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LIST BELOW OR BACK OF THIS PAGE FOR OTHER PROBLEMS.

CURRENT MEDICAL DRUGS:

CURRENT NATURAL SUPPLEMENTS:

HAVE YOU HAD ANY OF THESE CONDITIONS IN THE LAST 5 YEARS?

[0 Root Canals [] Eye Problems [ Recurrent colds [ Periodontal problems [ Asthma [1 Chemical Allergen
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Mother
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Allergies — FOOD &/or ENVIRONMENTAL Are you allergic to any antibiotics &/or medications?
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Mb/Do
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