
 

#_______________ 

 

 

 

DERMATOLOGY CLINIC – ESTABLISHED PT 

 

NAME___________________________ CHART#_________ 

 

DATE OF BIRTH___________________________________ 

 

SKIN PROBLEM____________________________________ 

 

HAVE YOU SEEN DR. TEATER FOR THIS SAME PROBLEM 

BEFORE?  _______________ 

 

LIST PRESCRIPTION MEDICATIONS: 


