will benefit me most. I am aware that I am free to either 
 consent to this/these treatments(s) ot refuse without affecting any other treatment I may 
 be receiving. 

 I acknowledge that I have read and understand the above information. 
 Patient, or authorized Signature: _________________________________ Date: _________________ 

 Print Name: ____________________________________ Relationship to Patient: ________________ 
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 FINANCIAL POLICY 

 AGREEMENT FOR PAYMENT FOR SERVICES: 
 Full Payment for services is at the time of service and collected at the beginning of each appointment. Any 
 insurance co-payments are due at time of service. You must provide your insurance card and 
 identification-at-each visit, which is subject for verification prior to your appointment time. DSBH reserves the 
 right to cancel your appointment if proof of insurance cannot be verified or is not provided or require full visit 
 fee be paid prior to your appointment. 

 CO-PAY: 
 A preset amount that is your responsibility at each visit. This is a flat rate that is subject to change each time 
 your policy is renewed. 

 Co-Insurance  :  Percentage of your visit which will be calculated on the amount your insurance discount 
 allows for the type of service you are receiving. This amount may change from visit to visit depending on the 
 complexity of your appointment and or additional services rendered during your appointment. 

 SELF-PAY: 
 When you do not have an insurance discount plan, paying cash for your visit, you will be quoted a typical visit 
 amount for your reason for visit and length and payment will be required prior to your visit. This amount may 
 increase depending on the type of service you actually receive along with any additional services rendered 
 during the visit. 

 SCHEDULING AGREEMENT:  For DSBH staff to schedule you in a timely manner and allow for timely 
 follow-up appointments, it is your responsibility to communicate when you are unable to keep your 
 appointment not only as a courtesy to your provider and other patients, but also for administrative purposes as 
 our staff prepares for each and every patient visit. Please be advised that 3 no shows for any provider will 
 result in discharge from the practice. 24-hour notice must be provided to cancel an appointment or a no-show 
 fee of $75 for 30 min appointment and $100 for hour long or longer appointment will be charged to your 
 account, and you may not be able to reschedule the missed appointment for 30 days or until fee is paid. No 
 show fee and same day cancellation rate is $75/$100 (if this is recurring you will not be able to set up an 
 appointment for 30 days and/or be discharged as a patient). 

 UNDERSTANDING YOUR COSTS: 
 While DSBH staff strives to make sure all your financial obligations for services are clearly explained to you 
 prior to your visit, it is your responsibility as a patient to understand what your insurance covers and does not. 
 DSBH recommends you contact your insurance company by calling the number listed on your insurance card 
 and inquire about your mental health benefits allowing you to be aware of any costs that may become your 
 responsibility as part of your treatment with DSBH. I also understand and acknowledge that I am personally 
 responsible to pay DSBH in full for services that my health insurer will not cover due to nonpayment of my 
 health insurance premiums. Financial Policy 

 I acknowledge that I have read and understand the above information. 

 Patient, or authorized Signature: _________________________________ Date: _________________ 

 Print Name: ____________________________________ Relationship to Patient: ________________ 
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 OUTSTANDING BALANCES:  If your patient responsibility balance becomes greater than $100.00 at any 
 time, DSBH requires payment agreements be made and followed in order to continue treatment. If at any time 
 it is determined that good faith payments are not being made on any account, DSBH reserves the right to deny 
 services till accounts are paid in full. Not fulfilling financial obligations to DSBH is also grounds for discharge 
 from the practice. If there is a credit balance on your account at any time and you are still receiving treatment, 
 please note that the credit will be applied to future fees incurred. Overpayments on accounts will be refunded if 
 no longer receiving services within a period of six months. 

 Other Costs:  Any returned check for insufficient funds  will result in an additional fee of $35.00. Medical 
 Records Release to patient, cost starts at $35 for the first 30 pages and is $0.25 for any pages over 30. Medical 
 record releases requested by other providers on your behalf are at no charge to you. Complex forms requested 
 to be filled out by your provider on your behalf may also incur additional fees depending on time required for 
 completion. This does not pertain to insurance prior authorizations. Please present your documents and then 
 DSBH staff can assess whether fees will be incurred. 

 MEDICATION REFILL POLICY:  Prescriptions should be  obtained at your regularly scheduled 
 physician appointments. It will be necessary for you to make an appointment for any prescription changes as 
 this will not be done over the phone. There are times when you may have prescription needs between 
 appointments, please be aware that no prescriptions will be refilled after normal business hours. Please allow 
 72 hours for processing of any prescription request. In the event a prescription is not effective, do not discard 
 medication. Please bring in any unused medication at your next visit and DSBH staff will properly dispose of 
 it. Please note that some prescriptions require prior authorization from insurance companies and allow DSBH 
 staff 72 hours to complete necessary forms and follow-up on your behalf. DSBH will not replace lost or stolen 
 prescriptions unless a police report is provided. A $30.00 fee will be your responsibility if your physician must 
 replace the prescription after the police report is provided to the DSBH. 

 STATEMENTS:  Each month you will receive a statement  for your portion of any bill that is due within 30 
 days of receipt. You will be asked at your next appointment for any outstanding balance payment in full unless 
 prior arrangements for payments have been made. 

 COMMUNICATION:  If you ever have questions about bills  that you receive or you have the need to make 
 payment arrangements due to hardship, loss of insurance, job, or other, please contact our billing department 
 and we will be happy to assist you in your options for continuing your care. Please retain this document for 
 your records 

 BILLING FOR LAB SERVICES:  Most diagnostic tests (labs)  performed in conjunction with your 
 medical visit will be an additional charge that is billed separately to your mailing address and/or insurance. If 
 you receive a Lab bill that you find in error, please call them directly at the number provided on the bill. 

