2140 Kingsley Ave, Suite 1, Orange Park, FL 32073
Ph: 904-368-6809 | Fax: 904-368-6809

Patient Name: DOB

New Patient Packet

Date:

Personal Information

Full Name: 'DOB: / / Age:

Sex: D Male D Female SSN:

Address:
City: | State: Zip: |

Home Phone: Cell:

Preferred Phone: D Home |:| Cell
Email: .

Preferred Language: |

Communication Preference: D Call D Email

Marital Status:

Race: Ethnicity: ' Religion:

Emergency Contact

Name: | Relationship:
Phone:

Address:

Next of Kin (if different)

Name: Relationship: |
Phone:



2140 Kingsley Ave, Suite 1, Orange Park, FL 32073
Ph: 904-368-6809 | Fax: 904-368-6809

Patient Name: DOB

Insurance Information

Primary Insurance

Insurance Name: Plan Name:
Subscriber ID: Group #:

Primary Insured Name: DOB:
Relationship to Insured: SSN:

Phone: Driver’s License:

Secondary Insurance

Insurance Name: Plan Name:
Subscriber ID: Group #:
Secondary Insured Name: DOB:
Relationship: SSN:
Phone:

Pharmacy

Preferred Pharmacy: |
Location & Phone:

Employment

Employment Status: | Job Title: |

Employer:

Work Phone:




Patient Name:

2140 Kingsley Ave, Suite 1, Orange Park, FL 32073
Ph: 904-368-6809 | Fax: 904-368-6809

DOB

Previous Primary Care Provider

HEALTH HISTORY

Previous Providers

Name:
Clinic: | |
Phone:
Fax:
Address:
City: State: Zip: |
Specialists (last 2-3 years)
1. Name: . |
Specialty:
Phone: Fax:
2. Name:
Specialty:
Phone: Fax:
3. Name:|
Specialty:
Phone: Fax:

Previous Medical Facilities

1.

Facility: |
Type:

Phone:

Fax:

Facility: |
Type:
Phone :

Fax:




2140 Kingsley Ave, Suite 1, Orange Park, FL 32073
Ph: 904-368-6809 | Fax: 904-368-6809

Patient Name: DOB

Patient Acknowledgment of Accuracy
| understand that the information | provide in this form is important for my medical care. | certify
that the information | provide is complete and accurate to the best of my knowledge.

Current Medical Conditions

Please check any conditions you have been diagnosed with:

[ Diabetes ] High blood pressure [ Heart-disease
[] stroke ] Thyroid disorder ] Kidney-disease
[ Liver disease [ seizures ] Migraines

[] Asthma/ COPD ] Depression / Anxiety [ cancer (type):
[ other:

Past Surgeries or Hospitalizations

Please list surgeries or hospitalizations with approximate year if known:

Medications
Please list all medications you currently take, including prescriptions, over-the-counter
medications, vitamins, and supplements:




2140 Kingsley Ave, Suite 1, Orange Park, FL 32073
Ph: 904-368-6809 | Fax: 904-368-6809

Patient Name: | DOB

Allergies

Do you have any allergies to medications, foods, or environmental factors?

D No D Yes > Please list:

Reaction(s):

Family Medical History

Please indicate if any immediate family member has had the following conditions:

[ Diabetes ] High blood pressure [ heart disease
[] stroke [] cancer
[ other:

Detailed Family History

List medical conditions and/or cause of death if applicable:
Mother:

Father:

Siblings: |

Spouse:
Children:
Additional:

Comments:




2140 Kingsley Ave, Suite 1, Orange Park, FL 32073
Ph: 904-368-6809 | Fax: 904-368-6809

Patient Name: DOB

Lifestyle
Do you currently smoke?

LINo

|:| Yes > How much?

Do you drink alcohol?

LINo/No

|:| Yes > How often? |

Do you use recreational drugs?

[INo

|:| Yes > Please list:

Do you exercise regularly?

