
‭🩺‬‭BIODATA‬‭—‬‭Dr.‬‭Kavish‬‭Pandey‬

‭Personal‬‭Details‬
‭Name:‬‭Dr.‬‭Kavish‬‭Pandey‬

‭Date‬‭of‬‭Birth:‬‭20th‬‭November‬‭1991‬

‭Mobile:‬‭+91‬‭84476‬‭29356‬

‭Email:‬‭kavish.pandey@gmail.com‬

‭Educational‬‭Qualifications‬
‭●‬ ‭MD‬‭(Homoeopathy)‬‭–‬‭Psychiatry,‬‭2019‬
‭●‬ ‭BHMS‬‭–‬‭Bakson‬‭Homoeopathic‬‭Medical‬‭College‬‭&‬‭RI,‬‭Greater‬‭Noida‬
‭●‬ ‭-‬‭Affiliated‬‭to‬‭Dr.‬‭Bhim‬‭Rao‬‭Ambedkar‬‭University,‬‭Agra‬
‭●‬ ‭Higher‬‭Secondary‬‭(12th)‬‭–‬‭ISC,‬‭New‬‭Delhi,‬‭2009‬
‭●‬ ‭Secondary‬‭(10th)‬‭–‬‭ICSE,‬‭New‬‭Delhi,‬‭2007‬

‭Current‬‭Position‬
‭●‬ ‭Designation:‬‭Associate‬‭Professor‬

‭●‬ ‭Department:‬‭Human‬‭Anatomy‬

‭●‬ ‭Institution:‬‭Aarihant‬‭Homoeopathic‬‭Medical‬‭College‬‭&‬‭Research‬‭Institute,‬
‭Gandhinagar‬

‭●‬ ‭Tenure:‬‭From‬‭11th‬‭March‬‭2024‬‭–‬‭Present‬

‭Previous‬‭Role:‬
‭●‬ ‭Assistant‬‭Professor,‬‭Human‬‭Anatomy‬

‭●‬ ‭Aarihant‬‭Homoeopathic‬‭Medical‬‭College‬‭&‬‭RI,‬‭Gandhinagar‬

‭●‬ ‭Tenure:‬‭29th‬‭February‬‭2020‬‭–‬‭10th‬‭March‬‭2024‬

‭Professional‬‭Achievements‬
‭●‬ ‭CME/Training‬‭Workshops‬‭(Sponsored‬‭by‬‭AYUSH/Govt.):‬‭01‬
‭●‬ ‭Academic‬‭Visits‬‭/‬‭Camps‬‭/‬‭Awareness‬‭Programs‬‭Organized:‬‭08‬
‭●‬ ‭Seminars‬‭&‬‭Webinars‬‭Attended:‬‭08‬
‭●‬ ‭Events‬‭Organized:‬‭01‬
‭●‬ ‭Research‬‭Publications:‬‭01‬
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BAKSON HOMOEOPATHIC MEDICAL COLLEGE 
Plol no. 36 B, l<nowlcdgc Park Phase-1, Greater Noida, 

Gautam Budh Nagar - 201306 (U.P.) 

Sr. No : BIIMC/ Admin/2017 / J / 19 
Session: 2015-2018 

Enrolment No.: 0985772 

Roll No. : 178577791019 IRKSON 

College Code- 857 

Notification no.: 100/Conf. 

Date : 29/01/2019 

~ PASSING CERTIFICATE l 
Tlzis is to certifiJ that Dr. KA VISH AJIT PANDEY son of Mr. VIJAY 

KUMAR PANDEY has passed M.D. (Homoeopathy) Part-2 

Examinations-2018 conducted by Dr. B. R. Ambedkar University, Agra in 

the month of November' 2018 in following subjects: 

► Specialty Subject Psychiatry 

► Subsidiary Subject 

► Optional Subject 

Topic of Dissertation 

Materia Medica 

Repertory 

"USEFULNESS OF HOMOEOPATHIC MANAGEMENT ON PSYCHOSO~lATIC 
DISORDERS OF GASTROINTESTINAL SYSTEM" 

He bears a good moral character. 

We wish his success in life. 

Greater Noida 
Date: 01/02/2019 

(Principal) 
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27 

This is to certity that Sri/ Km./ Smt. D:..kAvas4.A.3.2.7.(kanelahy. S/o/ D/o.N.D.at.k.M..Rathy. 
(Roll No. L:1<.-114la.) of ..Aestso..shemtaRas College.Aasds. passed the...M.9:f..4pe Examination of 20....with 
as his/her subjects and that he/she was placed in ..et.. Division. 