 I acknowledge that I have read and understand the above information. 

 Patient, or authorized Signature: _________________________________ Date: _________________ 

 Print Name: ____________________________________ Relationship to Patient: ________________ 



 GENERAL MEDICAL INFORMATION 
 Patient Name: __________________________________________ Date of Birth: ________________ 
 Primary Care Physician (or NP or PA) 
 Name: _____________________________________ Phone: _________________________________ 
 Address: ____________________________________ Fax: __________________________________ 
 Other Physicians/Specialists/Therapists 
 Name: _______________________________ Specialty:________________ Phone: ______________ 
 Name: _______________________________ Specialty:________________ Phone: ______________ 
 Medical History:  Do you have or have you ever had  (check the ones that apply to you) 

 Yes  No  Yes  No  Yes  No 

 Chronic pain - - -  - - - - [   ]    [   ] 
 Loss of appetite - -- - - - [   ]    [   ] 
 Increase in appetite - - - -[   ]    [   ] 
 Weight gain - - - - - - - - -[   ]    [   ] 
 Weight loss - - - -- - - - - [   ]    [   ] 
 High energy - - - -  - - - -[   ]    [   ] 
 Low energy - - - -  - - - - [   ]    [   ] 
 Night sweats - - - -- - - - [   ]    [   ] 
 Not enough sleep - -- - - [   ]    [   ] 
 Too much sleep - - - - - - [   ]    [   ] 
 Dizziness - - - - - - - - - - [   ]    [   ] 
 Memory problems - - - - [   ]    [   ] 
 Frequent headaches - - - [   ]    [   ] 
 Muscle spasms - - - - - - [   ]    [   ] 
 Tremors - - - - - - - - - - - [   ]    [   ] 
 Muscle weakness - - - - -[   ]    [   ] 
 Swelling of joints - - - - -[   ]    [   ] 
 Joint pain/stiffness - - - - [   ]    [   ] 

 Hair/nail changes - - - - -[   ]    [   ] 
 Hair loss - - - - - - - - - - -[   ]    [   ] 
 Diarrhea - - - - - - - - - - -[   ]    [   ] 
 Constipation - - - - - - - - [   ]    [   ] 
 Persistent nausea - - - - –[   ]    [   ] 
 Persistent vomiting - - - -[   ]    [   ] 
 Heartburn - - - - - - - - - -[   ]    [   ] 
 Urine frequency - - - - - -[   ]    [   ] 
 Urine retention - - - - - -  [   ]    [   ] 
 Chest Pain - - - - - - - - - [   ]    [   ] 
 Heart palpitations - - - - -[   ]    [   ] 
 Swollen hands/feet - - - -[   ]    [   ] 
 Arthritis - - - - - - - - - - - [   ]    [   ] 
 Asthma - - - - - - - - - - - [   ]    [   ] 
 Bleeding/clotting - - - - -[   ]    [   ] 
 Cancer - - - - - - - - - - - -[   ]    [   ] 
 Diabetes - - - - - - - - - - -[   ]    [   ] 
 Epilepsy/seizures - - - - -[   ]    [   ] 
 Fibromyalgia  - - - - - - - [   ]    [   ] 
 GERD/acid reflux - - - - [   ]    [   ] 
 Glaucoma - - - - - - - - - -[   ]    [   ] 

 Heart attack - - - - - - - - - -  [   ]    [   ] 
 Heart disease - - - - - - - -[   ]    [   ] 
 Hepatitis - - - - - - - - - - -[   ]    [   ] 
 High blood pressure - - -[   ]    [   ] 
 High cholesterol - - - - - [   ]    [   ] 
 Triglycerides - - - - - - - -[   ]    [   ] 
 HIV - - - - - - - - - - - - - -[   ]    [   ] 
 Irritable bowel syndrome -  [   ]    [   ] 
 Stroke - - - - - - - - - - - - [   ]    [   ] 
 Hyperthyroidism - - - - - [   ]    [   ] 
 Hypothyroidism - - - - - -[   ]    [   ] 

 Other medical Conditions: 

 _________________________ 

 _________________________ 

 _________________________ 

 _________________________ 

 Date last blood work completed: _________________________________ 
 Date last EKG completed: ______________________________________ 
 Medications and doses (include supplements, herbals, birth control). 
 __________________________________________________________________________________ 
 __________________________________________________________________________________ 
 __________________________________________________________________________________ 
 Medication allergies: ________________________________________________________________ 
 Pharmacy (include name and cross streets): _______________________________________________ 

 For women:  Are you currently pregnant? Yes [  ] No  [  ] Unsure [  ]   If yes, how many weeks?______ 
 Are you currently on birth control? Yes [  ] No [  ]  Have you gone through menopause? Yes [  ] No [  ] 
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 ARIZONA HIPAA MEDICAL RELEASE FORM 
 Authorization for use or disclosure of health information 

 I authorize  Desert Sage Behavioral Health  to  disclose  the following information from the health records of: 
 Patients name: ____________________________ Date of birth: _____ / _____ / _____ 
 Phone Number: ( ____ ) _____ - ______ 
 Address: __________________________________________________________________________ 
 City: ________________ State: _____________ Zip: _________ 