[INo

[ ves» Type, frequency, intensity




2140 Kingsley Ave, Suite 1, Orange Park, FL 32073
Ph: 904-368-6809 | Fax: 904-368-6809

Patient Name: | DOB

Review of Systems

System 1: General Health

Symptom |Yes |[No |[Symptom Yes |No |Symptom Yes ([No

Arthritis [] ] [BackPain [] |I] |BoneFracture ||[] ]

Cancer [1 O |Diabetes [0 ] [[FootPain ] ]

Gout [1 |0 [Headaches [1 ] [VointPain ] ]

Memory Muscle Numbness /

Loss D D Weakness D D Tingling D D

Obesity [1 ] |osteoporosis |[] |I[[L] [|Rheumatic Fever |[] ]

\Ii\(/)zlfht ] [] |[Fever/Chills ] [] [None [] ]
System 2: Skin, Hair, & Nails

|Symptom HYes ||No HSymptom HYes HNo HSymptom ”Yes HNo
Abnormal . . .

Pigmentation (] ] |Boils [] ] |Brittle Nails ] 1]
Dry Skin ] [] |Eczema 1 ] |Frequentinfections ||[] |[[]
Hives [] (] [litching [] |0 [Paundice N
Psoriasis [] [0 |Rash [] ] |/Skin Disease ] 10
Hair/Nail Changes [1 (J |None I




2140 Kingsley Ave, Suite 1, Orange Park, FL 32073
Ph: 904-368-6809 | Fax: 904-368-6809

Patient Name: DOB

System 3: Respiratory

|Symptom HYes HNo HSymptom ||YesHNo HSymptom ”YesHNo ‘
Any Lung Troubles O Ci;ZZ?n(;r [ I[] |Bronchitis NN

Chronic / Frequent

Cough Shortness of Breath ||[_] ||[] ||Difficulty Breathing||[[] ||[]

Pleurisy / Pneumonitis Spittingup blood  |[[] |[[] [[URI(Cold) Now O -

None

OO O
OOy

System 4: Cardiovascular

|Symptom HYesHNo HSymptom HYes”No ”Symptom HYesHNo ‘

Awakening in night . . Congestive Heart

smothering [0 | |[Chest Pain/Angina [T [ Failure .

Cyanosis ]I Ell(];f;izlty walking 2 [] I |IEdema/ Swelling ]I

Heart Attacks ] ] |[Heart Murmur [ ] |[Heart Trouble 11

High Blood Pressure ([ ] [[] |Irregular Heartbeat |[[ ] [|[] |[Painin legs ] I

Palpitations [] ] |[Poor Circulation O & Varicose Veins / O =
Phlebitis

None NN




Patient Name:

System 5: Gastrointestinal

2140 Kingsley Ave, Suite 1, Orange Park, FL 32073
Ph: 904-368-6809 | Fax: 904-368-6809

DOB

|Symptom ”YesHNo ||Symptom HYes”No HSymptom HYesHNo ‘

Abdominal Pain [] ] llAppetite Changes  ||[] ||[] |Black Stools ] 10

Bleeding with Bowel . . Crohn's Disease /

Movements [ | |/Blood in Vomit O e Colitis .
L Cramping / Difficulty

Constipation Hpim Abdominal Pain myim Swallowing myim

Diverticulosis [] II] |lGallbladder Disease |[_] |[C] ||Gas /Bloating 1 ]

Heartburn / Indigestion ||[] ||[] |[Hemorrhoids/Piles |[] |[] |Hepatitis ]

Hernia [] I |lLiver Trouble ] ] |[Nausea/Vomiting |[] [I]

Painful Bowel . :

Moverments [] lIC] ||Peptic Ulcer [] ] |[Frequent Diarrhea |[] |I[]

Recent change in bowel

habits L1 | [None i

System 6: Genitourinary

|Symptom HYes ”No HSymptom HYes ”No HSymptom ||Yes HNo ‘
. . s Burning or Painful