REGISTERED 
(Admin/334) 

APP.ID.No...Q-28.9.442.. 
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His/her also passed in..Keataas an Additional/Extra Optional Subject. 
The candidate has done all that is necessary tor the formal presentation for the degree of 

..Lsyehintg 

D.S. EXAMINATION 
pBRAUNIVERSITY,AGRA Asstt. / Dy. Register (Exam.) 



SWARTNIM 
VATTO IVE RSITY 

Consent Form for Student Counseling Sessions 

AARIHANT HOMOEOPATHIC HOSPITAL 

Section A: Student Information 
Name of Student: 

Age:1 g 
Gender: Male FemalelOther 

Class / Course: 

Contact Number: 

Institution Name: Design 

Address: 

palel sotil 

Desigh. 33d sey 

Ahmecla bad Cohet 

Contact Number: 

Relationship to Student: f ctter 

Section B: Parent/Guardian Details *(Required if student is under 18)* 
Name of Parent/Guardian: Dipale pte 

Section C: Purpose of Counseling 

DAcademic Stress 

O Exam Anxiety 

I understand that the purpose of counseling is to provide emotional, psychological, and 
lifestyle support related to: 

O Emotional Difficulties (e.g., sadness, fear, anger) 

10Sleep or Concentration Issues 

A IHANT 
HOMOEOPATHIC MEDICAL 
COLLEGE & RESEARCH INSTITUTE 

(Ministry of AYUSH Grvernment of India & NCH Approved) 

O Peer or Social Challenges 
DCareer or Goal Confusion 

Dother CErildhecd bullyiny 

mlej2s 

Highlight



SWARINII 
UNIVERSITY 

VATION 

Section D: Consent Statement 

Counseling will be conducted bya qualified MD (Hom.) in Psychiatry, within the scope of 
homeopathic mental health support. 

1. Confidentiality will be maintained except in cases where: 

I voluntarily consent to attend counseling sessions conducted at Aarihant Homoeopathic 
Hospital. I understand that: 

- There is risk of harm to self or others. 

- Required by law or court order. 

2. Referrals may be made to a clinical psychologist or psychiatrist if needed. 

4.I have the right to withdraw from counseling at any time. 

3. The sessions are non-pharmacological, and no psychotherapy or psychiatric medicine will 
be prescribed. 

Section E: Signatures 

AFIHANT 

Signature of Student: 

HOMOEOPATHIC MEDICAL 
COLLEGE & RESEARCH INSTITUTE 

(Ministry of AYUSH Government of India & NCH Approved) 

Signature of Parent/Guardian: 

*(Required if student is under 18 years of age)* 

Date:7 sl2s 
Date: 7s2 

Date: Il 
Counselor's Name & Designation: Dn kavsh punhy 
Signature of Counselor:os 



STUDENT COUNSELING CASE TAKING FORMAT 

A. GENERAL INFORMATION 

1. Full Name of Student:ate) Johi| 
2. Age/Date of Birth: 

3. Gender: 

4. Class/Grade: 

5. Schoo/lnstitution Name: 

6. Date of Session: 

7. Counselors Name: D levh Pundey 

3 SEM 

8. Referral Source: (Sel7 Teacher / Parent / Peer / Adminiatration) 

9. Presenting Problem (As Reported by Student/Referrer): 

Ancey NeDsis 

1. Family Details: 

1zl0s 

B. BACKGROUND INFORMATION 

- Father's Name / Occupation: 

-Mother's Name / Occupation: tlQu 
Siblings (Name, Age, Class); Del, 92 yeA ol. 

SOn 

2. Academic History: 

- Family Type: Joint / Nuelear / Separated / Single Parent 
- Relationship with family members: 

- Previous Academic Performance: 

-Favorite/ Difficult Subjects: 
-Current Academic Concerns (if any): AbsentNnele. 

3. Behavior at School: 

- Attendance and Participation in Class: 

Augge 

Dipak soBe) 

- Interaction with Peers: 

-Relationship with Teachers: 

- Disciplinary History (if any): 
-Extracurricular Involvement: 

- Hobbies/Interests: 

4. Personal-Social History: 

Sleep & Appetite Pattern: 

Pate. 