 I authorize the following  persons or business  to  receive  my protected health information: 
 Name of business/person ____________________________________________________________ 
 Address: __________________________________________________________________________ 
 City: ________________ State: _____________ Zip: _________ 
 Information to be released (check if applicable: 
 [  ] Allergy Records                    [  ] Consultations      [  ] Developmental/Behavioral 
 [  ] Drug/Alcohol Treatment       [  ] Genetic testing    [  ] HIV/AIDS 
 [  ] Hospital records & reports    [  ] Immunizations   [  ] Surgical reports 
 [  ] Prescriptions                         [  ] Psychiatric           [  ] Sexual Assault 
 [  ] Treatment or tests                 [  ] X-Ray reports      [  ] Other communicable disease 
 [  ] Discharge summary  [   ] ENTIRE MEDICAL  RECORDS 
 [  ] Other (specify):__________________________________________________________________ 

 For the following dates: FROM: _______________________ TO: __________________________ 
 I understand information in my health record may include information relating to Sexually Transmitted Disease, Acquired Immunodeficiency 

 Syndrome (AIDS), Human Immunodeficiency Virus (HIV) and other communicable diseases, genetic testing, Developmental/Behavioral 

 Health/Psychiatric Care, and treatment of alcohol and/or drug abuse. My signature authorizes such release as indicated above. I understand that the 

 information disclosed by this authorization may be subject to redisclosure by the recipient and no longer protected by the Health Insurance 

 Portability and Accountability Act of 1996 or other applicable federal and state law. However, redisclosure by school officials may be subject to 

 student education records privacy laws. I understand that if I agree to sign this authorization, I may keep a signed copy of the form. I understand that 

 I am under no obligation to sign this form and that the person(s) and/or organizations) listed above who I am authorizing to use and/or disclose my 

 information may not condition treatment, payment, enrollment in a health plan or eligibility for health care benefits on my decision to sign this 

 authorization. However, if my treatment is related to my participation in a research study, I understand that I may be refused treatment if I do not 

 sign this Authorization. I have read and understood the terms of this Authorization and I have had a chance to ask questions about the use or 

 disclosure of my health information. I authorize the named entity above (page 1) to use or disclose my health information in the manner described 

 above. 

 Printed Name: __________________________________________________ 

 Signature: ______________________________________________________ Date: ______________ 
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 ARIZONA HIPAA MEDICAL RELEASE FORM 
 Authorization for use or disclosure of health information 

 I authorize  Desert Sage Behavioral Health  to  Receive  the following information from the health records  of: 
 Patients name: ____________________________ Date of birth: _____ / _____ / _____ 
 Phone Number: ( ____ ) _____ - ______ 
 Address: __________________________________________________________________________ 
 City: ________________ State: _____________ Zip: _________ 

 I authorize the following  persons or business  to  Disclose  my protected health information: 
 Name of business/person ____________________________________________________________ 
 Address: __________________________________________________________________________ 
 City: ________________ State: _____________ Zip: _________ 
 Information to be released (check if applicable: 
 [  ] Allergy Records                    [  ] Consultations      [  ] Developmental/Behavioral 
 [  ] Drug/Alcohol Treatment       [  ] Genetic testing    [  ] HIV/AIDS 
 [  ] Hospital records & reports    [  ] Immunizations   [  ] Surgical reports 
 [  ] Prescriptions                         [  ] Psychiatric           [  ] Sexual Assault 
 [  ] Treatment or tests                 [  ] X-Ray reports      [  ] Other communicable disease 
 [  ] Discharge summary  [   ] ENTIRE MEDICAL  RECORDS 
 [  ] Other (specify):__________________________________________________________________ 

 For the following dates: FROM: _______________________ TO: __________________________ 
 I understand information in my health record may include information relating to Sexually Transmitted Disease, Acquired Immunodeficiency 

 Syndrome (AIDS), Human Immunodeficiency Virus (HIV) and other communicable diseases, genetic testing, Developmental/Behavioral 

 Health/Psychiatric Care, and treatment of alcohol and/or drug abuse. My signature authorizes such release as indicated above. I understand that the 

 information disclosed by this authorization may be subject to redisclosure by the recipient and no longer protected by the Health Insurance 

 Portability and Accountability Act of 1996 or other applicable federal and state law. However, redisclosure by school officials may be subject to 

 student education records privacy laws. I understand that if I agree to sign this authorization, I may keep a signed copy of the form. I understand that 

 I am under no obligation to sign this form and that the person(s) and/or organizations) listed above who I am authorizing to use and/or disclose my 

 information may not condition treatment, payment, enrollment in a health plan or eligibility for health care benefits on my decision to sign this 

 authorization. However, if my treatment is related to my participation in a research study, I understand that I may be refused treatment if I do not 

 sign this Authorization. I have read and understood the terms of this Authorization and I have had a chance to ask questions about the use or 

 disclosure of my health information. I authorize the named entity above (page 1) to use or disclose my health information in the manner described 

 above. 

 Printed Name: __________________________________________________ 

 Signature: ______________________________________________________ Date: ______________ 



 Desert Sage Behavioral Health 
 Daniel Chafetz, FNP, PMHNP 

 Communication Consent Form 

 Patient Information 

 Patient Name: __________________________________________ Date of Birth: ______________ 

 Home Phone: ________________ Cell Phone: _________________ Work Phone:______________ 

 Email: ____________________________________________________________________________ 

 Consent 
 I, the undersigned patient, hereby authorize  Desert  Sage Behavioral Health  to: 

 •  Contact me via text message  regarding my treatment  and appointment reminders. 

 Consent for Text Messages: 

 Signature: ________________________________ 

 Date: ________________________________ 

 •  Send and receive emails  regarding my medical information  and treatment plans. 

 Consent for Email Communication: 

 Signature: ________________________________ 

 Date: ________________________________ 

 •  Communicate with me  regarding my care and treatment through voice messages. 