Blood in Urine [] | |Bright's Disease |[] |I[] Urination O

Decreasein Frequent .

force/flow D D Urination D D Kidney Stones D D

. Night time

Kidney Trouble O g Urinating [1 IO ||Prostate Problems || ] |[]

None ] 1]




Patient Name:

System 7: Eyes, Ears, Nose, Throat, & Mouth (EENT)

2140 Kingsley Ave, Suite 1, Orange Park, FL 32073
Ph: 904-368-6809 | Fax: 904-368-6809

DOB.

|Symptom HYes”No HSymptom ”Yes”No HSymptom HYes”No ‘
Blurring [] II] |Ipouble Vision [] I |[Eye Disease or Injury |[ ] (I[]
Eye Pain / Discharge |[_] Glasses [] |[Glaucoma
Itchy Eyes [] I ||Vision Changes [] ] ||Ear Disease O I
Ear Infections ] II] |[Ears ringing ] ] |Hearing problems O I
Impaired Hearing ] 1] Chronic Sinus ] I |iitchy Nose ] 1]
Trouble
Nosebleeds [] ] |[Postnasaldrip ] L] ||Sinusitis ] I
ETS(szg/ Runny [] ] ||Gum Bleeding [] ] |[Hoarseness ] 1]
Loss of Taste [] ] |[Sore Throat ] I |[Mononucleosis O I
Sores [] IIJ |[None ] I
System 8: Hematologic & Endocrine
|Symptom HYes HNo HSymptom HYes”No HSymptom HYes||No|
Become colder than Changes in Hair .
before iy Growth [ | |changesin hat 0o
. Sweating / Night .
Fatigue O g Swoats [ ] |IFever/ Chills 11O
. . . Heat/Cold
Frequent infections [] ] lcoiter (]I i tolerance ] ICd
Hormone Therapy O 1] Lymph Node 1 (] |ISleep Problems 10
Enlargement
Abnormal Bruising [] I] [|Anemia [] IIlC] |[Blood Disease ] ICd
Excessive bleeding -
after tooth extraction [ |13 |Phtebitis O | |stowto heal 0 E
Thyroid Disease [] ] |weakness / Paralysis|[ ] [[[[] |[Weight Change (|
None: ] I




2140 Kingsley Ave, Suite 1, Orange Park, FL 32073
Ph: 904-368-6809 | Fax: 904-368-6809

Patient Name: DOB

System 9: Neurological

|Symptom HYesHNo ||Symptom HYesHNo ||Symptom ”Yes”No ‘
g;z\;l;lés;ions/ [] ] ||Dizziness [] ] ||Fainting Spells ] 1]
Gait / Coordination/ ||[] |[[C] |[Trauma ] IO (Headaches /Migraines |[] |[]
Paralysis [] ] ||Psychiatric Care ||[] |I[] [IStroke NN
Tremor/Hand

shaking D D None D D

System 10: Mental Health

|Symptom ||Yes HNo HSymptom HYes HNo HSymptom HYes HNo |
Depression/anxiety |[] |I[L] |Eating Disorder ] I SP;ziScS\év;en ] I

Attempted
Cry frequently O | suicid: 0B

OO
Seriously thought [] ] [troublesleeping |[] |[[] ||Counseling I
1O

Appetite Problems

about hurting self

Bi-Polar disorder

System 11: Men Only

Symptom Yes||No ||Symptom Yes||No ||Symptom ([Yes|[No
Night urination |:| D Loss of libido |:| |:| Blood in urine I:l |:|
Kidney/Bladder/Prostate infection Difficulty with erection /

