
MY HEALTH CHECK CARD  
NAME:                                                     DATE OF BIRTH:                     AGE:                    GENDER: 
HEIGHT:                                                  BLOOD GROUP: 

DENTAL CHECK:: EVERY 3-6 MONTHS (if you don’t have a. Dental condITION )

EYE. CHECK: annual ((if you don’t have an eye condition)

LADIES: breast exam, mammogram, PAP smear

GENTLEMEN: PSA
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