 Consent for Phone Communication: 

 Signature: ________________________________ 

 Date: ________________________________ 

 Printed Name:  ________________________________ 

 Relationship to Patient (if applicable):  ________________________________ 

 Date: ____________________________ 



 PATIENT HEALTH QUESTIONNAIRE - 9 
 (PHQ-9) 

 Over the last 2 weeks, how often have you 
 been bothered by any of the following 

 problems?  Not at all 
 Several 

 days 

 More 
 than half 
 the days 

 Nearly 
 every 
 day 

 1. Little interest or pleasure in doing things  □  1  □  2  □  3  □  4 
 2.  Feeling down, depressed, or hopeless  □  1  □  2  □  3  □  4 
 3. Trouble falling asleep or staying asleep, or 
 sleeping too much  □  1  □  2  □  3  □  4 

 4. Feeling tired or having little energy  □  1  □  2  □  3  □  4 
 5. Poor appetite or overeating  □  1  □  2  □  3  □  4 
 6. Feeling bad about yourself — or that you are a 
 failure or have let yourself or your family down  □  1  □  2  □  3  □  4 

 7. Trouble concentrating on things, such as 
 reading the newspaper or watching television  □  1  □  2  □  3  □  4 

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

 □  1  □  2  □  3  □  4 

 9. Thoughts that you would be better off dead or 
 of hurting yourself in some way  □  1  □  2  □  3  □  4 

 Add each column _________+________+________+______ 
 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 at all  □  Somewhat difficult  □  Very difficult  □  Extremely difficult 



 General Anxiety Disorder 7-item (GAD-7) Scale 

 Over the last 2 weeks, how often have you 
 been bothered by any of the following 

 problems?  Not at all 
 Several 

 days 

 More 
 than half 
 the days 

 Nearly 
 every 
 day 

 1. Feeling nervous, anxious, or on edge  □  1  □  2  □  3  □  4 
 2.  Not able to stop or control worrying  □  1  □  2  □  3  □  4 
 3. Worrying too much about different things  □  1  □  2  □  3  □  4 

 4. Trouble relaxing  □  1  □  2  □  3  □  4 
 5. Being so restless that it’s hard to sit still  □  1  □  2  □  3  □  4 
 6. Becoming easily annoyed or irritable  □  1  □  2  □  3  □  4 
 7. Feeling afraid as if something awful might 
 happen  □  1  □  2  □  3  □  4 

 Add each column _________+________+________+______ 

 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 at all  □  Somewhat difficult  □  Very difficult  □  Extremely difficult 



 Mood Disorder Questionnaire 
 Name: __________________________________________            Date: _________________ 

 Instructions  : Mark the answer that best applies to  you. Please answer each question as best as you 

 can. 

 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 were so hyper that you got into trouble? 

 ...you were so irritable that you shouted at people or started fights or arguments? 

 ...you felt much more self-confident than usual? 

 ...you got much less sleep than usual and found you didn't really miss it? 

 ...you were much more talkative or spoke faster than usual? 

 ...thoughts raced through your head or you couldn't slow your mind down? 

 ...you were so easily distracted by things around you that you had trouble 
 concentrating o r staying on track? 

 ...you had much more energy than usual? 

 ...you were much more active or did many more things than usual? 

 ...You were much more social or outgoing than usual, for example, you telephoned 
 friends in the middle of the night? 

 ...you were much more interested in sex than usual? 

 ...you did things that were unusual for you or that other people might have thought 
 were excessive, foolish, or risky? 

 ...spending money got you or your family in trouble? 

 2.  If you checked YES to more than one of the above,  have several of these ever 
 happened during the same period of time ? Please check 1 response only. 

 3. How much of a problem did any of these cause you – like being able to work; 
 having family. Money, or legal problems; getting into arguments or fights? 

 □  No problem  □  Minor problem  □  Moderate problem  □  Serious problem 

 4. Have any of your blood relatives (ie, children, siblings, parents, grandparents, 
 aunts, uncles) had manic-depressive illness or bipolar disorder? 

 5. Has a health professional ever told you that you have manic-depressive illness 
 or bipolar disorder? 



 Adult ADHD Self Report Scale (ASRS-v1.1) Symptoms Checklist 

 Patient Name: ______________________________________ Date: _____________________ 

 Instructions  : Mark the answer that best applies to  you. Please answer each question as best as you 

 can. 

 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 Xin the box that best 
 describes how you have felt and conducted yourself over the 
 past 6 months. 

 Never  Rarely  Someti- 
 mes 

 Very 
 often 

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

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

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

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

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

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

 Part A 

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

 8. How often do you have difficulty keeping your attention 
 when you are doing boring or repetitive work? 

 9. How often do you have difficulty concentrating on what 
 people say to you, even when they are speaking to you directly? 

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

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

 Continued on the next page… 



 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 Xin the box that best 
 describes how you have felt and conducted yourself over the 
 past 6 months. 

 Never  Rarely  Someti- 
 mes 

 Very 
 often 

 12.  How often do you leave your seat in meetings or  other 
 situations in which you are expected to remain seated? 

 13.  How often do you feel restless or fidgety? 

 14.  How often do you have difficulty unwinding and  relaxing 
 when you have time to yourself? 

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

 16.  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? 

