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	Address: 123 Sample Road
	City: Metro City
	State: MI
	Zip Code: 12345
	Email: jackie.dee@example.co
	Contact Number: 555-5555
	Name: Dr Stella Jay
	Organization: Kids Counselling Inc.
	Contact Number_2: 555-5555
	Address_2: 456 Sample Avenue
	City_2: Metro City
	State_2: MI
	Zip Code_2: 12345
	D Full treatment record excluding the following information: 
	undefined: 
	Name_2: Dr Max Em
	Organization_2: Child Therapy Specialists Inc.
	Contact Number_3: 555-5555
	Address_3: 789 Sample Terrace
	City_3: Metro City
	State_3: MI
	Zip Code_3: 12345
	Check Box5: Yes
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Group4: Choice1
	Text39: 
	First Name: Jackie
	Last Name: Dee
	Date of Birth: 05.02.2010
	Gender: F
	Text11: 
	Check Box12: Yes
	Check Box13: Off
	Check Box14: Off
	Text15: 
	0: 
	0: 
	1: 

	1: 
	0: 
	0: 12.08.2022
	1: 

	1: Bella Dee


	Text19: 
	Check Box20: Yes
	Check Box22: Off
	Check Box23: Off
	D The following date: 
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