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NAME _______________________________________________ 
 

 
 
AGE  __________________   
 
 

 LAST DENTAL CHECKUP (DATE)  _____________________ 
 
 
LAST TETANUS IMMUNIZATION (DATE)  _______________ 
 
 
ALLERGIES:   
 
 
 
 
MEDICATIONS 
 
 
 
 
 
 
 
 
MEDICAL CONDITIONS 
 
 
 
 
 
 
 
 
 
 
FAMILY DOCTOR NAME AND PHONE NUMBER: 


