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Full Name: __________________________________________ 
Date of Birth: _______________________________________
Primary Care Physician: ______________________________
Preferred Pharmacy & Location: _______________________
Current Medications
	Medication
	Dosage
	Frequency
	Reason

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Additional Medications/ Medication Information:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




Allergies
☐ No allergies   ☐ Yes (please list below):
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Medical Conditions
Please list any medical conditions that may affect your dental care:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




Signature: ___________________________  Date: ____ / ____ / ______
Thank you for helping us provide the safest and most personalized care possible.
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