(last 12 mo) D I:] ejaculation I:] |:|




2140 Kingsley Ave, Suite 1, Orange Park, FL 32073
Ph: 904-368-6809 | Fax: 904-368-6809

Patient Name: DOB
System 12: Women Only Gynecologic History
Ye Sympto|Ye N—
Symptom Yes No Symptom No ymp
s m s |o
Hot
Heavy periods / Irregular Pregnant/ flashes /
/ Spotting / Pain D D Breastfeeding D D Night D D
sweats L]
Menstrual tension / Recurrent Pain /
Bloating / Irritability u N vaginal 1|1 | Beeding L 1]
infections with sex |
|Field ||Response HField HResponse |
Age at onset of Date of last
menstruation menstruation

|Number of preghancies |

HLength of cycle ‘

INumber of live births |,

|
Number of miscarriages

HDays of flow H
[

| Birth control
| method |

|Number of abortions ||

Date of last PAP||

Date of last
Mammogram |

Additional Comments

Is there anything else your care team should know?

Signature of patient or responsible party:

Date:




2140 Kingsley Ave, Suite 1, Orange Park, FL 32073
Ph: 904-368-6809 | Fax: 904-368-6809

Patient Name: DOB

MEDICAL RECORDS RELEASE FORM

Patient Information

Name:
DOB:
Phone:
Address:

Records Release (Office Use Only)
Do NOT complete provider section
Please do NOT complete the “Provider/Facility” section below. This section will be completed by our
office to allow this authorization to be used for multiple providers and to ensure accurate processing

of your request.
FROM Provider/Facility:

Address: _
Phone: . Fax:

TO: Harbor Physicians, 2140 Kingsley Ave Suite 1, Orange Park, FL 32073 Phone: 904-368-6809
Fax: 904-368-6809

Records to be Released:

D All D Dates to D Specific

Purpose:

D Continuity |:| Personal |:| Legal |:| Health Insurance |:| Other

Authorization expires 12 months from signature unless otherwise noted.

Signature: _ Date:
Representative (if applicable):
Relationship: |



2140 Kingsley Ave, Suite 1, Orange Park, FL 32073
Ph: 904-368-6809 | Fax: 904-368-6809

Patient Name: DOB

HIPAA AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION (PHI)

Authorized Person(s)
| authorize Harbor Physicians to communicate with and release my protected health
information (PHI) to the individual(s) listed below (if any).

[ 11do NOT authorize Harbor Physicians to release my PHI to any individual. |

understand that | am choosing not to designate any authorized person.

Name:
Relationship:
Phone Number:

(Additional names may be listed if applicable)

Information Authorized for Release
This authorization includes, but is not limited to: appointments, billing/insurance
information, medical records, lab/test results, and other related healthcare information.

Expiration

This authorization expires one (1) year from the date signed, unless otherwise specified
below.

Other expiration date: / /

Signature

Patient or Representative Signature:
Printed Name:

Relationship:

Date: /| /



2140 Kingsley Ave, Suite 1, Orange Park, FL 32073
Ph: 904-368-6809 | Fax: 904-368-6809

Patient Name: DOB

HIPAA NOTICE OF PRIVACY PRACTICES

This notice describes how your medical information may be used and disclosed and how
you can get access to this information. Please review it carefully.

Your Protected Health Information (PHI) includes your name, address, phone number,
medical history, treatment information, and billing details.

Your Rights

e You have theright to inspect and copy your medical and billing records within 30
days of a written request.

e You may request corrections if information is incomplete or incorrect.

e You may request confidential communication.

e You may request restrictions on use or disclosure.

e You mayrequest a list of disclosures.

e You have the right to a paper copy of this notice.

¢ You may file a complaintif your rights are violated.

e Use and Disclosure

e We may use your information for treatment, payment, and healthcare operations.

e We maydisclose information as required by law.

Patient or Representative Signature:
Printed Name:

Relationship:

Date:| |/ /



2140 Kingsley Ave, Suite 1, Orange Park, FL 32073
Ph: 904-368-6809 | Fax: 904-368-6809

Patient Name: DOB

FINANCIAL POLICY & ASSIGNMENT OF BENEFITS

1. Insurance and Appointment Requirements

| understand that it is my responsibility to provide valid insurance information, referral authorization (if
required), and applicable copayment at the time of service. Failure to provide required documentation or
payment may result in rescheduling or cancellation of my appointment.