 17.  How often do you have difficulty waiting your  turn in 
 situations when turn taking is required? 

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


	Text-g1F6Cc4tlF: 
	Text-2nf0ath7rE: 
	Text-c0RBgIhBtt: 
	Text-htsRijc-oz: 
	Text-OJrTUz7C95: 
	Text-m3Azy_4wWU: 
	Text-VX0GSOGqnI: 
	Text-wee4VTWds6: 
	Text-cpbCZPogas: 
	Text-Vfuo-TgT16: 
	Text-Rq6yNMSRmh: 
	Text-o5fCBwU3fU: 
	Text-Y3D-vlh9Ao: 
	Text-azogbm6amH: 
	Text-5CvKxbMPjX: 
	Text-0IJ4kwoANi: 
	Text-HmGAj8QApY: 
	Text-B55DfpJKEA: 
	Text-tnOjZ5UAc2: 
	Text-FX3MUthWec: 
	Text-NfoAFd7UpK: 
	Text-VDYTGvEv28: 
	Text-QVVUBO_seR: 
	Text-SeIHIDRpQy: 
	Text-2C9Q0TKhtw: 
	Text-p2W22p173s: 
	Text-SnUWxRkY8X: 
	Text-amnzboBPqZ: 
	Text-_lfT15QEdG: 
	Text-0rbCFp_x1k: 
	Text-HGPqiCyJDJ: 
	Text-Izvt3Oi1Qz: 
	Text-FVmARZQbi_: 
	CheckBox-Bjj3nWOFxH: Off
	CheckBox-FH_T8hHStc: Off
	Text-nUOwW97pt5: 
	Text-C8bvGoTGyt: 
	Text-KSUbqRgjm1: 
	Text-2rqaMcPWuJ: 
	Text-LncsTZmKKQ: 
	Text-vcC02J5Rbe: 
	Date-_IVQKXEdMf: 
	Text-BC1nIWcyRo: 
	Date-GjaJv2dVmG: 
	Date-GgXZoHiFBb: 
	Text-xbrTxWY1Py: 
	Text-KqoTxX5zTv: 
	Date-Vm55oLc-Rc: 
	Text-OFAjuELrEJ: 
	Text-mw3QQefh-F: 
	Text-_fng8mEANt: 
	Text-mOE6GJ-DfP: 
	Text-6Zpcp2YlZv: 
	Text-iimMPdq_EG: 
	Text-zgu1Vv-C24: 
	Date-_aQIx-01Wl: 
	Text-Y8WwVZSJ1U: 
	Text-BDZuZJIZnb: 
	Text-ksWWgAYbic: 
	Text-LLGJdk0Tg2: 
	Text-XI42nB2E5_: 
	Text-dKTlEBdLT_: 
	Text-UotiJ_iyY_: 
	Text-3X64euBnWe: 
	Date-PW2SALXqJ2: 
	Text-s__JT-Cjj6: 
	Text-iWuWt8l5xz: 
	Date-GcSY1p8dOM: 
	Text-4BVgwWUxcT: 
	Text-uS61baOfgR: 
	Text-2kPeiDCmwc: 
	Text-YdFNSOO07z: 
	Text-UY27zZXzFI: 
	Date-eKWp06ypKf: 
	Text-fJtQX1z8eR: 
	Text-9yosL4N8WO: 
	Text-RPlXCQ3_Uv: 
	Text-IxpgR_vwCX: 
	Text-wC9aUjgjDk: 
	Text-8Szuv3gxc0: 
	Text-kEAVhKoPTV: 
	Text-rPEMM3sTtN: 
	Text-Tj__uX_7QF: 
	Text-azNDvWYzh3: 
	Text-2hjtZExN7W: 
	Text-hb89kvCOxC: 
	Text-w130FUpUfC: 
	CheckBox-4lRzG2KuJs: Off
	CheckBox-AZ2aPgsS0G: Off
	CheckBox-xNQGg8HCm7: Off
	CheckBox-DlW5mMaHDH: Off
	CheckBox-GDcrZDHN3n: Off
	CheckBox-a_02DnecDl: Off
	CheckBox-Tqp7rIjJ2U: Off
	CheckBox-dOZkZMiaAF: Off
	CheckBox-8Ng4U-Nrfh: Off
	CheckBox-T8-frMZUhk: Off
	CheckBox-DyNcumZtLw: Off
	CheckBox-5bWnCkhpzO: Off
	CheckBox-nXjEb2VQNP: Off
	CheckBox-G_dTPMRWfz: Off
	CheckBox-ZLjwGlcKu3: Off
	CheckBox-0okCjOuAV7: Off
	CheckBox-L1fd1xftKJ: Off
	CheckBox-uVHeMjac-R: Off
	CheckBox-1YsXU1jozA: Off
	CheckBox-morbafMAGn: Off
	CheckBox-u1LOdnrIX9: Off
	CheckBox-7b2ai6_W3P: Off
	CheckBox-EO-ZfyfXRZ: Off
	CheckBox-j2uazhNWQr: Off
	CheckBox-6r0X5-riQD: Off
	CheckBox-UsAM7BCtE8: Off
	CheckBox-7oFBElpv1f: Off
	CheckBox-RTv7pWtN0x: Off
	CheckBox-gSr3UOqtYn: Off
	CheckBox-gbdGjddOl0: Off
	CheckBox-faWVLjcA4V: Off
	CheckBox-NIGoKVZW6s: Off
	CheckBox-QDg11bmfdX: Off
	CheckBox-mw9EnHcEoL: Off
	CheckBox-z6Shw1Or5Y: Off
	CheckBox-2IjFbsX6Pm: Off
	CheckBox-M5_h9x6h7z: Off
	CheckBox-xEJK-Mdq2D: Off
	CheckBox-AVPussaumX: Off