Ave cg 

Deneing sle�p'ng 
- Recent changes in behavior/mood: 

- History of trauma, loss, bullying, abuse, etc.: 

Junel 



5. Medical History: 
Current physical/mental health concerns: 

- Ongoing medication/treatment (if any): 

- Past psychiatric/psychological treatment (if any): 

C. ASSESSMENT (As Observed by Counselor) 

1. Mood/Affect: $4xessEull 
2. Cognitive Functioning: Avereqe 
3. Self-Esteem/Confidence: 

4. Motivation/Goal Orientation: 

5. Communication Skills: 

7. Risk Assessment (if any): 
6. Any Maladaptive Behavior Noted: nvalumAOy s. 

Suicidal ldeation / Self-Harm/ Aggression / Substance Use 

2. Long-term Goals: 

D. COUNSELING GOALS AND PLAN 

Aggresion 

1. Short-term Goals: Avoc 

High Tzoun 
Comfue) 

AveTige 

3. Plan of Intervention: 

obesiy 

E. SUMMARY AND REMARKS 

-Type: Indiyidual /Group / Career / Remedial / Behavioral 

-Frequency:EVe ceek 

1. Session Summary: 

3. FollowW-up Date: 

2. Parental Involvement Needed? 

4. Counselor's Signature & Date: 

-Techniques/Tools Used (CBT, Play therapy, etc.): 



SWARINIM STARTUp & IN NOYTN 
UNIVFRSITY 

Consent Form for Student Counseling Sessions 

Section A: Student Information 

AARIHANT HOMOEOPATHIC HOSPITAL 

Name of Student: 

Age: 22ys 
Gender: VMale Female O Other 

Class/ Course: 

Centact Number: 

Institution Name: A AMC 

Address: 

Kal scrye Pradeeo 

Contact Number: 

BAMS 

Relationship to Student: 

hedoeady Ghfanat 
2 10uOloO 

BAcademic Stress 

EÉxam Anxiety 

Section B: Parent/Guardian Details *(Required if student is under 18) * 
Name of Parent/Guardian: hhen hai 

Section C: Purpose of Counseling 

DOther: 

Fathn 

I understand that the purpose of counseling is to provide emotional, psychological, and 
lifestyle support related to: 

O Emotional Difficulties (e.g., sadness, fear, anger) 

BSleep or Concentration Issues 

O Peer or Social Challenges 

ARIHANT 

D Career or Goal Confusion 

HOMOEOPATHIC MEDICAL 
COLLEGE & RESEARCH INSTITUTE 
(Ministry of AYUSH Government Approved) 



SWARSNIM 
UNIVrATON 

Section D: Consent Statement 

Counseling will be conducted by a qualified MD (Hom.) in Psychiatry, within the scope of 
homeopathic mental health support. 

1. Confidentiality will be maintained except in cases where: 

-There is risk of harm to self or others. 

Tvoluntarily consent to attend counseling sessions conducted at Aarihant Homoeopathic 
Hospital. I understand that: 

-Required by law or court order. 

2. Referrals may be made to a clinical psychologist or psychiatrist if needed. 

4.I have the right to withdraw from counseling at any time. 

Section E: Signatures 

3. The sessions are non-pharmacological, and no psychotherapy or psychiatric medicine will 
be prescribed. 

Signature of Student: 

Signature of Parent/Guardian: 

ARIHANT 

Date: 

HOMOEOPATHIC MEDICAL 
COLLEGE & RESEARCH INSTITUTE NCH (Ministry of AYUSH Goveroment 

*(Required if student is under 18 years of age)* 

1aebleo24 
Date: 

Date: 

oproved) 

Counselor's Name & Designation: Rauido Pondy 
Signature of Counselor:e 



STUDENT COUNSELING CASE TAKING FORMAT 

A. GENERAL INFORMATION 

1. Full Name of Student: 

2. Age/Date of Birth: 

3. Gender: 

4. Class/Grade: 
5. School/Institution Name: 

6. Date of Session: 

7. Counselor's Name: 

1. Family Details: 

male 

8. Referral Source: (Self / Teacher / Parent / Peer / Administration) 

9. Presenting Problem (As Reported by ^tudent/Referrer): 

SAm 

B. BACKGROUND INFORMATION 

- Father's Name / Occupation: 

12<Fe 2024 
Qauit Panday 

Kobeni Pradeap 

2. Academic History: 

- Mother's Name / Occupation: 