2. Copayments and Time-of-Service Payment
| agree to pay all copayments, coinsurance, and any patient-responsible balances at the time of my visit
unless prior arrangements have been made.

3. Returned Payments and Administrative Fees
A fee of $25.00 will be charged for any returned or declined payment, including returned checks or failed
electronic payments, as permitted by applicable law.

4. Missed Appointments / No-Shows
| understand that missed appointments or late cancellations may result in a no-show fee, and repeated
missed appointments may affect my ability to continue care with this practice.

5. Insurance Billing and Patient Responsibility

| authorize this practice to bill my insurance carrier directly. | understand that insurance coverage is a
contract between me and my insurance company, and | am financially responsible for all charges not
covered by insurance, including deductibles, copayments, coinsurance, and non-covered services.

6. Delinquent Accounts and Collections

Accounts not paid in a timely manner may be referred to a third-party collection agency. | agree to be
responsible for all costs of collection, including reasonable collection fees, attorney fees, and court costs, if
applicable.

7. Assignment of Benefits
| authorize payment of medical benefits directly to Harbor Physicians for services rendered. This
authorization remains valid until revoked in writing.

8. Eligibility Certification
| certify that | am eligible for insurance benefits at the time services are rendered. If this certification is
incorrect, | understand that | am financially responsible for all charges incurred.

9. Payment Agreement
| agree to pay any outstanding balances within 30 days unless other arrangements have been approved in
writing by the practice.

Patient Signature: Date:
Staff Witness:
Date:




2140 Kingsley Ave, Suite 1, Orange Park, FL 32073
Ph: 904-368-6809 | Fax: 904-368-6809

Patient Name: DOB

PATIENT CONDUCT & DISCHARGE ACKNOWLEDGMENT

Patient Name:
Date of Birth:

1. Acknowledgment of Standards of Care
| understand that this medical practice is committed to providing safe, professional, and medically
appropriate care in accordance with applicable clinical standards and policies. | acknowledge that
respectful communication and cooperation are necessary for the delivery of effective medical care.
2. Required Patient Conduct
| agree to:

e Communicate respectfully with all providers, staff, and other patients.

e Follow agreed-upon treatment plans or actively discuss concerns before refusing care.

e Comply with clinic policies, instructions, and scheduled appointments.

e Refrain from behavior that disrupts clinic operations or the delivery of care.

3. Behavior That May Result in Discharge

| understand that the following behaviors are considered incompatible with ongoing care in this practice and
may result in discharge from the practice, either immediately or after notice at the provider’s discretion:

a. Noncompliance

Repeated refusal to follow medical advice, failure to adhere to treatment plans, or repeated missed
appointments that compromise care continuity.

b. Disruptive or Inappropriate Behavior

Verbal abuse, harassment, intimidation, profanity, or disruptive behavior toward staff, providers, or other
patients.

c. Threatening or Unsafe Behavior

Any threats of violence, aggressive conduct, or actions that create a perceived or actual risk to safety.

d. Interference with Care Delivery

Any action that interferes with clinical workflow, staff duties, or the safe and effective provision of medical
services.

4. Termination of Care Relationship

| understand that the provider reserves the right to terminate the patient-provider relationship when clinically
or administratively appropriate. This includes situations involving repeated noncompliance, disruptive
behavior, safety concerns, or breakdown of trust necessary for care.

If terminated, | understand | may be provided with written notice and reasonable assistance or resources to
transition care to another provider, consistent with applicable regulations and continuity of care standards.
5. Acknowledgment of Understanding

By signing below, | acknowledge that | have read, understood, and agree to comply with the terms outlined in
this Patient Conduct and Discharge Policy.