	CheckBox-baZ1Il1jFZ: Off
	CheckBox-ZN04i_jWRR: Off
	CheckBox-iO-uetxvP2: Off
	CheckBox-DNF9NUR4jo: Off
	CheckBox-hb2nq-XjAK: Off
	CheckBox-IL48_kOeqJ: Off
	CheckBox-juu0zMdhHO: Off
	CheckBox-88sJ-EvC7e: Off
	CheckBox-UBThYHjBVU: Off
	CheckBox-yXy2H9yYzj: Off
	CheckBox-YkOkU9yf9B: Off
	CheckBox-OoPsFb5X_A: Off
	CheckBox--n7YT_ytoa: Off
	CheckBox-T25cAHSYkj: Off
	CheckBox-r1wwEI3JL-: Off
	CheckBox-V-nLj21LF-: Off
	CheckBox-rNM1sjy2Pg: Off
	CheckBox-YMnBKtjzRI: Off
	CheckBox-LTq07vepFI: Off
	CheckBox-jgA0uD_bVK: Off
	CheckBox-CNVy1oTZxR: Off
	CheckBox-fvQHT7QV99: Off
	CheckBox-KvpUmpaOfy: Off
	CheckBox-Uetkx4R0_Q: Off
	CheckBox-xPwZzGTQ_i: Off
	CheckBox-WfBeFnQcqn: Off
	CheckBox-m5IDucBGkd: Off
	CheckBox-sg5THKRINb: Off
	CheckBox-AkiWiGrIJn: Off
	CheckBox-K-M1aSmnLB: Off
	CheckBox-fsrcmk91Km: Off
	CheckBox-W6YQHyE98u: Off
	CheckBox-SVetDx__g8: Off
	CheckBox-dtcs5MRXOR: Off
	CheckBox-Gq5ye-QySe: Off
	CheckBox-cgvUxZEBET: Off
	CheckBox-wkXHqV8kZX: Off
	CheckBox-Zfv6WGTsZT: Off
	CheckBox-CyfCoNJjQs: Off
	CheckBox-ZIv_KQBaGr: Off
	CheckBox-hCtRsqOMSX: Off
	CheckBox-F96dnOIbiy: Off
	CheckBox-Of8sr1gnhG: Off
	CheckBox-CtXoMX3kq2: Off
	CheckBox-YUC7zpMIMe: Off
	CheckBox-wYLzw6oq_P: Off
	CheckBox-0CDrTpmso9: Off
	CheckBox-2-75KgFmB1: Off
	CheckBox-KNwKWuL2EG: Off
	CheckBox-OUz1Z1quPn: Off
	CheckBox-tolXIjbPXi: Off
	CheckBox-l7hbuAobKy: Off
	CheckBox-BFSeFbIwrD: Off
	CheckBox-JeTsdutlyx: Off
	CheckBox-k60n0bhBmQ: Off
	CheckBox-Km-sKIphRG: Off
	CheckBox-w9YK99cvt-: Off
	CheckBox-pC6lCEbafb: Off
	CheckBox-9EjzjMU9vp: Off
	CheckBox-kl7jN1YwLU: Off
	CheckBox-YgIyEXJaxb: Off
	Text-EGbSAH5Xuy: 
	Text-I_ysu_NQW-: 
	Text-wAEpYgqthS: 
	Text-pEK3Bf8HGW: 
	Text-UNKP22j21h: 
	Text-yEIlhmgOnW: 
	Paragraph-lAh5cAY5TG: 
	Text-Ok3JBdGwnl: 
	Text-G5XpfV7ofL: 
	CheckBox-moDdslo0C3: Off
	CheckBox-40_EljrXGJ: Off
	CheckBox-x27eXjRXXd: Off
	Text-IuIVMuOdjL: 
	CheckBox-5pm6jIWUCC: Off
	CheckBox-zBtCkOj3J8: Off
	CheckBox-Q7VTxZtZGg: Off
	CheckBox-CPfqL98F3y: Off
	Text-8Hav-vX1S7: 
	Text-Axyy53peuX: 
	Text-fD3GRULS7R: 
	Text-cZn2jda9ny: 
	Text-uZrq-1cKSS: 
	Text-dSHiZSxsqR: 
	Text-8dHASfsWQZ: 
	CheckBox-dUxs_ZmkVu: Off
	CheckBox-YID_HrNnIw: Off
	CheckBox-W7USobrqaB: Off
	CheckBox-aL63L_ox9O: Off
	CheckBox-bb2hdpKQm6: Off
	CheckBox-HC8J2yDM_7: Off
	CheckBox-sS0xVmTuPj: Off
	CheckBox-wXOWlgjDg5: Off
	CheckBox-aEz1b6qZxX: Off
	CheckBox-yto0OxuTfm: Off
	CheckBox-3e4M0ka7Lj: Off
	CheckBox-711eQWmOlq: Off
	CheckBox---cVIaS6iz: Off
	CheckBox-OTHQh9NobK: Off
	CheckBox-QV0Qysx3Vg: Off
	CheckBox-saCwSsPS_w: Off
	CheckBox-NcZY2fWeM9: Off
	CheckBox-Oojfp5OI5F: Off
	Text-ho5y2E3G6F: 
	Text-x0UcsM5nxG: 
	Text-hdQ26nzkdj: 
	Text-UFfCA89I7a: 
	Text-nOeSEkY75S: 
	Text-45BXg--z_5: 
	Text-4wYXIkJKiC: 
	Text-TsXkIJSy-Y: 
	Text-Q9EcdZmmx_: 
	Text-kuTSychDiW: 
	CheckBox-gMamEq671t: Off
	CheckBox-WgteiqMv50: Off
	CheckBox-kW7OC4ry5q: Off