-Siblings (Name, Age, Class): 

3. Behavior at School: 

AAmc 

-Family Type: Joint / Nuclear i Separated / Single Parent 

-Relationship with family members: 

- Interaction with Peers: 

- Previous Academic Performance: 

-Current Academic Concerns (if any); 
-Favorite / Difficult Subjects: 
-Attendance and Participation in Class: 

- Hobbies/Interests: 

-Relationship with Teachers: 

- Disciplinary History (if any): 

4. Personal-Social History: 

Bakaabhai/ Foemen 

Avwwag 

- Extracurricular Involvement: 

-Sleep & Appetite Pattern: 

Lash of intenest in Stis 

- Recent changes in behavior/mood: 

Aee 
Ladeef inet ln Studis 

A ere 

Duel, Net 4wtonestat in dog amytig 
- History of trauma, loss, bullying, abuse, etc.: 



5. Medical History: 
Current physical/mental health concerns: 

-Ongoing medication/treatment (if any): 

- Past psychiatric/psychological treatment (if any): 

C. ASSESSMENT (As Observed by Counselor) 
1. Mood/Affect: 

2. Cognitive Functioning: 
3. Self-Esteem/Confidence: 

4. Motivation/Goal Orientation: 

5. Communication Skills: 

6. Any Maladaptive Behavior Noted: 

7. Risk Assessment (if any): 

D. COUNSELING GOALS AND PLAN 

-Suicidal ldeation / Self-Harm / Aggression / Substance Use 

1. Short-term Goals: 

2. Long-term Goals: 

3. Plan of Intervention: 

- Frequency: 

-Type: Individual/ Group / �areer / Remedial / Behavioral 

E. SUMMARY AND REMARKS 

1. Session Summary: 

Les 
Confutd 

1ry to he sinoe in soial cinle 
Maitti 

-Techniques/Tools Used (CBT, Play therapy, etc.): 

Pesie Baasie 

2. Paretal Involvement Needed? 

3. FollowW-up Date: 
4. Counselor's Signature & Date: 

Ne 
190224 



SWAR IM 
S1T 

Consent Form for Student Counseling Sessions 

AARIHANT HOMOEOPATHIC HOSPITAL 

Section A: Student Information 
Name of Student: 

Age:22 

Gender: VMale D Female D Other 

Class/ Course: 

Address: 

Institution Name: SmCLA 

Contact Number:2304 20 (2 

Relationship to Student: 

Contact Number: 

SmcLA 

Mradiya Neeltuman Ramadh blai 

Section B: Parent/Guardian Details *(Required if student is under 18) * 
Name of Parent/Guardian: 

DAcademic Stress 

O Exam Anxiety 

Section C: Purpose of Counseling 
I understand that the purpose of counseling is to provide emotional, psychological, and 

lifestyle support related to: 

DOther: 

Ramethbha' 
Fotan 

aEmotional Dificulties (e.g, sadness, fear, anger) 

asleep or Concentration Issues 

DPeer or Social Challenges 

D Career or Goal Confusion 

KIHANT 
HOMOEOPATHIC MEDICAL 
COLLEGE & RESEARCH INSTITUTE 
(Minstry of AYUSH Government of India & NGH Approved) 

Caioed toaue 



SWARCNYNS 
UNIVrRSITY 

Section D: Consent Statement 

Counseling will be conducted by a qualified MD (Hom.) in Psychiatry, within the scope of 
homeopathic mental health support. 

1. Confidentiality will be maintained except in cases where: 

I voluntarily consent to attend counseling sessions conducted at Aarihant Homoeopathic 
Hospital. Iunderstand that: 

- There is risk of harm to self or others. 

- Required by law or court order. 

2. Referrals may be made to a clinical psychologist or psychiatrist if needed. 

4. I have the right to withdraw from counseling at any time. 

3. The sessions are non-pharmacological, and no psychotherapy or psychiatric medícine will 
be prescribed. 

Section E: Signatures 
Signature of Student: 

Signature of Parent/Guardian: 

*(Required if student is under 18 years of age)* 

Counselor's Name & Designation: 

HOMOEOPATHIC MEDICAL 
COLLEGE & RESEARCH INSTITUTE 
(Minstry of AYUSH -Governmont of India & NGH Approved) 

Signature of Counselor: 

Date: I\/ 2/23 

HAN 

Date: 

Date: 