Patient Signature: Date:
Staff Witness:
Date:



2140 Kingsley Ave, Suite 1, Orange Park, FL 32073
Ph: 904-368-6809 | Fax: 904-368-6809

Patient Name: | DOB.

TELEHEALTH CONSENT FORM (Required for Telehealth Visits)

Patient Information
Name: 'DOB:

Consent

| consent to receive healthcare via telehealth (video, audio, or secure electronic communication).
I understand telehealth may be used for evaluation, diagnosis, treatment, and follow-up care, but
does not replace all in-person visits.

My provider may require an in-person visit if medically necessary.

Florida Compliance

| understand my provider is licensed in Florida and provides telehealth under Florida Statutes
§456.47.

Telehealth services meet the same standard of care as in-person services when clinically
appropriate.

Some services, prescriptions, or medications may be limited by Florida law or clinical judgment.

Risks
| understand risks include:
e Technical failure or interruption
e Limited physical examination
e Possible delaysin care
e Rare privacy/security risk

Privacy
My information is protected under HIPAA and Florida law, but no electronic system is 100% secure.

Patient Rights
I may refuse or stop telehealth at any time and request in-person care when available.

Emergency Notice
Telehealth is not for emergencies. Call 911 or go to ER if needed.

Consent Statement
I understand and voluntarily agree to telehealth services.

Patient: Signature:
Date:



	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Text90: 
	Text91: 
	Text92: 
	Text93: 
	Text109: 
	Text110: 
	Text111: 
	Text112: 
	Text113: 
	Button434: Off
	Button435: Off
	Button436: Off
	Button437: Off
	Button438: Off
	Button439: Off
	Button440: Off
	Button441: Off
	Button442: Off
	Button443: Off
	Button444: Off
	Button445: Off
	Button446: Off
	Button447: Off
	Button448: Off
	Button449: Off
	Button450: Off
	Button451: Off
	Button452: Off
	Button453: Off
	Button454: Off
	Button455: Off
	Button456: Off
	Button457: Off
	Button458: Off
	Button459: Off
	Button460: Off
	Button461: Off
	Button462: Off
	Button463: Off
	Button464: Off
	Button465: Off
	Button466: Off
	Button467: Off
	Button468: Off
	Button469: Off
	Button470: Off
	Button471: Off
	Button472: Off
	Button473: Off
	Button474: Off
	Button475: Off
	Button476: Off
	Button477: Off
	Button478: Off
	Button479: Off
	Button480: Off
	Button481: Off
	Button482: Off
	Button483: Off
	Button484: Off
	Button485: Off
	Button486: Off
	Button487: Off
	Button488: Off
	Button489: Off
	Button490: Off
	Button491: Off
	Button492: Off
	Button493: Off
	Button494: Off
	Button495: Off
	Button496: Off
	Button497: Off
	Button498: Off
	Button499: Off
	Button500: Off
	Button501: Off
	Button502: Off
	Button503: Off
	Button504: Off
	Button505: Off
	Button506: Off
	Button507: Off
	Button508: Off
	Button509: Off
	Button511: Off
	Button512: Off
	Button513: Off
	Button514: Off
	Button515: Off
	Button516: Off
	Button517: Off
	Button518: Off
	Button519: Off
	Button520: Off
	Button521: Off
	Button522: Off
	Button523: Off
	Button524: Off
	Button525: Off
	Button526: Off
	Button527: Off
	Button528: Off
	Button529: Off
	Button530: Off
	Button531: Off
	Button532: Off
	Button533: Off
	Button534: Off
	Button535: Off
	Button536: Off
	Button537: Off
	Button538: Off
	Button539: Off
	Button540: Off
	Button541: Off
	Button542: Off
	Button543: Off
	Button544: Off
	Button545: Off
	Button546: Off
	Button547: Off
	Button548: Off
	Button549: Off
	Button550: Off
	Button551: Off
	Button552: Off
	Button553: Off
	Button554: Off
	Button555: Off
	Button556: Off
	Button557: Off
	Button558: Off
	Button559: Off
	Button560: Off
	Button561: Off
	Button562: Off
	Button563: Off
	Button564: Off
	Button565: Off
	Button566: Off
	Button567: Off
	Button568: Off
	Button569: Off
	Button570: Off
	Button571: Off
	Button572: Off
	Button573: Off
	Button574: Off
	Button575: Off
	Button576: Off
	Button577: Off
	Button578: Off
	Button579: Off
	Button580: Off
	Button581: Off
	Button582: Off
	Button583: Off
	Button584: Off
	Button585: Off
	Button586: Off
	Button587: Off
	Button588: Off
	Button589: Off
	Button590: Off
	Button591: Off
	Button592: Off
	Button593: Off
	Button594: Off
	Button595: Off
	Button596: Off
	Button597: Off
	Button598: Off
	Button599: Off
	Button600: Off
	Button601: Off
	Button602: Off
	Button603: Off
	Button607: Off
	Button608: Off
	Button609: Off
	Button610: Off
	Button611: Off
	Button612: Off
	Button613: Off
	Button614: Off
	Button615: Off
	Button616: Off
	Button617: Off
	Button618: Off
	Button619: Off
	Button620: Off
	Button621: Off
	Button622: Off
	Button623: Off
	Button624: Off
	Button626: Off
	Button627: Off
	Button628: Off
	Button629: Off
	Button630: Off
	Button631: Off
	Button632: Off
	Button633: Off
	Button634: Off
	Button635: Off
	Button636: Off
	Button637: Off
	Button638: Off
	Button639: Off
	Button640: Off
	Button641: Off
	Button642: Off
	Button643: Off
	Button644: Off
	Button645: Off
	Button646: Off
	Button647: Off
	Button648: Off
	Button649: Off
	Button650: Off
	Button651: Off
	Button652: Off
	Button653: Off
	Button654: Off
	Button655: Off
	Button656: Off
	Button657: Off
	Button658: Off
	Button659: Off
	Button660: Off
	Button661: Off
	Button662: Off
	Button663: Off
	Button664: Off
	Button665: Off
	Button666: Off
	Button667: Off
	Button668: Off
	Button669: Off
	Button670: Off
	Button671: Off
	Button672: Off
	Button673: Off
	Button674: Off
	Button676: Off
