
IMPORTANT! MUST READ BEFORE TREATING! 

Patient’s Name: __________________________ 
 
Known Food Allergies 
• _________________________ 
• _________________________ 
• _________________________ 
• _________________________ 
• _________________________ 
• _________________________ 

Known Meds Allergies 
• _________________________ 
• _________________________ 
• _________________________ 
• _________________________ 
• _________________________ 
• _________________________ 

NOTE: ______________________________________________________________ 
____________________________________________________________________ 
____________________________________________________________________ 
____________________________________________________________________ 
____________________________________________________________________ 
____________________________________________________________________ 
 
Point of Contact: ____________________________  Relation: ______________________ 
 
Cell Phone: ____________________________  Email: ________________________________ 
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