	CheckBox-NhypxEO9_p: Off
	CheckBox-EWs9IejzbY: Off
	CheckBox-llFU9SIL0r: Off
	CheckBox-HWRSzonC8R: Off
	CheckBox-AEU7iaqOug: Off
	CheckBox-u19r3r7meo: Off
	CheckBox-TJojTTbyMI: Off
	CheckBox-3hkT3nFRns: Off
	CheckBox-sRfDMmrQZg: Off
	CheckBox-8EhnaBFs2G: Off
	CheckBox-ysMHhW1RjL: Off
	CheckBox-J-n-cApE4_: Off
	CheckBox-WbRVuvHnf3: Off
	CheckBox-jmfnQrTmBQ: Off
	CheckBox-4zhrWEG8V2: Off
	Text-SYZoaXe6wN: 
	Date-qmPa_sa8w9: 
	Text-LSxLdfV99N: 
	Text-85mNO6Hhvu: 
	Text-Wwrgmi_wAQ: 
	Text-LwERNpWZev: 
	Text-9Ka6uUTgk_: 
	Text-qlKTtQ2vRD: 
	Text-YIVkS_tPXg: 
	Date-4-P83-S_np: 
	Date-Z1qkVSrW7d: 
	Date-hwPRKxkS79: 
	Text-8J3A3shmGy: 
	Text-lbVLq3J5N2: 
	Date-9z9nugI77k: 
	Text-gEWS8dehnf: 
	Text-lGTYTHqON_: 
	Text-G6bmus-Db0: 
	CheckBox-zxzJ7xcUXL: Off
	CheckBox-L7YQ4kasZ7: Off
	CheckBox-arAPHVKMzG: Off
	CheckBox-RBaTcjsHA5: Off
	CheckBox-JlJIy0QkKh: Off
	CheckBox-SBipQh5l8D: Off
	CheckBox-jc79q4vPep: Off
	CheckBox-d_PpBh9Ggb: Off
	CheckBox-tsQHDjOYqn: Off
	CheckBox-86fLScGMUI: Off
	CheckBox-ITKUb8jD9v: Off
	CheckBox-rtQIqVPDYu: Off
	CheckBox-VSLp5C9NwH: Off
	CheckBox-swnDDBo18r: Off
	CheckBox-43ICZRBG2E: Off
	CheckBox-Y3pAZO8fHP: Off
	CheckBox-4yFwsN5ryV: Off
	CheckBox-uDMuGNk7hT: Off
	CheckBox-nrz9yOfdIO: Off
	CheckBox-xqQUhe-y5y: Off
	CheckBox-wmf8LjnDfj: Off
	CheckBox-tcubYsWQuW: Off
	CheckBox-ykeY7Ce_2y: Off
	CheckBox-2Dog-7RWoP: Off
	CheckBox-EQ60BMeSrA: Off
	CheckBox-y6d0GRGdMJ: Off
	CheckBox-Dgub2Y7m5x: Off
	CheckBox-itWlsTK_ck: Off
	CheckBox-ofuuCgOuz4: Off
	CheckBox-QdckFVftZs: Off
	CheckBox-wZbS2nh-bm: Off
	CheckBox-OKjlWjLzi2: Off
	CheckBox-VjEhBe2V50: Off
	CheckBox-Dox3qNHW19: Off
	CheckBox-lM_B1QBHOU: Off
	CheckBox-E-JsF_rhMd: Off
	Text-eOx3r128PW: 
	Text-81tp6c-kV-: 
	Text-fAEbIKkoqr: 
	Text-sLRyGzhTsp: 
	Text-GdeRs30bU3: 
	CheckBox-6oa3Q1v9Rk: Off
	CheckBox-kzCoZ2R0rM: Off
	CheckBox-Zbez4kCrYh: Off
	CheckBox-EgTCxLY7lm: Off
	CheckBox-_ABRwrAwCF: Off
	CheckBox-eVEt4Q7isp: Off
	CheckBox-4LwHngc2WK: Off
	CheckBox-T7G6wGwqjY: Off
	CheckBox-Cw70cy8XBD: Off
	CheckBox-OJ4r6TfJK7: Off
	CheckBox-y3TWwfsAjJ: Off
	CheckBox-2Vehvsb4KL: Off
	CheckBox-y_3jdFX-VI: Off
	CheckBox-OmyHL0LKks: Off
	CheckBox-lOz6co8Fi0: Off
	CheckBox-DAsql9g04P: Off
	CheckBox-6NJrocf0oU: Off
	CheckBox-EYOh7SfZRU: Off
	CheckBox-YTPqvUTlQt: Off
	CheckBox-p-90b3OebX: Off
	CheckBox-tFIswFAItC: Off
	CheckBox-6Brte8Pwr4: Off
	CheckBox-AqOjW4kIeX: Off
	CheckBox-up_yWqbo3M: Off
	CheckBox-siEK3VktCi: Off
	CheckBox-WsjVXkLhIG: Off
	CheckBox-WoRNs7ewbe: Off
	CheckBox-m6XxEFgxmD: Off
	CheckBox-UHoKmp-zou: Off
	CheckBox-0b6ZM-yCGa: Off
	CheckBox-Ut3-1xcJRU: Off
	CheckBox-0pjf-dXN8v: Off
	Text-Pxo9_x91Ya: 
	Text-1ZBRt_7E9X: 
	Text-de4pvh021e: 
	Text-d2MZIURsWT: 
	Text-WI_QYn-0hY: 
	CheckBox-xCyWnH5z-p: Off
	CheckBox-xbH8CNMnCd: Off
	CheckBox-MzcAD3rDIk: Off
	CheckBox-0VYdDnTJ6P: Off
	CheckBox-_D_SBdPERg: Off
	CheckBox-v7rRE1wuxc: Off