Da. Kaut Pandey 



STUDENT COUNSELING CASE TAKING FORMAT 

A. GENERAL INFORMATION 

1. Full Name of Student: 

2. Age/Date of Birth: 

3. Gender: 

4. Class/Grade: 

5. School/lnstitution Name: 

6. Date of Session: 

7. Counselor's Name: 

1. Family Details: 

male 

8. Referral Source: (Self / Teacher / Parent / Peer / Administration) 

Madiye Necdkuman 

9. Presenting Problem (As Reported by Student/Referrer): 

B. BACKGROUND INFORMATION 

SmcLA 
SLA 

mied Depress lira 

DaKavis fande 

- Father's Name / Occupation: 

2. Academic History: 

-Mother's Name / Occupation: 

- Siblings (Name, Age, Class): 

-Relationship with family members: 
- Family Type: JoiDt / Nuclear / Separated / Single Parernt 

3. Behavior at School: 

- Previous Academic Performance: 

- Interaction with Peers: 

- Favorite / Difficult Subjects: 

Sen 

Current Academic Concerns (if any): Emetitdistes Albsetmind 

- Attendance and Participation in Class: 

- Hobbies/lnterests: 

-Relationship with Teachers: 

4. Personal-Social History: 

- Disciplinary History (if any): 
- Extracurricular Involvement: 

Rammehhai 

Averag 

od Emtd Dyte 

Sleep & Appetite Pattern: 

Recent changes in behavior/mood: 

Avease 

Readig 

Avrag 

- History of trauma, loss, bullying, abuse, etC.: 

Booky 

melaheli 

hildhod Taurha 



5. Medical History: 
- Current physical/mental health concerns: 

- Ongoing medication/treatment (if any): 

- Past psychiatric/psychological treatment (if any): 

C. ASSESSMENT (As Observed by Counselor) 
1. Mood/Affect: 

2. Cognitive Functioning: 
3. Self-Esteem/Confidence: 

4. Motivation/Goal Orientation: 

5. Communication Skills: 

7. Risk Assessmnent (if any): 
6. Any Maladaptive Behavior Noted: 

1. Short-term Goals: 

Suicidal ldeation / Self-Harm /Aggression / Substance Use 

D. COUNSELING GOALS AND PLAN 

2. Long-term Goals: 

Depresve 
Avera 

3. Plan of Intervention: 

-Frequency: 

Aveee 

- Type: Individual/ Group / Career / Remedial/ Behavioral 

E. SUMMARY AND REMARKS 
1. Session Summary: 

- Techniques/Tools Used (CBT, Play therapy, etc.): 

3. Follow-up Date: 

Avedanae Behasowe 

Ave Seeentne, Do mee woe & ae besesyonni 

Meditalun 

2. Parental Involvement Needed? 

4. Counselor's Signature & Date: 

Co opunt duni seios 
Ne 

18 223 



SWARIN 
INIVERSITY 

Consent Form for Student Counseling Sessions 

Section A: Student Information 

AARIHANT HOMOEOPATHIC HOSPITAL 

Name of Student: 

Age: 204s 
Gender: EMale Female 0Other 

Class/ Course: 

Institution Namne: 

Contact Number: 

Address: 

hehal Vihias Gupta 

Contact Number: 

Relationship to Student: 

BOA 

OAcademic Stress 

Sem3 

Section B: Parent/Guardian Details *(Required if student is under 18) * 

Name of Parent/Guardian: 

Section C: Purpose of Counseling 

Exam Anxiety 

I understand that the purpose of counseling is to provide emotional, psychological, and 

lifestyle support related to: 

O Emotional Difficulties (e.g., sadness, fear, anger) 

O Sleep or Concentration Issues 

KIHANT 

O Peer or Social Challenges 

HOMOEOPATHIC MEDICAL 
COLLEGE & RESEARCH INSTITUTE 

vernment of India & NCH Approved) 

ZCareer or Goal Confusion 

(Minstry of AYuSH 

Dother: Child hoon bully 



SWARVIM 
S 

Section D: Consent Statement 

1. Confidentiality will be maintained except in cases where: 

Counseling will be conducted by a qualified MD (Hom.) in Psychiatry, within the scope of 

homeopathic mental health support. 

- There is risk of harm to self or others. 

- Required by law or court order. 