	Button677: Off
	Button678: Off
	Button679: Off
	Button680: Off
	Button681: Off
	Button682: Off
	Button683: Off
	Button684: Off
	Button685: Off
	Button686: Off
	Button687: Off
	Button688: Off
	Button689: Off
	Button690: Off
	Button691: Off
	Button692: Off
	Button693: Off
	Button694: Off
	Button695: Off
	Button696: Off
	Button697: Off
	Button698: Off
	Button699: Off
	Button700: Off
	Button701: Off
	Button702: Off
	Button703: Off
	Button704: Off
	Button705: Off
	Button706: Off
	Button707: Off
	Button708: Off
	Button709: Off
	Button710: Off
	Button711: Off
	Button712: Off
	Button713: Off
	Button714: Off
	Button715: Off
	Button716: Off
	Button717: Off
	Button718: Off
	Button719: Off
	Button720: Off
	Button721: Off
	Button722: Off
	Button723: Off
	Button724: Off
	Button725: Off
	Button727: Off
	Button728: Off
	Button729: Off
	Button730: Off
	Button731: Off
	Button732: Off
	Button733: Off
	Button734: Off
	Button735: Off
	Button736: Off
	Button737: Off
	Button738: Off
	Button739: Off
	Button740: Off
	Button741: Off
	Button742: Off
	Button743: Off
	Button744: Off
	Button745: Off
	Button746: Off
	Button747: Off
	Button748: Off
	Button749: Off
	Button750: Off
	Button751: Off
	Button752: Off
	Button753: Off
	Button754: Off
	Button755: Off
	Button756: Off
	Button757: Off
	Button758: Off
	Button759: Off
	Button760: Off
	Button761: Off
	Button762: Off
	Button763: Off
	Button764: Off
	Button765: Off
	Button766: Off
	Button767: Off
	Button768: Off
	Button769: Off
	Button770: Off
	Button771: Off
	Button772: Off
	Button773: Off
	Button774: Off
	Button775: Off
	Button776: Off
	Button777: Off
	Button778: Off
	Button779: Off
	Button780: Off
	Button781: Off
	Button782: Off
	Button783: Off
	Button784: Off
	Button785: Off
	Button786: Off
	Button787: Off
	Button788: Off
	Button789: Off
	Button790: Off
	Button791: Off
	Button792: Off
	Button793: Off
	Button794: Off
	Button796: Off
	Button797: Off
	Button798: Off
	Button799: Off
	Button800: Off
	Button801: Off
	Button802: Off
	Button803: Off
	Button804: Off
	Button805: Off
	Button806: Off
	Button807: Off
	Button808: Off
	Button809: Off
	Button810: Off
	Button811: Off
	Button812: Off
	Button813: Off
	Button814: Off
	Button815: Off
	Button816: Off
	Button817: Off
	Button818: Off
	Button819: Off
	Button820: Off
	Button821: Off
	Button822: Off
	Button823: Off
	Button824: Off
	Button825: Off
	Button826: Off
	Button827: Off
	Text828: 
	Text829: 
	Text830: 
	Text831: 
	Text832: 
	Text833: 
	Text834: 
	Text835: 
	Text836: 
	Text837: 
	Text838: 
	Text839: 
	Text840: 
	Text841: 
	Text842: 
	Text843: 
	Text844: 
	Text845: 
	Text846: 
	Text847: 
	Text848: 
	Text849: 
	Text850: 
	Text851: 
	Text852: 
	Text853: 
	Text854: 
	Text855: 
	Text856: 
	Text857: 
	Text858: 
	Text859: 
	Text860: 
	Text861: 
	Text862: 
	Text863: 
	Text864: 
	Text865: 
	Text866: 
	Text867: 
	Text868: 
	Text869: 
	Text870: 
	Text871: 
	Text872: 
	Text873: 
	Text874: 
	Text875: 
	Text876: 
	Text877: 
	Text878: 
	Text879: 
	Text880: 
	Text881: 
	Text882: 
	Text883: 
	Text884: 
	Text885: 
	Text886: 
	Text887: 
	Text888: 
	Text889: 
	Text890: 
	Text891: 
	Text892: 
	Text893: 
	Text894: 
	Text895: 
	Text896: 
	Text897: 
	Text898: 
	Text899: 
	Text900: 
	Text901: 
	Text902: 
	Text903: 
	Text904: 
	Text905: 
	Text906: 
	Text907: 
	Text908: 
	Text909: 
	Text910: 
	Text911: 
	Text912: 
	Text913: 
	Text914: 
	Text915: 
	Text916: 
	Text917: 
	Text918: 
	Text919: 
	Text920: 
	Text921: 
	Text922: 
	Text924: 
	Text925: 
	Text926: 
	Text927: 
	Text928: 
	Text929: 
	Text930: 
	Text931: 
	Text932: 
	Text933: 
	Text934: 
	Text935: 
	Text936: 
	Text937: 
	Text938: 
	Text939: 
	Text940: 
	Text941: 
	Text942: 
	Text943: 
	Text944: 
	Text945: 
	Text946: 
	Text947: 
	Text948: 
	Text949: 
	Text950: 
	Text951: 
	Text952: 
	Text953: 
	Text954: 
	Text955: 
	Text956: 
	Text957: 
	Text958: 
	Text959: 
	Text960: 
	Text961: 
	Text962: 
	Text963: 
	Text964: 
	Text965: 
	Text966: 
	Text967: 
	Text968: 
	Text969: 
	Text970: 