	CheckBox-jNx6UaK1gU: Off
	CheckBox-gLKncznRee: Off
	CheckBox-IDCaGClf28: Off
	CheckBox-9r2NBpsO0a: Off
	CheckBox-dfTU_zzUad: Off
	CheckBox-jIcDvkjDya: Off
	CheckBox-PBSRkD4XDd: Off
	CheckBox-CD9cvZPWzk: Off
	CheckBox-v_VUXoYIfZ: Off
	CheckBox-ObzkWXe7ZV: Off
	CheckBox-B4bIjJkRtB: Off
	CheckBox-rBOsrbELwA: Off
	CheckBox-tBUTPcmuF3: Off
	CheckBox-vt_3VemRbc: Off
	CheckBox-5Ow8a7KQ3m: Off
	CheckBox-tb0YHEqGk2: Off
	CheckBox-BY6aJangKu: Off
	CheckBox-OtdZT64BHo: Off
	CheckBox-JOdcr5-Hqz: Off
	CheckBox-AFk1Y_OLtA: Off
	CheckBox-9E84XMVfGB: Off
	CheckBox-6vfQXLmNBJ: Off
	CheckBox-R8QtGNSskA: Off
	CheckBox-i4EY-feay1: Off
	CheckBox-4vnTzJe7xk: Off
	CheckBox-Aj0tneViny: Off
	CheckBox-i1cpiHx9uP: Off
	CheckBox-bTJU_501N9: Off
	CheckBox-ZBw4p0TMqu: Off
	CheckBox-k6Xeu8heHA: Off
	CheckBox-hcLh6uLYQD: Off
	CheckBox-MDtKf9WUbD: Off
	CheckBox-QxKoI8_UBz: Off
	CheckBox-ZBL-4ljuM5: Off
	Text-2hJtHEOdVR: 
	Text-dzobruJfn_: 
	Text-kelGCHgtF7: 
	Date-zqDMJ9pfCz: 
	CheckBox-cjeh-qKYaU: Off
	CheckBox-hn_FZoo0Vm: Off
	CheckBox-SwCZbzolKI: Off
	CheckBox-7X8O6SXAVg: Off
	CheckBox-fWJpD9sNDG: Off
	CheckBox-tj52jDkL3L: Off
	CheckBox-88lER0nsZT: Off
	CheckBox-oCLZapE5HF: Off
	CheckBox-QsHcjRy5zy: Off
	CheckBox-SifHSsYDhS: Off
	CheckBox-3JCaG2nF8y: Off
	CheckBox-pYTuqV6tu_: Off
	CheckBox-iINkttSCBF: Off
	CheckBox-iKiBqk3B-K: Off
	CheckBox-QRM_yVyB2m: Off
	CheckBox-Apf1da49cH: Off
	CheckBox-Xj_WCnuw66: Off
	CheckBox-OpiGgAKLaT: Off
	CheckBox-JhM_kVBr8K: Off
	CheckBox-XkcscbrnFt: Off
	CheckBox-CbTb8efu6A: Off
	CheckBox-Mzqe_65Q8u: Off
	CheckBox-x5uQ0X66D8: Off
	CheckBox-ZsuQUKQOnW: Off
	CheckBox-Ev-tH_SS5c: Off
	CheckBox-6PwibG-0Sk: Off
	CheckBox-1F-60yhaAy: Off
	CheckBox-JDLiSOjOGy: Off
	CheckBox-cuWH5YYfEX: Off
	CheckBox-FhyUg5I928: Off
	CheckBox-HFPeYRBLaD: Off
	CheckBox-68z0MNbkBF: Off
	CheckBox-ONCJeqGAK8: Off
	CheckBox-RPSXR4TeSO: Off
	CheckBox-Ui1MskCWt_: Off
	CheckBox-RzSe8Per58: Off
	CheckBox-RLNXCYRknJ: Off
	CheckBox-4MKmkp9IE7: Off
	CheckBox-xXGQJOzhTe: Off
	CheckBox-oIohjhg3uv: Off
	CheckBox-9uROZUSMrO: Off
	CheckBox-bFt0wBByz4: Off
	CheckBox-0mgCzS4pb9: Off
	CheckBox--i97WaRNOh: Off
	CheckBox-SpRNagBPsI: Off
	CheckBox-lwE1k48hQO: Off
	CheckBox-eY28Y3oAdX: Off
	CheckBox-1eXQzJY3uO: Off
	CheckBox-9Y0xnzJoUu: Off
	CheckBox-P1znHm3N2h: Off
	CheckBox-ZPvQ9zHNA5: Off
	CheckBox-DOwRjYuQF6: Off
	CheckBox-280xQAt6SR: Off
	CheckBox-15lmM89pS-: Off
	CheckBox-W6Xfz-IX-J: Off
	CheckBox-41CzkOkeZO: Off
	CheckBox-w2fJv50lm8: Off
	CheckBox-5We8Nghyyv: Off
	CheckBox-TC2HkvBMj2: Off
	CheckBox-bd-5KCQU27: Off
	CheckBox-9mQLbKv743: Off
	CheckBox-U_B85ucSho: Off
	CheckBox-FnTO50z_8x: Off
	CheckBox--34pZrDLMC: Off
	CheckBox-fcfekVy42J: Off
	CheckBox-iQzG912tId: Off
	CheckBox-t0hNn0zK3B: Off
	CheckBox-OpddIljMVy: Off
	CheckBox-f39siWl14y: Off
	CheckBox-HASWWKh24J: Off
	CheckBox-OA2MQRLF9B: Off
	CheckBox-QFUCsPttj1: Off