I voluntarily consent to attend counseling sessions conducted at Aarihant Homoeopathic 
Hospital. I understand that: 

4. I have the right to withdraw from counseling at any time. 

Section E: Signatures 

2. Referrals may be made to a clinical psychologist or psychiatrist if needed. 

Signature of Student: 

3. The sessions are non-pharmacological, and no psychotherapy or psychiatric medicine will 

be prescribed. 

Signature of Parent/Guardian: 

PIHANT 

Date: 

*(Required if student is under 18 years of age)* 

Counselor's Name & Designation: 

Signature of Counselor: Z 

HOMOEOPATHIC MEDICAL 
COLLEGE & RESEARCH INSTITUTE 

(Ministry of AYUSH 

Date: 

Date: 

GiovernmIent of India & MCH Approvea) 

R Kauih Ponte 

9 lotlo3 



STUDENT COUNSELING CASE TAKING FORMAT 

A. GENERAL INFORMATION 

1. Full Name of Student: 

2. Age/Date of Birth: 
3. Gender: 

4. Class/Grade: 

5. School/lnstitution Name: 

6. Date of Session: 

7.Counselor's Name: 

8. Referal Source: (Self / Teacher / Parent / Peer / Administration) 

1. Family Details: 

9. Presenting Problem (As Reported by Student/Referrer): 

Male 
Sem3 

BRA 
3/102 o23 

DaKauih Padey 

B. BACKGROUND INFORMATION 

Gnepal Vihwes aeta 

-Father's Name / Occupation: 

- Mother's Name/ Occupation: 

- Siblings (Name, Age, Class): 

2. Academic History: 

-Family Type: Jbint / Nuclear / Separated / Single Parent 

-Relationship with family members: 

- Previous Academic Performance: 

3. Behavior at School: 

-Favorite / Difficult Subjects: 
-Current Academic Concerns (if any): (ontat Gatiig broodiig 

- Attendance and Participation in Class: 

Interaction with Peers: 

- Hobbies/Interests: 

- Relationship with Teachers: 

Disciplinary History (if any): 

Belour Averene 

-Extracurricular Involvement: 

4. Personal-Social History: 

Poor 

- Sleep & Appetite Pattern: 

Dule 
Avenege 

- Recent changes in behavior/mood: 

Avenae 

cennee 

Nt tateinteet is agtt 
- History of trauma, loss, bullying, abuse, etc.: 



5. Medical History: 
-Current physical/mental health concerns: 

- Ongoing medication/treatment (if any): 

- Past psychiatric/psychological treatment (if any): 

C. ASSESSMENT (As Observed by Counselor) 

1. MoodIAffect: 
2. Cognitive Functioning: 
3. Self-Esteem/Confidence: 

4. Motivation/Goal Orientation: 

5. Communication Skills: 

6. Any Maladaptive Behavior Noted: 

7. Risk Assessment (if any): 

Suicidal ldeation I Self-Harm / Aggression / Substance Use 

D. COUNSELING GOALS AND PLAN 

1. Short-term Goals: 

2. Long-term Goals: 
3. Plan of Intervention: 

Frequency: 

- Type: Individual / Group / Career/ Remedial / Behavioral 

Avod Sonoen ui 
meitete 

- Techniques/Tools Used (CBT, Play therapy, etc.): 

E. SUMMARY AND REMARKS 

1. Session Summary: 

Anxoy 
declig 

2. Parental Involvement Needed? 

3. FolloW-up Date: 

4. Counselor's Signature & Date: 


	Dr_Kavish_Pandey_Biodata - Google Docs.pdf
	Talk Therapy Dr. Kavish.pdf
	degree certificates kavish.pdf
	consent form 1.pdf
	case 1.pdf
	talk therapy case 1.pdf
	TT Case 2.pdf
	TT case 3.pdf



{ "type": "Form", "isBackSide": false }


{ "type": "Form", "isBackSide": false }


{ "type": "Form", "isBackSide": false }


{ "type": "Form", "isBackSide": false }


{ "type": "Form", "isBackSide": false }


{ "type": "Document", "isBackSide": false }


{ "type": "Form", "isBackSide": false }


{ "type": "Form", "isBackSide": false }


{ "type": "Form", "isBackSide": false }


{ "type": "Form", "isBackSide": false }


{ "type": "Form", "isBackSide": false }


{ "type": "Form", "isBackSide": false }


{ "type": "Form", "isBackSide": false }


{ "type": "Form", "isBackSide": false }


{ "type": "Form", "isBackSide": false }


{ "type": "Document", "isBackSide": false }

